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Big  Government  and  Some  of  Its  Effects  on 
Private  Practice,  by  F.  J.  L.  Blasingame, 
M.  D.,  Wharton,  Texas 


Acute  Intestinal  Obstruction — A Re-Evaluation  of 
Therapy;  Review  of  Thirty-One  Years  at  a 
University  Hospital  (1923  - 1953),  by  Morton 
J.  Tendler,  M.  D.,  and  Robert  S.  Cartwright, 

M.  D.,  Memphis,  Tennessee  4 


Acute  Myocardial  Infarction,  Acute  Myocardial 
Ischemia  and  Unexpected  Sudden  Death;  A 
Study  of  Cases  Encountered  in  Private  Prac- 
tice During  the  Past  Nine  and  One-half 
Years,  by  Edward  Matthews,  M.  D.,  and 
Marion  J.  LeDoux,  M.  D.,  New  Orleans 


Strep  sore  throat 

responds  readily  to 

ILOTYCI 

(Erythromycin,  Lilly) 

Temperature  normal,  throat  culture  negative,  usually 
within  twenty-four  hours.  Notably  safe  and  well  tolerated. 

dosage:  1 to  1.5  Gm.  daily  in  divided  doses.  Sfa, 
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ADVERTISEMENT  DEPARTMENT 


Announcing 

The  Nineteenth  Annual  Meeting 

of 

THE  NEW  ORLEANS  GRADUATE 
MEDICAL  ASSEMBLY 

Conference  Headquarters  — Municipal  Auditorium 
FEBRUARY  27,  28,  29  and  MARCH  1,  1956 

GUEST  SPEAKERS 


P.  D.  Woodbridge,  M.  D.,  Greenfield,  Mass. 
Anesthesiology 

J.  Lowry  Miller,  M.  D.,  New  York,  N.  Y. 
Dermatology 

Franz  J.  Ingelfinger,  M.  D.,  Boston,  Mass. 
Gastroenterology 

John  I.  Brewer,  M.  D.,  Chicago,  111. 
Gynecology 

S.  Gilbert  Blount,  Jr.,  M.  D.,  Denver,  Colo. 
Internal  Medicine 

Eugene  A.  Stead,  Jr.,  M.  D.,  Durham,  N.  C. 
Internal  Medicine 

John  H.  Talbott,  M.  D.,  Buffalo,  N.  Y. 
Internal  Medicine 

Lawrence  S.  Kubie,  M.  D.,  New  York,  N.  Y. 
Neuropsychiatry 

Duncan  E.  Reid,  M.  D.,  Boston,  Mass. 
Obstetrics 


Frank  W.  Newell,  M.  D.,  Chicago,  111. 
Ophthalmology 

Claude  N.  Lambert,  M.  D.,  Chicago,  111. 
Orthopedic  Surgery 

A.  C.  Hilding,  M.  D.,  Duluth,  Minn. 
Otolaryngology 

Alan  R.  Moritz,  M.  D.,  Cleveland,  Ohio 
Pathology 

Joseph  A.  Johnston,  M.  D.,  Detroit,  Mich. 
Pediatrics 

Philip  J.  Hodes,  M.  D.,  Philadelphia,  Pa. 

Radiology 

A.  H.  Blakemore,  M.  D.,  New  York,  N.  Y. 
Surgery 

C.  G.  Child,  III,  M.  D.,  Boston,  Mass. 
Surgery 

Rubin  H.  Flocks,  M.  D.,  Iowa  City,  Iowa 
Urology 


Lectures,  symposia,  clinicopathologic  conferences,  round-table  luncheons,  color 
television,  medical  motion  pictures  and  technical  exhibits. 

(All-inclusive  registration  fee  — $20.00) 

THE  POSTCLINICAL  TOUR  TO  THE  WEST  INDIES  AND  CENTRAL  AMERICA 

BY  PLANE 

Departure  from  New  Orleans,  March  2 

For  information  concerning  the  Assembly  meeting  and  the  tour  write 
Secretary,  Room  103,  1430  Tnlane  Avenue,  New  Orleans  12,  La. 
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Louisiana  State  Department  of  Health 

S.  J.  PHILLIPS,  M.D.,  M.P.H., 

State  Health  Officer 
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DRINK 


Every  Bottle  Sterilized 


ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 

FEBRUARY  28,  29,  MARCH  1 AND  2,  1956 
PALMER  HOUSE,  CHICAGO 

DAILY  HALF-HOUR  LECTURES  BY  OUTSTANDING  TEACHERS 
AND  SPEAKERS  on  subjects  of  interest  to  both  general  practitioner 

and  specialist 

PANELS  ON  TIMELY  TOPICS  TEACHING*- DEMONSTRATIONS 

SCIENTIFIC  EXHIBITS  worthy  of  real  study  and  helpful  and  time- 
saving  TECHNICAL  EXHIBITS. 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAL  CONFER- 
ENCE should  be  a MUST  on  the  calendar  of  every  physician.  Plan  now 
to  attend  and  make  your  reservation  at  the  Palmer  House, 
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know 

your 

diuretic 


fewer  restrictions  of  activity  are  the  benefit  of  prolonged  use  of 
those  diuretics  effective  over  the  entire  range  of  cardiac  failure. 
The  organomercurials— parenteral  and  oral  — improve  the 
classification  and  prognosis  of  your  decompensated  patients. 
Diuretics  of  value  only  in  milder  grades  of  failure,  or  which 
must  be  given  intermittently  because  of  refractoriness  or  side 
effects,  are  incapable  of  "upgrading"  the  cardiac  patient. 


TABLET 

NEOHYDRIN 


BRAND  OF  C iLORM  ERODR1N  (18.3  MG.  OF  3-CHLOROMERCURI-2 

• METHOXY-PROPYLUREA  IN  EACH  TABLET) 


for  "...a  new  picture  of  the  patient  in  congestive  heart  failure."* 
replaces  injections  in  80%  to  90%  of  patients 

*Leff,  W.,  and  Nussbaum,  H.  E.:  J.  M.  Soc.  New  Jersey  50:149,  1953. 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


fa,  c&ietfe&c  ?<edea4<c£ 

LABORATORIES,  INC.,  MILWAUKEE  I,  WISCONSIN 
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TIMBEIRLAWN  S A N II TA  R II  U M 


For 

Nervous  and  Mental  Diseases 

Phone  Fairdale  2678  DALLAS  1,  TEXAS  P.  0.  Box  1769 

★ ★ 

Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational  ther- 
apy. All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 

THE  STAFF 

Guy  F.  Witt,  M.D.,  Medical  Director  Howard  M.  Burkett,  M.D.,  Associate  Psychiatrist 

Perry  C.  Talkington,  M.D.  ) c n.  James  K.  Peden,  M.D.,  Associate  Psychiatrist 

Chas.  L.  Bloss,  M.D.  ) '-°-Uirec,ors  Fred  h.  Jordan,  M.D.,  Resident  Psychiatrist 

Mrs.  Anne  Gilcrease,  R.N.,  Director  of  Nurses 
Ralph  M.  Barnette,  Jr.,  Business  Manager 
Miss  Geraldine  Skinner,  Director  of  Occupational  Therapy 


Prescription  Headquarters  Since  1905 


RADIUM 

MEDICAL  BOOKS 

(including  Radium  Applicators) 

Of  All  Publishers 

For  All  Medical  Purposes 

Est.  1919 

Any  book  on  Medicine,  Surgery,  and 
Nursing 

Quincy  X-Ray  & Radium  Laboratories 

J.  A.  MAJORS  COMPANY 

(Owned  and  Directed  by  a Physician-Radiologist) 

1301  Tulane  Ave. 

HAROLD  SWANBERG,  B.S.,  M.  D„  Director 

NEW  ORLEANS  12,  LA. 

W.  C.  U.  Bldg.,  Quincy,  Illinois 

Catalogs  cheerfully  sent  upon  request 

new  vistas 
for  the  . . 


Effective  control  of  seizures,  social  acceptance, 
and  recognition  of  employment  potential  are 
providing  new  vistas  for  the  majority  of  epileptic 
patients.  Accurate  diagnosis  and  adequate 
therapy,  as  in  present-day  management,  can  be 
expected  more  confidently  than  ever  before  to 
restore  such  patients  to  as  full  a life  as 
is  compatible  with  their  condition. 


DILANTIN*  SODIUM 

(diphenylhydantoin  sodium,  Parke-Davis) 


Alone  or  in  combination,  DILANTIN  continues  as  an  anticonvulsant  of  choice 
for  control  of  grand  mal  and  of  psychomotor  seizures.  In  addition  to  its  notable 
effectiveness,  DILANTIN  has  little  or  no  hypnotic  effect. 


DILANTIN  Sodium  is  supplied  in  a variety  of  forms— 
including  Kapseals®  of  0.03  Cm.  (Vs  gr.)  and  0.1  Gm. 

( 1 Vs  gr.)  in  bottles  of  100  and  1,000. 
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• Internal  Medicine  and 
Gastroenterology 

• Surgery 

• Orthopedics 

• Gynecology  and  Obstetrics 

• Radiology — X-ray  and 
Radium  Therapy 

• Laboratory  and  Research 
Departments 

• Urology 

• Endoscopy 

• Otolaryngology-Ophthalmology 

• Neuropsychiatry 

• Hotel  Facilities  Available 

3 6 3 6 ST.  CHARLES  AVENUE 
Phone  TYler  2376  • Netu  Orleans , La. 


Browne- McHardy  Clinic 


Diagnostic  and  Therapeutic 
Facilities 


PROFOUND  RELIEF  for  more  ailments  with 

RAYTHEON  MICROTHERM 

the  most  widely  used  Diathermy — now  better  than  ever 

Functional  design  in  a trim,  sleek  cabinet  with 
streamlined  operating  panel. 

Safety  monitors  that  prolong  life  of  parts;  auto- 
matic shut-offs  protect  equipment,  prevent  errors. 

Warranty  of  two  full  years  on  all  parts — a guar- 
antee of  reliable  quality  and  craftsmanship 
throughout. 

Write  or  ask  our  salesman  for  a demonstration  of  the  new 

Model  CMD-10. 


PEACOCK, 


SURGICAL  COMPANY  'nc. 


mm 

v flpi 

<235  TEXAS  AVENUE 

SHREVEPORT.  LOUISIANA^ 


enicillm  the 


To  safeguard  your  patients  add  1 cc.  of  Chlor- 
Trimeton  Injection  100  mg./cc.  to  each  10  cc.  vial 
of  aqueous  penicillin. 

Supplied:  2 cc.  multiple-dose  vial.  For  intramuscular 
and  subcutaneous  administration. 

Chlor-Trimeton®  maleate,  brand  of  chlorprophenpyri- 
damine  maleate. 


Severing 


CHLOR- 

TRIMETON 

INJECTION 


1 00  mg./cc. 


CTJ-53 


\MJft 
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'PlouM ~bl&  L(W-Vu>^Tkt  |ct  d WHd-  AiM.... 


Imagination  is  essential  to  this  diet  since 
your  patient  may  have  to  follow  it  for  many 
years.  These  diet  "do’s”  can  show  him  how 
to  use  eggs,  cheese,  and  milk — a trio  of 
almost  purine-free  foods — to  supply  the  major 
portion  of  his  protein. 

In  these,  the  trio  plays  a solo  — 

Eggs  baked  in  pimiento-flecked  cheese  sauce  are  hard 
to  resist.  Or,  if  your  patient  prefers,  the  sauce  can  be 
poured  over  hard-cooked  eggs. 


A casserole  of  eggplant  and  tomatoes  layered  alternately 
with  ricotta  or  cottage  cheese  makes  a satisfying  entree. 
Add  a sprinkle  of  grated  parmesan  with  a fine  Italian  hand. 

Your  patient  may  like  his  egg s poached  in  tomato 
juice.  Then  serve  them  in  a soup  bowl  with  a frill  of 
chopped  parsley  on  top. 


In  these,  the  trio  plays  accompaniment — 

Ham  ’n’  egg  rolls  come  hot  or  cold.  For  hot,  roll  a 
warm  slice  of  ham  around  eggs  that  have  been  scrambled 
with  a pinch  of  savory.  For  cold,  roll  ham  around  egg 
salad  mixed  with  cottage  cheese. 

Oyster  stew  can  be  creamy  wdthout  cream  when  the 
milk  is  bolstered  with  dry  skim  milk  powder.  A pinch 
of  thyme  and  some  chopped  parsley  add  savor. 

Broiled  salmon  or  tuna-burgers  nestle  nicely  in  a 
nest  of  noodles.  A slice  of  cheese  on  top  adds  color  and 
broils  to  a bubbling  brown. 

These  suggestions  are  only  a few  of  the  possible 
combinations  of  this  versatile  trio.  And  the 
adequate  protein  nutrition  they  make  possible, 
plus  a liberal  intake  of  fluids,  may  help  establish 
a regimen  that  will  please  you  both. 


United  States  Brewers  Foundation 

Beer — America's  Beverage  of  Moderation 

104  calories,  17  mg.  sodium/8  oz.  glass  (Average  of  American  beers) 


If  you'd  like  reprints  of  12  different  diets,  please 


write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y„ 


OISTINCTSVE 


£IEB  flgfc)  femad^l 

■ " ■;  ■ " " 5'  / " >,  "%.  ' - v"  ~ ' " " lrX  / ■ - i J 


for  ease  of  handling  and  breaking  by  arthritic  fingers. 


anti-rheumatic/anti-allergic/anti-inflammatory 


supplied:  1 mg.  oral  tablets,  bottles  of  lOO. 

White,  5 mg.  oral  tablets,  bottles  of  20  and  lOO. 


*brand  of  prednisolone 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  New  York 
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Pork  in  the  Human  Dietary 


Pork  may  be  looked  upon  as  an  im- 
portant factor  in  America’s  general 
health  and  well-being.  The  average  in- 
take of  pork  in  America  is  about  46 
pounds  of  lean  pork  and  20  pounds  of 
bacon  and  salt  pork  per  person  each 
year.1  But  America’s  demand  for  pork 
goes  further  than  taste  appeal  and 
deeper  than  mere  statistics.  Pork  makes 
a valuable  contribution  to  day-in-and- 
day-out  nutrition. 

Pork  rates  among  the  foremost  sources 
of  thiamine.  As  a source  of  all  other  B 
vitamins  and  many  essential  minerals, 
such  as  iron  and  phosphorus,  pork  meat 
is  considered  an  important  dietary  con- 
stituent. 

Lean  pork  is  virtually  completely  di- 
gestible. Its  protein  serves  to  promote 
growth  and  aid  in  the  maintenance  of 
tissue  cells.  Like  all  high  quality  pro- 
tein, that  of  pork  aids  in  the  elaboration 
of  protein  hormones,  enzymes,  and  anti- 
bodies. 


Pork  constitutes  a valuable  part  of  the 
daily  diet  (Table  I),  and  also  contrib- 
utes importantly  to  the  nutrition  of  the 
pregnant  woman  (Table  II). 

Pork  and  pork  products  have  won 
America’s  favor  by  their  unique  com- 
bination of  economy,  palatability,  and 
nutritional  value. 


1.  Consumption  of  Food  in  the  United  States,  1909-1952, 
Washington,  D.C.,  United  States  Department  of  Agri- 
culture, Bureau  of  Agricultural  Economics,  Agricultural 
Handbook  No.  62,  September,  1953. 

2.  Watt,  B.K.,  and  Merrill,  A.L.:  Composition  of  Foods 
— Raw,  Processed,  Prepared,  Washington,  D.C.,  United 
States  Department  of  Agriculture,  Agr  cultural  Handbook 
No.  8,  1950. 

3.  Bowes,  A.  deP.,  and  Church,  C.F.:  Food  Values  of 
Portions  Commonly  Used,  ed.  7,  Philadelphia,  Anna 
dePlanter  Bowes,  1951. 

4.  Cheldelin,  V.H.,  and  Williams,  R.J.:  Studies  on  the 
Vitamin  Content  of  Tissues,  II,  Houston,  Texas,  Univer- 
sity of  Texas  Publication  No.  4237,  1942. 

5.  Schweigert,  B.S.;  Nielsen,  E.;  Mclntire,  J.N.,  and 
Elvehjem,  C.A.:  Biotin  Content  of  Meat  and  Meat  Prod- 
ucts, J.  Nutrition  26:65  (July)  1943. 

6.  Scheid,  H.E.,  and  Schweigert,  B.S.:  The  Vitamin  B12 
Content  of  Meat,  Annual  Report,  An  Outline  of  Research 
During  the  Fiscal  Year  1953-54,  Chicago,  American  Meat 
Institute  Foundation,  Bull.  22,  1955. 

7.  Estimated  on  basis  of  protein  content  of  meats.  Sherman. 
H.C.:  Food  Products,  ed.  4,  New  York,  The  Macmillan 
Company,  1948  p.  155. 

8.  Recommended  Dietary  Allowances,  Washington,  D.C., 
National  Academy  of  Sciences — National  Research  Coun- 
cil, Publication  302,  1953. 


Cooked  Pork  Chops,  Ham,  and  Pork  Sausage 


Nutrients  and  Calories  Provided  by  3-Ounce  Portions 

TABLE  1 Protein  Thiamine 

Gm.  mg. 

Niacin 

mg. 

Riboflavin 

mg. 

Iron 

mg. 

Phosphorus 

mg. 

Calories 

Pork  Chops,  without  bone,  cooked,  3 oz.2 

20  0.71 

4.3 

0.20 

2.6 

200 

284 

Ham,  without  bone,  cooked,  3 oz.2 

20  0.45 

4.0 

0.20 

2.6 

202 

338 

Pork  Sausage,  cooked,  3 oz.3 

14  0.42 

2.8 

0.20 

2.1 

139 

396 

3.5  ounces  of  fresh  pork  loin,  equivalent  to  approximately  3 ounces  of  cooked  loin,  contains  0.47  mg.  pantothenic  acid  ;4  0.10  mg.  pyridoxine  ;4  0.005 
mg.  biotin;5  36  mg.  inositol;4  0.08  mg.  folic  acid;4  0.0027  mg.  vitamin  B12;6  63  mg.  chlorine;7  0.1  mg.  copper;7  20  mg  magnesium;7  280  mg.  potas- 
sium;7 70  mg.  sodium;7  and  0.01  mg.  manganese.7 

Nutrients  and  Calories  of  Cooked  Pork  Chops  (3  ounces)  Expressed 
TABLE  1 1 as  Percentages  of  Recommended  Daily  Dietary  Allowances8 

Percentages  of  Allowances  for;  Protein 

Thiamine 

Niacin 

Riboflavin 

Iron 

Phosphorus 

Calories 

Girls,  13-15  years  of  age;  weight, 
108  lb.;  height,  63  inches. 

55% 

33% 

10% 

17% 

15% 

11% 

Women,  25  years  of  age;  weight,  ,l07 

121  lb.;  height,  62  inches. 

59% 

36% 

14% 

22% 

17% 

12% 

Pregnant  Women  (3rd  trimester)  25% 

47% 

29% 

10% 

17% 

13% 

11% 

The  nutritional  statements  made  in  this  advertisement  have  been  reviewed 
by  the  Council  on  Foods  and  Nutrition  of  the  American  Medical  Associa- 
tion and  found  consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago ...  Members  Throughout  the  United  States 


Upjohn 


Rheumatoid  arthritis, 
rheumatic  fever, 
intractable  asthma, 
allergies . . . 


tablets 


Supplied: 

5 mg.  tablets  in  bottles  of  50 
10  rng.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  500 


•REGISTERED  TRADEMARK  FOR  THE  UPJOHN 
BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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POST  GRADUATE  EDUCATION  AT  ITS  BEST 


“The  Autopsy — Let  those  who  interdict  the  opening  of  bodies  well 
understand  their  errors.  When  the  cause  of  a disease  is  obscure,  in 
opposing  the  dissection  of  a corpse  which  must  soon  become  the  food  of 
worms,  they  do  no  good  to  the  inanimate  mass,  and  they  cause  a grave 
damage  to  the  rest  of  mankind : for  they  prevent  the  physicians  from 
acquiring  a knowledge  which  may  afford  the  means  of  great  relief 
eventually  to  individuals  attacked  by  a similar  disease.  No  less  blame  is 
applicable  to  those  delicate  physicians,  who  from  laziness  or  repugnance, 
love  better  to  remain  in  the  darkness  of  ignorance  than  to  scrutinize, 
laboriously,  the  truth : not  reflecting  that  by  such  conduct  they  render 
themselves  culpable  toward  God,  toward  themselves  and  toward  society 
at  large.” — Theophilus  Bonetus  (1620-1639). 


JOINT  MEETING 

South  Central  Region 
College  of  American  Pathologists 
Louisiana  Dermatology  Society 
Louisiana  Pathology  Society 
and 

American  Cancer  Society,  Louisiana  Division 

ROOSEVELT  HOTEL 
New  Orleans,  Louisiana 
February  16,  17,  and  18,  1956 


WATCH  FOR  IMPORTANT  EULLETIN  NEXT  MONTH 


THE  MEMBERS  OF  THIS  SOCIETY  PLEDGE  FULL  SUPPORT  AND  CO- 
OPERATION TO  THEIR  FELLOW  LOUISIANA  PHYSICIANS  IN 
THE  PRACTICE  OF  MORAL  AND  ETHICAL  MEDICINE 


RAPIDLY  EFFECTIVE 

BROAD -SPECTRUM  ANTIBIOTIC  THERAPY 
...WELL  TOLERATED... 

BY  THE  INTRAMUSCULAR  ROUTE 


Brand  of  oxytetracycllne 


"IN  CHILDREN,  GASTROENTERITIS,  CROUP, 
MENINGITIS,  AND  INFECTIONS  COMPLICATING 
CERTAIN  SURGICAL  CONDITIONS  MAY  BE 
ADEQUATELY  TREATED  BY  ITS  USE  AND  IT  IS 
. . . [A]  DRUG  OF  CHOICE  WHEN  ORAL 
MEDICATION  IS  NOT  POSSIBLE.''* 


TERRAMYCIN  INTRAMUSCULAR 

Single-dose  vials  providing 
100  mg.  crystalline  oxytetracycline 
hydrochloride,  5 per  cent 
magnesium  chloride  and  2 per  cent 
procaine  hydrochloride. 


PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


JJCORTEN 


* 


Cmetacortandr 


acin) 


THE  distinctive  with  mobB 
benefits  asshhahcb 

OE  HORMONE  A-S  SA3'EtY 

therapy 


For  physicians  who  hesitate  to  use  the  older  corticosteroids  because  of 
diminishing  therapeutic  returns  and  frequently  predominating  major 
undesirable  side  effects,  Meticorten  with  its  high  therapeutic  ratio 
reduces  the  incidence  of  certain  major  undesirable  side  effects. 

• minimizes  sodium  and  water  retention 

• minimizes  weight  gain  due  to  edema 

• no  excessive  potassium  depletion 

• in  rheumatoid  arthritis,  effective  relief  of  pain,  swelling,  tenderness; 
diminishes  joint  stiffness 

• in  intractable  asthma,  relief  of  bronchospasni,  dyspnea,  cough; 
increases  vital  capacity 

• clinical  response  even  where  cortisone  or  hydrocortisone  ceases 
to  be  effective  — “cortisone  escape” 

• effective  in  smaller  dosage 


BIBLIOGRAPHY 
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BIG  GOVERNMENT  AND  SOME  OF 
ITS  EFFECTS  ON  PRIVATE 
PRACTICE  * 

F.  J.  L.  BLASINGAME,  M.  D.  f 
Wharton,  Texas 

Shakespeare  observed  that  “There  is  a 
tide  in  the  affairs  of  men” — There  can 
be  little  room  for  debate  that  there  is  a 
surging  tide  in  the  affairs  of  men  of  our 
time;  and  our  country  is  deeply  involved, 
as  is  each  of  her  citizens — inescapably  in- 
volved— whether  he  chooses  to  be  or  not 
to  be,  whether  he  be  rich  or  poor,  bright 
or  dumb,  different  or  indifferent. 

One  of  the  features  of  our  time  is  Big 
Government;  and  in  this  particular  fea- 
ture, America  leads  all  other  nations.  This 
Bigness  is  of  fairly  recent  origin — twenty- 
five  to  thirty  years’  duration,  is  deeply 
entrenched,  and  appears  to  be  getting  big- 
ger. This  increase  in  size  is  the  result  of 
changes  in  our  society — perhaps  as  our 
country  has  moved  from  a simple  agrarian 
society  to  more  of  an  industrial,  urban 
nation. 

Too,  in  my  judgment,  there  are  changes 
in  ourselves — in  the  faith,  the  motives, 
the  ideals  of  our  citizens.  In  the  last  an- 
alysis, our  Government  is  but  a reflection 
of  our  people. 

This  Bigness  of  Government  influences 
almost  every  aspect  of  our  Society,  in- 
cluding American  medicine  as  we  have 

* Address  presented  at  the  Seventy-fifth  An- 
nual Meeting  of  the  Louisiana  State  Medical 
Society,  in  New  Orleans,  May  2,  1955. 

f Trustee,  American  Medical  Association,  and 
President,  Texas  State  Medical  Association. 


known  it,  and  has  certain  implications 
concerning  the  institution  of  private  prac- 
tice, which  has  for  years  been  the  prevail- 
ing mode  of  delivery  of  medical  services 
to  our  citizens.  Is  the  institution  of 
private  practice  in  jeopardy?  I think  so; 
and  I believe  we  are  in  danger  of  losing 
the  great  values  we  have  cherished.  It  is 
timely  and  in  the  public  interest  that  we 
review  the  situation  and  point  up  the 
signs  and  probable  ill-effects  that  could 
result. 

To  return  to  the  question  of  Big  Gov- 
ernment, let  us  recall  that  our  nation  was 
originally  founded  on  the  proposition  that 
Governments  are  for  the  people,  potential- 
ly dangerous,  and  should  be  small,  and 
limited  by  law.  Our  forefathers  came 
principally  from  Europe  where  govern- 
ments had  preyed  upon  the  people,  taxed 
them,  governed  them  rigidly,  and  limited 
the  individual  responsibility  and  personal 
freedom.  Shortly,  after  establishing  them- 
selves on  this  land,  except  for  an  original 
effort  of  socialism  which  failed  miserably, 
the  concept  grew  that  men  were  equal 
unto  God,  free,  and  responsible  as  individ- 
uals. This  challenging  way  of  living, 
though  not  easy,  was  found  to  be  pro- 
ductive and  to  bear  fruit.  The  Government 
of  Great  Britain  decided  to  gather  a good- 
ly share  of  the  profits  and  launched  on 
a program  of  high  taxes  and  stouter  reg- 
ulations on  trade.  The  Revolutionary  War 
was  the  result  and  established  our  land. 

A limited  government  came  into  being 
with  its  checks  and  balances  between  the 
Executive,  Legislative,  and  Judiciary.  The 
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I’esults  are  history;  a nation  grew  in 
wealth  and  developed  an  industrial  plant 
such  as  had  never  been  seen  on  the  face 
of  this  earth.  Personal  freedom,  which  has 
been  a scarce  ingredient  in  human  history, 
reached  an  unprecedented  high  level;  and 
the  attendant  values  of  life  for  the  vast 
majority  of  our  citizens  have  been  legion. 

However,  in  January,  1913,  a break- 
through occurred  in  the  passage  of  the 
16th  Amendment  to  our  Constitution — the 
income  tax  amendment ; and  it  has  changed 
things ! 

This  break-through  was  the  legal  basis 
for  the  federal  government  to  remove  in- 
come from  the  individual  and  place  it  in 
the  hands  of  the  state  and  reflected  a 
fundamental  alteration  in  philosophy — 
which  for  the  first  time  in  our  land  gave 
expression  to  the  idea  that  it  was  in  the 
public  interest  to  take  wealth  from  in- 
dividual citizens  and  place  it  at  the  dis- 
posal of  government.  The  use  of  this  law, 
more  than  any  other  mechanism,  has  al- 
tered our  very  society.  I recommend  for 
your  serious  reading  a thoughtful  book, 
The  Income  Tax,  The  Root  of  All  Evil 
by  Frank  Chadarov.  As  he  points  out, 
“Socialism  without  the  16th  amendment  is 
impossible,  and  with  the  16th  amendment 
socialism  is  inevitable.” 

This  Constitutional  Amendment  gave 
legal  authority  to  the  Marxian  doctrine 
“from  each  according  to  his  ability;  to 
each  according  to  his  need.”  A recent  pub- 
lic opinion  survey  of  high  school  students 
showed  that  55  per  cent  of  them  today 
subscribed  to  this  Marxian  doctrine. 
America  has  gone  a long  way  on  the  road 
to  complete  socialism. 

This  legal  basis  to  gather  wealth  has 
given  us  the  largest  and  most  powerful 
government  on  earth.  All  of  the  branches 
of  our  government  have  become  big.  The 
Legislative  effort  is  grandiose.  The  last 
Congress  considered  16,470  bills,  407  of 
which  had  medical  or  public  health  im- 
plications. It  is  impossible  for  even  the 
most  conscientious  congressmen  to  keep 
completely  informed;  in  fact,  it  is  likely 
impossible  to  keep  accurately  informed 
about  the  activities  of  one  or  more  com- 


mittees on  which  a congressman  may  be 
serving.  The  congress  is  log-jammed  with 
bills  to  extend  the  services  of  government 
in  hundreds  of  ways. 

Life  is  seldom  perfect  for  any  of  us ; 
and  there  are  the  do-gooders,  the  social- 
ists, and  the  politicians  among  us  who  see 
in  this  vast  collection  of  wealth  an  oppor- 
tunity to  correct  some  of  the  inequities  of 
life  and  to  make  the  lot  of  mankind  better. 

As  a result  of  this  rush  to  get  hold  of  a 
portion  of  this  wealth,  spending  has  gone 
up  and  up;  and  taxes  are  at  an  all-time 
high,  averaging  about  30  per  cent  of  all 
income,  at  which  level  the  law  of  dimin- 
ishing returns  sets  in.  Further,  our  pub- 
lic debt  is  higher  than  ever  before — 281 
billions — with  little  thought  or  hope  being 
given  to  repaying  it.  Our  government  is 
habitually  given  to  deficit  financing  and 
has  not  lived  within  even  the  expanded 
budget  since  1931.  Yet,  Sir  Anthony  Eden 
has  announced  that  Great  Britain  will  live 
within  her  budget  this  year.  We  should 
remember  history  that  those  nations  who 
live  in  the  financial  red  have  often  shortly 
spilled  red  blood  in  battle. 

As  a part  of  this  expanding  govern- 
ment, our  congress  in  recent  years  has 
given  to  writing  laws  that  are  exceedingly 
complex.  These  bills  go  on  and  on  for 
many  pages  trying  to  define  the  purposes 
and  conditions  under  which  the  law  will 
apply.  Finally,  to  “clinch”  the  matter, 
the  bill  provides  that  “it  shall  be  the 
responsibility  of  the  administrator  to  es- 
tablish such  rules  and  regulations  as  to 
carry  out  the  intent  of  this  act.”  Where- 
upon, the  various  bureaucrats,  given  the 
responsibility,  set  up  regulations  which, 
when  unchallenged  in  court  for  six  months, 
become  the  law  of  our  land.  By  this  mech- 
anism laws  are  established  through  direc- 
tion and  administration  by  unelected  rep- 
resentatives. 

In  the  Judicial  branch  of  our  govern- 
ment, the  courts  are  filled  with  test  cases, 
and  lawyers  are  attempting  to  get  de- 
cisions of  law  which  are  highly  technical 
and  involved — and  appear  to  be  becoming 
increasingly  so. 

The  Executive  Branch  of  our  govern- 
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ment  has  grown  like  Topsy — and  far 
exceeds  its  original  dimensions.  As 
thoughtful  citizens,  we  must  watch  our 
Defense  Department  because  of  its  im- 
mense expenditures  and  profound  influ- 
ence, the  Department  of  Health,  Educa- 
tion, and  Welfare,  and  the  State  Depart- 
ment— this  latter,  along  with  other  special 
agencies  under  the  Executive  Branch  hav- 
ing vast  effects  in  the  international  field 
and  engaging  in  agreements  and  arrange- 
ments which  often  compromise  our  funda- 
mental principles.  Our  one-world  enthusi- 
asts— who  are  in  the  drivers’  seats — seem 
blind  to  some  of  the  inherent  dangers 
which  appear  obvious  to  other  observers 
who  question  the  wisdom  of  attempts  of 
world  government  at  this  stage  of  world 
development. 

Can  our  country  better  serve  all  man- 
kind by  remaining  free  and  strong?  This 
question  is  one  of  the  fundamental  issues 
of  the  day. 

American  medicine  is  involved  in  Big 
Government — which  is  attempting  to  alter 
the  environment  in  which  medicine  is 
being  practiced. 

A large  number  of  our  citizens  appear 
to  feel  that  it  would  be  in  the  public  in- 
terest to  have  medical  care  a function  of 
the  state;  to  have  physicians  employed  by 
the  government  as  civil  servants  just  as 
postal  employees.  Many  of  these  people 
are  sincere  do-gooders  and  others  are 
confirmed  socialists.  Naturally,  the  poli- 
tician listens  with  a certain  amount  of 
eagerness  since  such  medical  care  by  the 
government  would  give  him  more  influ- 
ence over  the  lives  of  “the  people”  whose 
vote  he  is  soliciting. 

These  people  may  not  recall  that  experi- 
ences in  many  areas  of  the  world  have  been 
to  the  contrary — that  governmental  medi- 
cal care  has  not  been  better  distributed,  that 
it  has  been  abused,  that  it  has  been  costly 
to  the  government,  that  it  has  lost  much 
of  its  human  and  personal  touch,  and  that 
it  has  deteriorated  in  application  and  in 
research;  has  grown  stale  and  sterile. 

In  our  country,  we  see  increasing  pres- 
sure through  government  money  for  ex- 
pansion of  medical  care.  Where  federal 


money  goes,  also  goes — by  supreme  court 
ruling — federal  control  and  direction.  Ac- 
cording to  the  Report  of  the  Medical  Task 
Force  of  the  Hoover  Commission,  our 
Federal  government  has  accepted  all  or 
part  of  our  citizens.  This  number  is  large- 
ly in  the  veteran  and  military  obligations. 
Pressure  for  further  expansion  is  persist- 
ing in  the  form  of  more  money  for  addi- 
tional facilities  and  personnel.  The  doctor 
draft  is  requested  again.  At  the  same  time 
the  military  is  desirous  of  expanding  care 
to  the  dependents  of  military  personnel. 
In  evaluating  any  such  expansion  of  gov- 
ernmental medicine,  we  must  consider 
the  effects  on  the  over-all  care  of  the 
American  people.  It  is  not  in  the  public 
interests  to  allow  the  military  demands 
to  expand  so  as  to  deplete  the  necessary 
medical  manpower  required  for  good  civil- 
ian care. 

Social  Security  in  other  nations  has  ex- 
tended its  function  to  include  varying  de- 
grees of  medical  care ; and  the  basic 
mechanism  is  already  established  here  and 
is  capable  of  expansion  in  our  country 
to  take  over  private  practice. 

American  medicine  is  strong  scientific- 
ally but  is  being  challenged  by  govern- 
ment which  is  establishing  large  insti- 
tutes of  health,  research  facilities,  grants, 
and  training  facilities.  But  the  major 
challenges  from  government  come  in  the 
socio-economic  field. 

Voluntary  health  insurance  in  the  past 
fifteen  years  has  grown  to  be  a major 
mechanism  for  financing  the  cost  of  ill- 
ness. Yet,  we  see  government  attempting 
to  get  into  the  act  by  way  of  the  so-called 
re-insimance  bill,  which  legislation  is  un- 
necessary and  ill-drawn.  If  it  is  not  sub- 
sidy, it  will  not  reduce  the  cost  of  insur- 
ance and  will  not  sell  it  to  the  unwilling 
buyer;  if  this  proposed  law  is  subsidy,  we 
want  none  of  it,  since  it  would  put  gov- 
ernment in  a field  that  is  already  dealing 
effectively  with  its  problems. 

There  have  for  years  been  proposals 
that  the  federal  government  help  to  fi- 
nance the  cost  of  medical  education 
through  grants  to  medical  schools  and 
scholarships  to  students ; but  American 
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medicine  has  not  favored  such  procedures 
because  of  the  real  dangers  of  influence 
by  regulation  and  stipulation  of  the  con- 
ditions of  granting  federal  funds.  We 
must  not  jeopardize  or  compromise  the 
freedom  of  medical  education  in  our  coun- 
try. 

No  real  emergency  situations  exist  to- 
day to  warrant  the  further  expansion  of 
federal  medicine ; and  we  must  be  on  the 
alert  to  see  that  no  unnecessary  expan- 
sions take  place.  Instead,  we  must  fight 
to  cut  taxes,  even  consider  the  possibility 
of  limiting  or  abrogating  the  16th  amend- 
ment, so  as  to  leave  adequate  financial  re- 
sources at  the  local  or  state  level. 

Much  of  the  so-called  high  cost  of  med- 
ical care  is  in  the  cost  of  hospital  opera- 
tion— which  has  gone  up  700  per  cent  dur- 
ing the  last  fifteen  years,  mostly  from 
increased  labor  costs.  The  amount  paid 
out  by  the  American  consumer  of  medical 
services  has  been  relatively  constant  and 
has  continued  about  4.5  per  cent  of  the 
total  income.  A great  deal  of  the  increase 
in  costs  has  been  the  result  of  inflation- 
ary effects  which  have  been  brought  about 
by  the  very  fiduciary  policies  of  credit 
inflation  by  our  national  government. 

The  institution  of  private  practice  in 
our  country  has  an  enviable  record  and 
needs  to  be  more  widely  appreciated  by 
the  average  citizen.  Its  advantages  and 
virtues  must  be  pointed  up  by  those  per- 
sons who  understand  and  know  the  facts. 
It  behooves  the  medical  profession  to  ac- 
cept leadership  in  educating  the  public  re- 
garding the  advantages  of  American  medi- 
cine as  applied  in  our  society  today. 

Further,  it  is  the  obligation  of  every 
educated  person  to  take  the  responsibili- 
ties of  citizenship  more  seriously.  The  phy- 
sician and  his  family  must  exercise  leader- 
ship and  attempt  to  live  the  role  of  the 
informed,  complete  citizen. 

We  cannot  combat  communism  with  big 
armies  or  propaganda  alone.  We  must 
fight  and  gain  strength  out  of  the  knowl- 
edge that  our  way  of  life  is  better  and 
more  valuable.  America  has  developed  an 
inferiority  complex.  Americanism  is  the 
most  engaging  and  challenging  philosophy 


that  has  been  proclaimed  on  the  face  of 
the  earth ; and  we  must  believe  it  so  and 
cherish  it  and  expound  it. 

As  George  Benson  says,  “Man’s  loftiest 
ambitions  during  six  thousand  years  of 
recorded  history  have  been  (1)  to  under- 
stand and  live  acceptably  before  his  God ; 
(2)  to  enjoy  personal  freedom;  and  (3) 
to  have  the  material  necessities  of  life.  In 
America  we  have  developed  a new  way 
of  life  under  which  we  have  achieved  all 
three  of  these  goals  to  an  extent  that  no 
one  of  them  was  enjoyed  anywhere  else 
for  very  long,  and  to  a degree  that  they 
have  never  before  been  experienced,  in 
combination,  by  any  segment  of  the  hu- 
man race.  We  must  make  these  facts 
known,  proudly,  to  our  children” — and  to 
all  mankind. 

If  America  is  to  maintain  a position  of 
leadership  in  this  modern  world,  we  must 
lead  not  only  in  things  material  but  also, 
and  more  importantly — in  philosophy  and 
things  of  the  spirit.  As  educated  and  re- 
sponsible citizens,  men  and  women  of 
American  medicine  will  accept  the  chal- 
lenge and  measure  up  intelligently  and 
courageously. 

o— — — — 

ACUTE  INTESTINAL  OBSTRUCTION 
— A RE-EVALUATION  OF  THERAPY; 
REVIEW  OF  THIRTY-ONE  YEARS  AT 
A UNIVERSITY  HOSPITAL 
(1923  - 1953)* 

MORTON  J.  TENDLER,  M.  D.  f 
ROBERT  S.  CARTWRIGHT,  M.  D.  f 
Memphis,  Tennessee 

The  extensive  literature  on  acute  intes- 
tinal obstruction  is  an  indication  of  its 
multiplicity  of  problems  as  well  as  its 
numerous  causes  and  sequelae.  The  bibli- 
ographies summarized  by  Mclver  in  1933, 5 
and  Wangensteen  in  1937, 12  reveal  how 
much  of  great  value  in  clinical  observation 
and  research  had  been  contributed  up  to 

* Presented  at  the  Seventy-fifth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  New 
Orleans,  May  3,  1955. 

f From  the  Department  of  Surgery,  University 
of  Tennessee  College  of  Medicine,  Memphis, 
Tennessee. 
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the  time  of  their  writings.  If  we  consider 
the  thousands  of  articles  written  up  to 
the  time  of  their  two  publications  volumi- 
nous, the  impetus  provided  by  the  newer 
concepts  established  since  the  early  1930’s 
has  inspired  articles  in  all  languages  too 
numerous  to  attempt  tabulation  or  count. 

Acute  bowel  obstructions,  protean  in  their 
pathological  entities,  with  their  abnormal 
physiology  and  chemical  imbalances  re- 
main a challenge  yet  not  completely  en- 
gaged. Though  great  strides  have  been 
made  in  early  diagnosis,  correction  of 
fluid  electrolyte  imbalance  and  blood  vol- 
ume deficiencies,  intestinal  decompression 
and  operative  management,  the  most  valu- 
able recent  adjunct  has  been  the  free  and 
intensive  use  of  the  antibiotics.  Slowly 
rising  over  the  horizon  are  a number  of 
tetracycline  derivatives  which  may  soon 
replace  the  two  so  well  tolerated : penicil- 
lin and  streptomycin. 

SCOPE  OF  THIS  REPORT 

This  study,  similar  to  numerous  other 
statistical  reports  from  other  medical  cen- 
ters, comprises  group  evaluations  in  refer- 
ence to  changing  concepts  and  the  periods 
of  years  following  their  employment.  In 
the  thirty-one  years  reviewed  there  are 
2508  cases:  581  (1923  to  1932);  1143 

(1933  to  1946)  ; 684  (1947  to  1953). 

The  first  period,  1923  to  1932  inclusive, 
(Table  1),  comprises  ten  years  of  frustra- 

TABLE  1 

SUMMARY  OF  581  CASES  OF  ACUTE  INTESTINAL, 
OBSTRUCTION  (ALL  TYPES) 

1923  TO  1932  INCLUSIVE 


Year 

Cases 

Recoveries 

Deaths 

Mortality 

Rate 

1923 

56 

22 

34 

60.70% 

1924 

33 

15 

18 

54.54% 

1925 

47 

23 

24 

51.08% 

1926 

38 

15 

23 

60.50% 

1927 

53 

27 

26 

49.05% 

1928 

63 

31 

32 

50.79% 

1929 

67 

36 

31 

46.26% 

1930 

57 

31 

26 

45.60% 

1931 

77 

42 

35 

45.32% 

1932 

90 

43 

47 

52.22% 

Totals 

581 

285 

296 

50.94% 

tion  and  confusion,  where  an  occasional 
patient  received  subcutaneous  or  intraven- 
ous saline,  a rare  transfusion  and,  even 


less  frequently  an  indwelling  Levin  tube 
inserted  into  the  vast  recesses  of  a greatly 
distended  stomach.  It  must  be  noted  here, 
however,  that  surgery  of  intestinal  ob- 
struction was  always  considered  to  be  an 
emergency  — that  delay  was  dangerous. 
This  latter  factor  became  somewhat  cloud- 
ed when  soon  were  introduced,  in  the  sec- 
ond period  of  this  report,  the  principles 
of  decompression ; studies  often  too  pro- 
longed, of  chemical  and  fluid  imbalance ; 
and  sometimes  the  operation  too  long  de- 
layed. The  statistics  for  the  ten  year 
period  were  found  to  be  50.9  per  cent.10 
Though  it  now  seems  prohibitive,  the  re- 
sults compared  quite  favorably  with  the 
reports  from  other  and  similar  institu- 
tions. The  John  Gaston  Hospital  is  the 
charity  hospital  of  Memphis  and  Shelby 
County  and  the  teaching  institution  of  the 
University  of  Tennessee.  The  indigent 
patients  number  approximately  80  per  cent 
colored  and  20  per  cent  white.  The  ma- 
jority of  patients  with  acute  intestinal 
obstruction,  then  as  now,  are  seen  upon 
admission  to  be  in  critical  condition,  in 
states  of  extreme  nutritional  as  well  as 
electrolyte  depletion.  There  were  581  cases 
studied  in  the  first  series  with  296  deaths. 
In  1929,  three  years  earlier,  C.  Jeff 
Miller8  reported  a series  of  343  cases  with 
a mortality  of  61  per  cent  from  New  Or- 
leans. Bennett 2 stated  an  average  mor- 
tality rate  of  70  per  cent  was  the  rule  in 
most  hospitals  in  earlier  reports. 

The  second  period — the  “period  of  en- 
lightenment”— began  soon  after  Wangen- 
steen’s first  publications  in  1931  and 
1933. 13’  14  It  includes  the  years  1933  to 
1946,  and  a review  of  1143  cases.  The  val- 
ue of  x-ray  scout  films,  suction  siphonage 
with  electrolyte  replacements,  and  indirect 
blood  transfusions  took  popular  hold.  We 
were  amazed  at  the  number  of  patients  in 
whom  surgery  was  not  done  immediately, 
or  even  later.  Especially  were  patients 
with  acute  gastric  dilatation,  paralytic 
ileus,  and  adhesive  bands  immediately,  and 
most  times,  permanently  relieved.  Others 
were  more  amazingly  improved  within  a 
few  hours  so  that  definitive  surgery  could 
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be  accomplished  without  the  former  fear- 
some mortality  rates.  Later  in  this  series 
the  addition  of  the  Miller-Abbott  tube 
(1939),  amino  acid  and  vitamin  therapy 
as  well  as  the  more  frequent  use  of  plasma 
(for  a time)  seemed  to  be  valuable  addi- 
tions to  our  armamentarium.  The  infre- 
quent use  of  the  newer  drugs,  such  as  the 
sulfonamides,  penicillin,  and  streptomycin 
appeared  in  the  last  couple  of  years  in 
this  series.  (Table  2).  The  great  improve- 


TABLE 2 

MORTALITY  KATE 

SUMMARY  OP  1143  CASES  (1933  THROUGH  lfU6) 


Year 

Cases 

Recoveries 

Deaths 

Mortality 

Rate 

1933 

51 

31 

20 

39.  % 

1934 

97 

66 

31 

31.9  % 

1935 

47 

27 

20 

42.5  % 

1936 

88 

71 

17 

19.3  % 

1937 

98 

81 

17 

17.3  % 

1938 

86 

75 

11 

12.7  % 

1939 

114 

85 

29 

25.4  % 

1940 

114 

84 

30 

26.2  % 

1941 

88 

69 

19 

21.6  % 

1942 

66 

48 

18 

27.3  % 

1943 

88 

70 

18 

20.4  % 

1944 

72 

42 

30 

41.6  % 

1945 

64 

46 

18 

28.1  % 

1946 

70 

50 

20 

28.5  % 

Totals 

1143 

845 

298 

26.07% 

ment  in  this  series  was  best  noted  early, 
when  the  mortality  rate  dropped  from  39.0 
per  cent  in  1933  to  12.7  per  cent  in  1938. 
“Something  was  lost’’  by  1939,  when  the 
mortality  actually  doubled  (25.4  per  cent). 
It  has  been  suggested  that  because  we  be- 
gan experimenting  with  the  Miller-Abbott 
tube  in  1939  procrastination  in  surgery 
was  the  thief.  However,  improvement  in 
its  use  did  not  help  restore  the  results 
obtained  in  1936,  1937,  and  1938.  The  de- 
pleted staff  and  resident  surgeons  during 
the  war  years  was  reflected  in  the  statis- 
tics from  1941  to  1946.  The  surgical  sta- 
tistics in  other  diseases  in  1944  revealed  a 
parallel  in  intestinal  obstruction  too.11  The 
summary,  from  1933  to  1946,  for  the  1143 
cases,  showed  a mortality  rate  of  26.07 
per  cent — almost  100  per  cent  improve- 
ment of  the  previous  ten  years’  50.9  per 
cent.  There  was  still  room  for  much  im- 
provement. 

The  third  period,  1947  to  1953,  inclusive, 


is  a review  of  684  cases  compiled  in  the 
seven  years.  The  younger  staff  members 
had  returned  from  the  services,  and  the 
full  four  year  surgical  residencies  were 
re-established  by  this  time  (1946).  The 
other  “new”  factors  rediscovered  during 
this  period  were:  (1)  better  anesthesia, 
due  to  the  establishment  of  a full  time 
anesthesiologist;  (2)  the  establishment  of 
a blood  bank  with  the  availability  of  plen- 
ty of  life-saving  blood;  (3)  the  intensive 
use  of  the  antibiotics — first  made  freely 
available  by  the  City  Fathers.  The  hospi- 
tal is  completely  maintained  by  the  City 
of  Memphis.  The  strained  budget,  before 
1947,  prohibited  routine  antibiotic  pre- 
scription; (4)  the  universal  employment 
of  scout  films  in  diagnosis;  (5)  the  avoid- 
ance, whenever  possible,  of  delay  by  pro- 
longed suction  siphonage,  preparing  pa- 
tients as  rapidly  as  possible  for  surgery ; 
(6)  the  importance  of  the  addition  of 
potassium  and  sodium  determinations  to 
other  biochemical  tests;  (7)  the  addition 
of  the  more  appropriate  solutions  for  in- 
travenous use  (molar-lactate;  Ringers-lac- 
tate;  invert  sugar;  potassium  chloride; 
Darrow’s  solution;  etc.)  Recent  current 
experiments,  here  and  elsewhere,  with 
intravenous  fat  solutions  may  add  to  the 
long  list  of  valuable  intravenous  adjuncts. 
(Table  3) 


TABLE  3 

MORTALITY  RATE 
6S4  CASES  (1947  THROUGH  1953) 


Cases 

Deaths 

Mortality 

Percentage 

1947 

105 

8 

7.62 

1948 

113 

12 

10.62 

1949 

98 

5 

5.10 

1950 

74 

9 

12.16 

1951 

67 

5 

7.46 

1952 

110 

9 

8.18 

1953 

117 

10 

8.55 

Totals 

684 

58 

8.48 

In  684  cases  reported  there  were  58 
deaths  with  an  overall  mortality  rate  of 
8.48  per  cent.  The  highest  rate  appeared 
in  1950,  12.16  per  cent  and  the  lowest  in 
1951,  7.46  per  cent. 

THE  ELAPSED  TIME  FACTOR 

(The  relationship  of  mortality  to  the 
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time  of  onset  of  disease  and  admission 
to  the  hospital) 

The  early  diagnosis  and  early  treatment 
of  acute  intestinal  obstruction  go  hand  in 
hand  in  reducing  the  mortality  rate,  no 
matter  what  its  cause.  A patient  with  ad- 
hesive obstruction  or  strangulated  hernia, 
operated  upon  within  hours  after  onset 
can  be  assured  of  a minimum  risk.  The 
addition  of  days  of  delay  in  admission 
presents  formidable  obstacles  to  good  re- 
sults. Table  4 reveals  the  elapsed  time,  in 


TABLE  4 

ELAPSED  TIME  FACTOR 
1824  CASES  (1933  TO  1953  INCLUSIVE) 


Elapsed  Time 
(Onset  to  admission) 

Cases 

Recovered 

Mortality 
Died  Percentage 

72  hours  or  more 

544 

356 

188 

34.56 

48  hours  to  72  hours 

186 

141 

45 

24.19 

24  to  48  hours 

241 

199 

42 

17.04 

Up  to  24  hours 

794 

728 

66 

8.32 

Not  recorded 

62 

45 

17 

days,  from  onset  to  admission,  with  its 
revealing  consequences  of  delay.  Patients 
admitted  within  twenty-four  hours  after 
onset  exhibited  a mortality  of  8.32  per 
cent.  There  was  more  than  a 100  per  cent 
increase  in  mortality  in  the  second  twenty- 
four  hour  period,  to  17.04  per  cent.  It 
rose  to  300  per  cent  in  forty-eight  hours 
and  to  more  than  400  per  cent  in  seventy- 
two  hours  or  more.  These  figures  have 
been  tabulated  since  1933,  a summary  of 
1824  cases.  They  represent  a vigorous  in- 
dictment against  delay.  All  of  today’s 
modern  therapy  and  surgery  are  of  little 
avail  to  more  than  a third  of  the  patients 
admitted  four  days  after  the  onset  of  ob- 
struction, 34.56  per  cent.  The  chances  are 
better  than  10  to  1 in  his  favor  if  he  is 
admitted  within  the  first  twenty-four 
hours,  8.32  per  cent.  These  are  potent 
figures  to  convince  physician  and  medical 
student  as  well  as  the  layman.  Bramlett, 
Hardy  and  Wilson  3 emphasize  the  serious- 
ness of  delay  and  its  influence  on  mortali- 
ty especially  after  admission,  urging  more 
rapid  preparation  for  surgery. 

RACE  MORTALITY  RATES  (1947  1953) 

Since  the  hospital  averages  about  4 to 
1 negro  over  white  admissions,  it  was 
thought  that  there  might  be  some  un- 


revealed factor  in  the  comparative  mor- 
tality rate.  There  was  none.  There  were 
595  colored  and  89  white  patients  in  the 
series.  (Table  5)  Only  1.26  per  cent  sepa- 


TABLE  5 

MORTALITY  RATE 

NEGRO  AND  WHITE  (1947  THROUGH  1953) 


Cases 

Deaths 

Mortality 

Percentage 

Percentage 
of  Total 
Deaths 

Male 

329 

Negro 

29 

8.81 

48.11 

Female 

266 

22 

8.27 

39.93 

Male 

53 

White 

4 

7.55 

6.89 

Female 

36 

3 

8.33 

5.17 

Totals 

684 

58 

8.48 

100.00 

rated  the  male  colored  group  (which  was 
the  greater)  from  the  male  white  group. 
The  female  groups  were  practically  identi- 
cal. However  48.11  per  cent  of  all  deaths 
(329)  were  colored  male. 

OPERATIVE  RECORD 

Patients  with  strangulated  hernia  pre- 
sented the  best  operative  record  in  that 
the  great  majority  were  admitted  within 
the  first  twenty-four  hour  period  of  their 
disease.  (Table  6)  Most  of  the  simple  re- 


TABI.E  6 

OPERATIVE  RECORD— 684  CASES 
(1947-1953  INCLUSIVE) 


Number 

Oper- 

ations 

Recovery 

Death 

Mortality 
s Rate 

Simple  Reduction 

235 

228 

7 

2.94% 

Lysis  of  Adhesions 

197 

187 

10 

5.08% 

No  Surgery 

158 

145 

13 

8.23% 

Intestinal  Resection 

56 

40 

16 

28.57% 

Enterostomy  or 
Colostomy 

25 

15 

10 

40.00% 

Entero-enterostomy 

11 

9 

2 

18.18% 

Ueocolostomy 

2 

2 

0 

00.00% 

684 

626 

58 

8.48% 

ductions  were  strangulated  hernia.  Volvu- 
lus, 32  cases,  with  2 deaths,  was  also  in 
this  group;  as  was  intussusception,  27 
cases  with  one  death.  Many  patients, 
critically  ill,  with  gangrenous  bowel,  re- 
quired resection;  56  cases  with  16  deaths 
were  recorded,  a mortality  of  28.57  per 
cent.  The  most  seriously  ill,  and  some- 
times nearly  moribund,  comprised  the 
group  in  whom  enterostomy  or  colostomy 
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under  local  anesthesia  was  performed.  In 
this  group  25  patients  were  operated  upon 
with  10  deaths,  a mortality  of  40.0  per 
cent.  Thirteen  patients  were  considered 
near  death  upon  admission.  None  were 
operated  upon  and  all  died. 

ANESTHESIA  RECORD 

There  were  a larger  number  of  general 
inhalation  anesthesias  than  spinals.  (Table 
7)  The  School  of  Anesthesia,  with  the 

TABLE  7 

ANESTHESIA  RECORD  (1947-1953  INCLUSIVE) 

Mortality 


Operations 

Died 

Rate 

General 

259 

23 

8.84% 

Spinal 

245 

20 

8.12% 

Local 

22 

2 

9.09% 

526 

45 

In  1941  - 1946  Series: 

280  General  Anesthesias  with  80  deaths : 28.9% 
74  Spinal  Anesthesias  with  16  deaths : 21.6% 


cooperation  of  the  surgical  residents,  con- 
sider certain  cases,  especially  the  cyanotic 
patients,  as  better  risks  when  an  intra- 
tracheal tube,  with  a liberal  supply  of 
oxygen,  is  used.  There  was  very  little 
difference  in  the  overall  mortality  between 
spinal  and  general  anesthesia.  However, 
the  better  anesthesia  in  the  1947-1953 
series  stands  out  in  marked  contrast  to  the 
1941-1946  series.  Choice  of  anesthesia  as 
well  as  proficiency  in  administration  play 
an  important  role  in  the  operative  manage- 
ment of  intestinal  obstruction. 

PREVIOUS  ABDOMINAL  SURGERY 

Recently  numerous  observations  in  the 
literature  point  to  the  rising  number  of 
cases  of  acute  intestinal  obstruction  due  to 
postoperative  adhesions,  Becker  1 Mershei- 
mer  and  Winfield  6 Parker,9  etc.  (Table  8). 
Of  the  patients  in  this  series,  45.2  per  cent, 
314  patients,  revealed  a history  of  one  or 
more  previous  abdominal  operations.  Pel- 
vic surgery  and  appendectomies  are  far  in 
the  lead  in  the  procedures  previously  done. 

THE  CAUSE  OF  OBSTRUCTION 

In  comparable  series,  here  and  else- 
where, the  number  of  cases  of  postopera- 
tive adhesions  is  definitely  on  the  rise. 
Though  one  cannot  assuredly  put  the  fin- 
ger of  blame  on  a previous  operative  pro- 
cedure as  the  definite  cause  of  the  ad- 


TABLE  8 

PREVIOUS  ABDOMINAL  SURGERY 
(1947  TO  1953  INCLUSIVE) 


One  or  more 
Cases  Operations 

1947  105  45 

1948  ....  113  51 

1949  98  57 

1950  .....  74  38 

1951  ....  67  47 

1952  110  29 

1953  117  47 


684  314 

45.2%  of  684  patienes  revealed  a history  of  one 
or  more  previous  abdominal  operations. 

hesive  obstruction  in  every  case,  there 
were  252  cases  of  postoperative  adhesions 
in  this  series.  In  all  there  were  335  cases 
or  48.96  per  cent.  As  the  number  of  cases 
due  to  adhesions  rises,  there  is  a percentage 
decrease  in  the  number  of  strangulated 
hernias  (C.  F.  Dennis  4)  ; 34.51  per  cent  of 
the  cases  were  in  this  category,  165  ingui- 
nal. 26  femoral  and  21  umbilical.  (Table 
9) 


TABLE  9 

CAUSE  OF  OBSTRUCTION  (684  CASES) 
(1947-1953  INCLUSIVE) 


Adhesions  (48.96%) 

Volvulus  (4.97%) 

Post-operative 

252 

Sigmoid 

27 

Post-inflammatory  83 

Small  Bowel 

5 

335 

32 

Hernia  (34.51%) 

Intussusception  (3.95%) 

Inguinal 

165 

All  types 

27 

Femoral 

26 

Malignancies  (3.81% 

) 

Umbilical 

21 

Sigmoid 

7 

Incisional 

15 

Cecum 

6 

Internal 

4 

Carcinomatosis 

4 

Diaphragmatic 

3 

Descending  Colon 

3 

Epigastric 

2 

Transverse  Colon 

2 

— 

Rectum 

1 

236 

Pancreas  (ileum) 

1 

Ovary  (sigmoid) 

1 

25 

Congenital  Bands 

7 

Adynamic  Ileus 

7 

Undetermined 

6 

Fecal  Impaction 

4 

Mesenteric 

Thrombosis 

4 

Gall  Stone  in  Ileum 

1 

Diverticulitis 

of  Sigmoid  1 

The  most  interesting  feature  in  the  ser- 
ies is  the  large  number  of  cases  of  volvu- 
lus of  the  sigmoid.  There  were  27  cases 
with  but  two  deaths.  Michel  and  McCaf- 


Tendler,  Cartwright — Acute  Intestinal  Obstruction 


9 


ferty’s  review  of  volvulus  reveals  a defi- 
nite increase  in  the  number  of  cases  seen, 
not  only  of  the  sigmoid,  but  of  the  cecum 
and  transverse  colon.7 

There  were  27  cases  of  intussusception 
with  one  death.  Resection  was  necessary 
in  the  infant  who  died  soon  after  surgery. 

Since  many  malignancies  are  admitted 
to  a general  hospital  with  long  standing 
chronic  obstruction  it  was  with  great  care 
that  this  group  was  delineated  for  acute 
occlusions  only.  There  were,  however,  25 
cases,  mainly  of  the  large  bowel,  with  7 
deaths.  (Table  10) 


TABLE  10 

TERMINAL  CAUSES  OF  DEATH  (58) 
(1947  1953  INCLUSIVE) 


Postoperative 

3*  Peritonitis  11 

Adhesions 

4 

3*  Strangulated 

Post-Inflammatory 

Inguinal  Hernia 

5 

Adhesions 

2 

* Strangulated 

Femoral  Hernia 

2 

2*  Uremia 

6 

Strangulated 

Umbilical  Hernia 

1 

* Diabetic  Coma 

1 

* Strangulated 

Epigasti'ic 

Coronary 

Hernia 

1 

Thrombosis 

2 

Carcinoma 

Pulmonary 

of  Rectum 

3 

Embolism 

2 

Carcinoma 

Tubo-Ovarian 

of  Sigmoid 

2 

Abscess 

1 

Carcinoma 

of  Ovary 

i 

* Gangrene  of  Ileum 

1 

Carcinoma 

of  Pancreas 

i 

Operative  Shock 

6 

* Carcinomatosis 

i 

Apoplexy 

1 

Volvulus  of 

Hodgkins  Disease 

i 

Sigmoid 

2 

Intussusception 

1 

•Died  shortly  after  admission;  no  surgery  (13  cases). 
CLINICAL  CLASSIFICATION 

The  Wangensteen  classification  of  intes- 
tinal obstruction  was  elaborated  and  modi- 
fied by  us  in  1940  10  to  suit  our  needs.  In 
this  classification  the  Adhesive  Group  was 
separated  from  Wangensteen’s  Mechanical 
Group.  We  believe  that  in  so  doing  we 
could  also  classify  our  treatment  in  the 
Adhesive  Group  more  readily.  The  classi- 
fication was  further  elaborated  so  as  to 
outline  treatment  as  well.  (Table  11) 

In  Table  11  is  outlined  a clinical  and 
pathological  classification,  modified  after 
Wangensteen’s  original.  At  a glance  it 


classifies  the  lesion ; presents  its  classifi- 
cation as  simple,  strangulation  or  strangu- 
lation-like; and  on  the  same  level  suggests 
the  treatment  to  be  instituted. 

SUMMARY 

A review  of  three  distinct  periods  in  the 
treatment  of  acute  intestinal  obstruction 
is  presented  totaling  2408  cases.  The  first 
period,  1923  to  1932,  a statistical  study  of 
581  cases  with  a mortality  of  50.9  per 
cent.  The  second  period — “the  period  of 
enlightenment” — an  intensive  study  of  1143 
cases  from  1933  to  1946,  improved  the 
mortality  to  26.07  per  cent,  almost  100  per 
cent  reduction,  but  still  not  satisfactory 
according  to  improved  methods  of  diagno- 
sis, treatment  and  improvements  in  opera- 
tive technique.  The  third  period,  ushered 
in  by  the  immediate  post-war  period,  with 
improvements  in  anesthesia,  the  establish- 
ment of  the  blood  bank,  the  intensive  use 
of  the  antibiotics,  the  emphasis  on  earlier 
surgery,  the  improvement  and  elaboration 
of  new  intravenous  electrolyte  therapy 
plus  better  understanding  of  sodium  and 
potassium  interchange,  plus  alert  staff 
and  resident  cooperation  and  enthusiasm, 
has  led  to  marked  reduction  in  the  mortali- 
ty rate.  This  latter  group  comprises  684 
cases,  with  a mortality  rate  of  8.48  per  cent. 

CONCLUSIONS 

1.  To  attain  and  maintain  a low  mor- 
tality figure  in  acute  intestinal  obstruc- 
tion, it  requires  constant,  vigorous  appli- 
cation of  all  the  newer  concepts  in  diagno- 
sis, disturbed  body  chemistry,  blood  and 
fluid  imbalance,  intestinal  decompression, 
preoperative  and  postoperative  antibiotic 
therapy,  and  specific,  definitive  surgery 
to  be  carried  out  just  as  soon  as  the  pa- 
tient can  be  prepared  for  it. 

2.  Delay  in  admission  to  the  hospital, 
compounded  by  delay  in  the  proper  timing 
of  surgery  are  still  the  two  main  factors 
which  increase  the  overall  mortality. 

3.  Postoperative  adhesions  now  over- 
shadow all  causes  of  obstruction,  surpass- 
ing strangulated  hernias. 

4.  There  is  a definite  trend  toward  an 
increase  in  the  number  of  malignant  ob- 
structions of  the  colon  and  of  volvulus  of 
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TABLE  11 

WAGENSTEEN  (MODIFIED)  CLINICAL  AND  PATHOLOGICAL  CLASSIFICATION  OF 
ACUTE  OBSTRUCTION  WITH  AN  OUTLINE  OF  TREATMENT  INDICATED 

IN  TYPE  CASES 


Clinical  Classification 

Pathologic 

Classification 

Treatment 

I.  MECHANICAL 

Narrowing  of  lumen  due  to: 

1.  Strictures  of  the  bowel  wall 

(a)  Congenital  (Atresia 

(Imperforate  anus. 

(b)  Acquired  (Neoplastic 

(Inflammatory 

(Traumatic 

2.  Obturation 

(a)  Gallstones 

(b)  Fecal  Impactions 

3.  Compression  from  without 

(tumors  of  pelvis,  retro-peritoneum,  etc.) 

Simple 

(Excepting  complete 
occlusions  of  the 
colon) 

Operation  preceded  by  suction 
siphonage,  fluid,  electrolyte, 
plasma,  blood  and  protein 
replacement  therapy. 

In  occlusions,  with  great  dis- 
tention, immediate  operation. 

II..  ADHESIVE 

1.  Postoperative 

2.  Post-inflammatory 

Simple  or 
Strangulation 

Suction  and  replacement 
therapy,  then  operation. 

Early  operation  in  strangula- 
tion after  rapid  preparation. 
(Small  bowel  closed  loop) 

III.  VASCULAR 

1.  Hernia 

(a)  External 

(b)  Internal 

2.  Intussusception 

3.  Volvulus 

4.  Mesenteric  Thrombosis  and  Embolism 

Strangulation  or 
strangulation-like 

Early  operation  after  rapid 
preparation  (blood  and 
plasma  during  operation) 

IV.  NEUROGENIC 

1.  Adynamic  (paralytic)  ileus 

2.  Dynamic  (spastic)  ileus 

Simple 

Suction,  with  replacement 
therapy. 

the  sigmoid.  The  former  is  due  to  the  evi- 
dent increase  in  the  average  length  of  life. 
The  latter,  though  actual,  presents  mys- 
terious and  anomalous  phenomena. 
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myocardial  infarction  and  acute  myocar- 
dial ischemia ; and  second,  to  ascertain  the 
incidence  and  the  circumstances  of  unex- 
pected sudden  death  in  our  patients  pre- 
sumably due  to  coronary  artery  disease. 
There  have  been  many  studies  published 
concerning  acute  myocardial  infarction 
and  ischemia,  episodes  of  which  are  usu- 
ally treated  in  hospitals  and  thus  readily 
subject  to  statistical  analysis.  There  is 
little  in  print,  however,  concerning  the 
relative  incidence  of  sudden  death.  This 
all  too  frequent  catastrophe  generally  oc- 
curs outside  the  hospital,  is  rarely  ac- 
curately diagnosed  by  electrocardiogram 
or  autopsy,  and  thus,  is  usually  ignored  in 
statistical  studies  of  the  complications  of 
coronary  artery  disease. 

The  period  covered  by  this  study  is  from 
April  1,  1946,  to  October  1,  1955.  All  pa- 
tients herein  described  were  private  pa- 
tients under  the  management  of  either  or 
both  of  us. 

I.  ACUTE  MYOCARDIAL  INFARCTION 

The  diagnosis  of  acute  myocardial  in- 
farction was  based  on  the  typical  EKG 
pattern  of  a signficant  Q wave  with  ele- 
vation of  the  RS-T  segment,  or  on  the 
findings  at  autopsy.  In  a few  cases  in 
which  the  EKG  pattern  was  not  quite  con- 
clusive, infarction  was  judged  to  be  pres- 
ent if  there  was  a compatible  clinical  pic- 
ture, including  fever,  leucocytosis  and  an 
elevated  sedimentation  rate. 

There  were  128  attacks  of  acute  myo- 
cardial infarction  in  118  patients  under 
our  direct  care.  An  additional  11  patients 
seen  once  or  twice  in  consultation  are  not 
included.  Of  the  118  patients  all  but  3 
have  been  followed  to  the  present  or  to 
death.  Of  these  3,  2 were  followed  for 
only  one  month  and  1 for  only  one  year. 
Of  the  128  attacks,  17  were  treated  out- 
side the  hospital  and  111  in  the  hospital — 
102  in  Hotel  Dieu  Sisters  Hospital,  6 in 
Touro  Infirmary,  2 in  Mercy  Hospital  and 
1 in  Southern  Baptist  Hospital. 

SEX  AND  AGE 

The  sex  and  age  distributions  (Table  1) 
were  quite  similar  to  those  noted  in  other 
studies.1  The  male  to  female  ratio  was 


TABLE  1 

ACUTE  MYOCARDIAL  INFARCTION— DISTRIBUTION 
BY  SEX  AND  AGE 


Total  Attacks— 

-128 

96 

32 

Male 

Age 

Female 

2 

31-35 

0 

6 

36-40 

3 

4 

41-45 

1 

f 

18 

1 ( 

46-50 

0 

\ 

1 21 

75%  ( 44%  ( 

51-55 

3 

1 21 

1 l 

56-60 

5 

) 

12 

l 

61-65 

10  | 

) 46% 

1 69% 

7 

66-70 

5| 

2 

71-75 

J 

2 

2 

76-80 

1 

i 

81-85 

2 

exactly  3:1  by  number  of  attacks  (96:32), 
and  about  3:1  by  number  of  patients  (88: 
30).  The  age  range  for  males  was  31-83 
and  for  females  38-83  years.  The  peak 
incidence  for  males  was  from  51-60  years 
(44  per  cent),  and  for  females  61-70 
(46  per  cent).  Seventy-five  per  cent  of 
attacks  in  males  occurred  in  the  age  period 
46-65  and  69  per  cent  of  attacks  in  females 
in  the  age  period  56-75.  In  males  age  40 
or  younger,  there  were  8 attacks  in  6 
patients.  Of  these  6 young  men,  none  was 
hypertensive  but  4 were  overweight ; 1 has 
since  developed  diabetes,  1 has  a parent 
with  diabetes  and  angina,  and  another  who 
now  has  gout  has  diabetes  in  both  parents, 
coronary  heart  disease  in  one  parent  and 
gout  in  a brother.  This  is  quite  similar  to 
the  pattern  of  heredity  found  by  others  in 
a study  of  young  men  with  coronary  heart 
disease.2  Whereas  there  were  30  attacks 
in  males  age  50  or  younger,  there  were 
only  4 attacks  in  females  in  this  age 
group.  One  woman  had  2 attacks  5 
months  apart  at  age  38.  Both  ovaries  had 
been  removed  two  years  before.  A second 
woman,  who  had  her  attack  at  age  40,  had 
been  hypertensive  for  ten  years.  The 
woman  who  had  her  attack  at  age  42  had 
had  both  ovaries  removed  the  year  before. 
These  findings  are  in  accordance  with  the 
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old  observation  that  the  woman  with  func- 
tioning ovaries  is  almost  entirely  free 
from  coronary  artery  disease,  provided  she 
does  not  have  hypertension  or  diabetes. 

CARDIAC  STATUS  PRIOR  TO  INFARCTION 

The  cardiac  status  prior  to  infarction  is 
shown  in  Table  2.  One  half  of  the  attacks 


TABLE  2 

ACUTE  MYOCARDIAL  INFARCTION  — 128  ATTACKS 
CARDIAC  STATUS  PRIOR  TO  INFARCTION 


Instances 

Approxi- 
mate % 

Hypertension  

....  69 

54 

Known  Coronary  Disease : 

(Angina  plus  infarction)  

....  64 

50 

Angina  

....  49 

38 

Enlarged  Heart  

....  34 

27 

No  Cardiac  Disease  

28 

22 

Previous  Infarction  

....  15 

12 

Unrecognized  Angina  

9 

7 

Previous  Congestive  Failure 

....  6 

5 

Valvular  Disease  

2 

2 

occurred  in  patients  known  to  have  coro- 
nary artery  disease.  On  the  other  hand 
almost  one  fourth  of  the  attacks  occurred 
in  patients  without  known  heart  disease 
of  any  type  and  without  hypertension.  On- 
ly 5 per  cent  of  the  attacks  occurred  in 
patients  with  previous  congestive  heart 
failure.  Fifteen  attacks  (11.7  per  cent) 
occurred  in  patients  who  had  already  had 
one  or  more  attacks  of  myocardial  infarc- 
tion ; of  these  15,  4 were  in  patients  age 
40  or  younger. 

CLINICAL  PICTURE 

The  onset  of  an  attack  of  acute  myocar- 
dial infarction  is  usually  accompanied  by 
symptoms  sufficient  to  immobilize  the  pa- 
tient until  the  doctor  arrives  or  to  lead  to 
the  patient  being  taken  directly  to  a hos- 
pital. On  the  other  hand  the  symptoms 
may  be  so  mild  that  the  patient  is  still 
on  an  ambulatory  status  wrhen  the  diagno- 
sis is  revealed  by  an  electrocardiogram 
taken  in  the  doctor’s  office  or  in  the  hos- 
pital Heart  Station.  This  was  true  in  16 
of  the  128  attacks  in  this  series.  In  9 of 
these  16  attacks  the  patient  was  still  in 
pain,  present  for  one  to  four  days.  In  2 
attacks  the  pain  had  ceased  two  to  seven 
days  before  examination.  In  5 attacks,  the 
diagnosis  was  made  from  eight  to  twenty- 
eight  days  after  the  probable  onset  of  in- 


farction, the  patient  in  each  case  having 
been  ambulatory  for  all  but  a few  days  of 
this  time.  Indeed,  one  stubborn  patient,  a 
businessman  of  60,  refused  to  go  to  bed 
even  after  he  was  told  of  his  diagnosis. 
He  continued  to  work  daily  and  to  go  out 
socially — yet  made  an  uneventful  recovery 
and  is  alive  today,  seven  years  later. 

There  was  no  pain  at  onset  in  3 cases. 
One  of  them  was  in  the  immediate  post- 
operative period  and  died  after  a few 
hours  of  acute  left  ventricular  failure. 
The  true  diagnosis  was  established  only  at 
autopsy.  In  the  other  2 cases  the  attack 
was  ushered  in  with  syncope;  one  of  these 
patients  had  pain  two  days  later  at  the 
same  time  that  a pericardial  friction  rub 
was  heard.  The  other  patient  never  had 
pain  at  any  time  and  is  the  only  truly 
painless  infarction  in  this  series. 

The  pain  was  typical  or  fairly  typical  in 
114  instances.  It  was  distinctly  atypical  in 
11  instances,  being  predominant  in  one  or 
both  arms  in  4,  the  abdomen  in  3,  the  back 
in  2,  and  the  neck  and  upper  jaw  in  one 
each. 

COMPLICATIONS 

The  clinical  course  was  judged  to  be  un- 
complicated in  68  attacks  or  53  per  cent. 


TABLE  3 

ACUTE  MYOCARDIAL  INFARCTION— CLINICAL 
COURSE 


Approxi- 
No.  mate  % 

Uncomplicated  Attacks  

68 

53 

Complicated  Attacks  

60 

47 

Death  within  3 months  

23 

18 

Shock  

8 

6 

Arrhvthmia  

6 

5 

Auricular  Fibrillation 

or  Flutter  

. 4 

Ventricular  Tachy- 

cardia  

. 2 

A-V  Block  

10 

8 

Partial  

..  7 

Complete  

. 3 

Bundle  Branch  Block  

4 

3 

Congestive  Heart  Failure 

29 

23 

Mild  

.17 

Severe  

.12 

Thrombo-embolism  

9 

7 

Pulmonarv  

. 8 

Femoral  & Pulmonary 

. 1 

Possible  Pericardial  Hemorrhage 

3 

3 

Pancreatitis  

2 

2 

Diabetic  Acidosis  

2 

2 
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The  various  complications  encountered  in 
the  60  other  attacks  are  shown  in  table 
3.  Thromboembolism  deserves  special  com- 
ment. Although  this  complication  occurred 
in  only  7 per  cent  of  the  attacks  and  al- 
though no  deaths  could  be  attributed  to  it, 
nevertheless  it  represented  a significant 
cause  of  morbidity,  being  responsible  for 
almost  all  the  hospitalizations  of  longer 
than  four  weeks  and  for  all  3 of  those 
of  eight  weeks  or  longer.  Furthermore, 
amputation  of  a leg  was  necessary  in  the 
patient  who  suffered  the  embolus  to  the 
femoral  artery. 

TREATMENT 

Important  items  of  treatment  are  shown 
in  table  4.  We  feel  that  oxygen  is  not  in- 

TABLE  4 

ACUTE  MYOCARDIAL  INFARCTION— TREATMENT 


EMPLOYED 

No.  % 

Adequate  Anticoagulant  Therapy  74  58 

Inadequate  Anticoagulant  Therapy  10  8 

Late  Administration  7 

Died  within  24  hours  3 

No  Anticoagulant  Therapy  44  34 

Hospital  27 

Home  17 

No  Oxygen  79  62 

Oxygen:  Less  than  5 days  26 

More  than  5 days  23  49  38 

Mercurial  Diuretics  26  20 

Digitalis  28  22 

Quinidine  38  30 

Levophed,  etc 6 5 


dicated  for  pain  alone  and  that  it  need  be 
given  only  when  there  is  dyspnea,  cyano- 
sis, shock,  significant  tachycardia,  pulmo- 
nary congestion,  or  when  necessary  seda- 
tion impairs  respiratory  function.  Hence 
it  was  administered  in  only  38  per  cent 
of  attacks. 

We  began  to  employ  anticoagulant  ther- 
apy routinely  in  all  hospitalized  patients 
in  1949,  omitting  it  only  in  patients  with 
a complicating  disease  with  a tendency  to 
hemorrhage  such  as  peptic  ulcer,  pancrea- 
titis, or  leukemia,  and  in  a few  mild  at- 
tacks diagnosed  late. 

Adequate  anticoagulant  therapy  using 
dicumarol  was  accomplished  in  74  in- 
stances. Therapy  was  considered  inade- 
quate if  it  was  started  later  than  forty- 


eight  hours  after  the  infarct  (7  in- 
stances), or  if  the  patient  died  within  the 
first  twenty-four  hours  of  therapy  (3  in- 
stances) . 

Since  our  series  is  not  made  up  of 
alternate  control  cases  and  since  no  deaths 
in  either  group  were  due  to  thrombo- 
embolism, we  do  not  feel  justified  in  draw- 
ing any  conclusions  from  our  experience 
as  to  the  value  of  anticoagulant  therapy. 


The  results  are  shown 

TABLE 

ACUTE  MYOCARDIAL 
ANTICOAGULANT 

in  table  5, 

5 

INFARCTION- 

THERAPY 

along 

Adequate 

None 
or  In- 
adequate 

This  Series 

Total  Number  

74 

44 

Number  Thrombo-embolic 
Complications  

5 

4 

Percent  Thrombo-embolic 
Complications  

7% 

9% 

Number  Deaths  . 

3 

7 

Percent  Deaths  

4% 

16% 

AHA  Study  3 

Percent  Thrombo-embolic 
Complications  

11% 

26% 

Percent  Deaths  

16% 

23% 

with  those  of  the  American  Heart  Associa- 
tion joint  study  of  1031  cases.3  In  this 
analysis  all  deaths  occurring  in  the  first 
twenty-four  hours  after  hospitalization 
have  been  excluded  in  both  series. 

Hemorrhage,  presumably  due  to  dicum- 
arol, was  definite  in  only  1 case,  and  was 
subconjunctival.  In  3 other  cases  peri- 
cardial hemorrhage  was  suspected  but  not 
proven.  No  deaths  could  be  attributed  to 
dicumarol. 

MORTALITY 

At  the  time  of  this  report,  72  patients 
(62.6  per  cent)  are  known  to  be  alive  and 
43  (37.4  per  cent)  are  known  to  have  died. 
As  already  mentioned,  3 patients  have 
been  lost  to  follow-up.  Of  the  43  deceased 
patients,  20  died  during  the  acute  attack 
and  23  subsequently. 

For  the  purpose  of  this  study  any  death 
occurring  within  the  first  thirty  days  was 
considered  to  be  a death  resulting  from 
the  acute  attack  of  infarction.  An  analy- 
sis of  this  thirty  day  mortality  for  age 
and  sex  is  shown  in  table  6.  It  may  be 
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TABLE  6 

ACUTE  MYOCARDIAL  INFARCTION— THIRTY  DAY  MORTALITY  BY  AGE  AND  SEX 


Age 

Attacks 

Male 

Deaths 

% 

Attacks 

Female 

Deaths 

% 

Total 

Attacks 

Deaths 

% 

31-40 

8 

0 

0.0 

3 

0 

0.0 

11 

0 

0.0 

41-50 

22 

1 

4.5 

1 

0 

0.0 

23 

1 

4.3 

51-60 

42 

. 6 

14.3 

8 

1 

12.5 

50 

7 

14.0 

61-70 

19 

4 

21.0 

15 

5 

33.3 

34 

9 

26.4 

71-80 

4 

1 

25.0 

3 

1 

33.3 

7 

2 

28.6 

81-90 

1 

1 

100.0 

2 

0 

0.0 

3 

1 

33.3 

96 

13 

13.5 

32 

7 

21.9 

128 

20 

15.6 

seen  that:  (1)  mortality  was  higher  in 
females  (21.9  p-er  cent)  than  in  males, 
(13.5  per  cent),  and  that  (2)  mortality 
increased  progressively  with  age,  from  0 
for  age  31-40  to  33.3  per  cent  for  age 
81-90.  Four  patients  age  40  or  younger 
have  survived  2 attacks  each. 

Thirty  day  mortality  by  other  group- 
ings is  shown  in  Table  7.  It  was  15.6  per 


TABLE  7 

ACUTE  MYOCARDIAL  INFARCTION— THIRTY  DAY- 
MORTALITY 


Number  Deaths 
/Total  Number 

% Mortality 

All  Attacks  

. 20/128 

15.6 

1946  - 1949  

. 10/31 

32.3 

1950  - 1955  

. 10/97 

10.3 

All  Hospital  Attacks  

. 18/111 

16.2 

All  Home  Attacks  

. 2/17 

11.8 

First  Attacks  

. 18/113 

15.9 

Second  or  Later  Attacks  . 

. 2/15 

13.3 

Anterior  Infarction  

. 12/59 

20.3 

Posterior  Infarction  

. 7/60 

11.6 

Anterior  and  Posterior 

Infarction  . 

. 1/5 

20.0 

Lateral  Infarction  . 

0/4 

0.0 

cent  for  the  total  series  and  about  the 
same  (15.9)  per  cent  for  first  attacks  only. 
These  figures  are  considerably  higher  than 
the  5 per  cent  mortality  in  first  attacks 
in  private  patients  claimed  by  Master  et 
al.4  On  the  other  hand,  this  15.6  per  cent 
in  our  series  is  slightly  lower  than  the  19 
per  cent  mortality  reported  in  2 other 
studies.1- 5 

It  is  to  be  noted  that  the  mortality  for 
31  cases  treated  1946-1949  was  32.3  per 
cent,  whereas  for  97  cases  treated  1950- 
1955,  it  was  only  10.3  per  cent.  The  high 
mortality  1946-49  is  partly  explained  by 
the  retrospective  nature  of  this  study.  The 
records  of  all  fatal  cases  have  definitely 


been  located  in  the  special  “deceased”  file 
whereas  the  records  of  some  survivors  seen 
in  the  earlier  years  of  the  study  have  prob- 
ably been  overlooked.  In  this  series  an- 
terior infarction  was  fatal  almost  twice  as 
often  as  posterior,  20.3  to  11.6  per  cent. 

Percent  survival  following  acute  myo- 
cardial infarction  from  the  first  day  of 
medical  care  is  shown  for  the  whole  series 
1946-1955  and  for  the  more  recent  years 
1950-1955  (Table  8).  It  will  be  noted  that 
table  S 

ACUTE  MYOCARDIAL  INFARCTION— PERCENT 
SURVIVAL  FROM  THE  FIRST  DAY  OF  MEDICAL 
CARE  THROUGH  THE  EIGHTH  YEAR 


Time 

128  Attacks 
1946-55 

97  Attacks 
1950-55 

1 Day 

92% 

94% 

1 Week 

87 

91 

1 Month 

84 

90 

3 Months 

81 

86 

1 Year 

69 

73 

2 Years 

58 

63 

3 years 

48 

51 

4 Years 

39 

40 

5 Years 

28 

20 

6 Years 

17 

7 Years 

4 

8 Years 

2 

the  first  day  carries  a high  mortality — 
10  of  the  20  cases  dying  in  the  first  thirty 
days  died  on  the  first  day.  Improvement 
in  survival  in  the  more  recent  series  is 
chiefly  through  the  first  three  months: 
90  vs.  84  per  cent  at  one  month  and  86  vs. 
81  per  cent  at  three  months.  After  three 
months  the  percentages  are  quite  similar 
for  the  two  groups.  Figure  1 shows  the 
above  data  in  graphic  form. 

CAUSE  OF  DEATH 

Table  9 shows  the  cause  of  death  for 
those  20  patients  who  died  during  the 
acute  attack.  Autopsies  were  obtained  in 
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Figure  1.  Per  cent  survival  after  acute  myo- 
cardial infarction — first  day  through  eighth  year. 

11,  or  55  per  cent.  Congestive  failure  was 
judged  to  be  the  cause  of  death  in  40  per 
cent.  Unexplained  sudden  death  was  the 
next  most  common  cause,  30  per  cent  (20 
per  cent  with  pain  and  10  per  cent  with- 
out pain).  There  were  no  autopsies  in 
this  subgroup.  Rupture  of  the  heart  ac- 
counted for  15  per  cent  (10  per  cent  in- 
volving left  ventricular  lateral  wall  and 
5 per  cent  interventricular  septum).  Two 
patients  are  shown  as  dying  of  cardiac 
rupture  on  the  first  day  of  treatment.  In 
each  instance,  clinical  symptoms  had  been 
present  for  about  four  days  before  medi- 
cal attention  was  sought.  Shock  was  con- 
sidered the  chief  cause  of  death  in  10  per 
cent,  and  complete  A-V  heart  block  in  5 
per  cent.  No  deaths  were  proven  to  be 
due  to  thrombo-embolism  or  to  ventricular 
tachycardia. 


Table  10  shows  the  cause  of  death  for 
those  24  patients  who  survived  the  acute 
attack  but  died  later.  Only  one  (4  per  cent) 
died  of  another  proven  attack  of  myocardial 
infarction  (his  death  is  tabulated  above 
also,  with  those  dying  in  an  acute  attack)  ; 
yet  17  or  71  per  cent  undoubtedly  died  of 
acute  inadequacy  of  the  coronary  circula- 
tion, with  no  electrocardiographic  or  au- 
topsy proof  of  exact  cause.  Of  these,  4 or 
17  per  cent  were  found  dead — 2 in  bed, 
2 on  the  street;  13  or  54  per  cent  died 
unexpectedly — 1 without  pain  and  12  with 
typical  cardiac  pain.  Of  this  13,  12  died 
before  they  could  be  moved  to  the  hospital ; 
1 died  suddenly  after  being  in  the  hospital 
for  several  days  with  recurrent  cardiac 
pain.  An  electrocardiogram  taken  the  day 
before  death  showed  no  new  infarction. 
Autopsy  was  not  obtained.  Four  patients 
or  17  per  cent  died  of  congestive  heart 
failure. 

DURATION  OF  ILLNESS  AND  DISABILITY 

Table  11  shows  the  duration  of  illness 
in  survivors  and  the  duration  of  disability 
in  those  able  to  return  to  work  or  to  their 
former  activity.  Hospitalization  did  not 
exceed  three  weeks  in  64  per  cent  and  was 
less  than  four  weeks  in  83  per  cent.  The 
patients  were  usually  sitting  in  a chair 
for  an  hour  or  so  three  times  daily  a few 
days  before  discharge  from  the  hospital. 
After  progressive  increase  in  activity  at 
home,  the  first  venture  which  the  patients 
made  out  of  their  homes  was  to  visit  our 
office.  The  length  of  time  from  onset  of 
illness  to  this  visit  was  less  than  seven 


TABLE  9 

ACUTE  MYOCARDIAL  INFARCTION— CAUSE  OF  DEATH  IN  TWENTY  PATIENTS 
DYING  DURING  THE  ACUTE  ATTACK 


First 

Day 

Total 

Cause 

Treatment  Day 

2-30 

Autopsies  in  ( ) 

% 

Congestive  Heart  Failure 

5 

3 

8 

(5) 

40 

Sudden  (With  Pain 

1 

3 

4 

(0) 

201 

Unexpected  ) 

Death  /Without  Pain 

0 

2 

2 

(0) 

10  \ 

30 

Ruptured  Heart  Muscle 

2 

1 

3 

(3) 

15 

Shock 

1 

1 

2 

(2) 

10 

Complete  A-V  Block 

1 

0 

1 

(1) 

5 

Thrombo-embolism 

0 

0 

0 

0 

Ventricular  Tachycardia 

0 

0 

0 

0 

Total 

10 

10 

20 

(11) 

100% 

1G 
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TABLE  10 


ACUTE  MYOCARDIAL  INFARCTION— 
WHO  SURVIVED  THE  ACUTE 

CAUSE  OF  DEATH  IN  24  PATIENTS 
ATTACK  BUT  DIED  LATER 

Cause 

Death  in 
First  Y'ear 

Death  After 
First  Year 

Total 

Deaths 

% 

Sudden 

i With  Pain 

6 

6 

12  / 

Unexpected 

) (Prob.  Infarct) 

f 

Death 

i Without  Pain 

0 

1 

l\  13 

54  71% 

Found  Dead 

2 (Bed) 

2 (Street) 

4 

17 

Congestive  Heart  Failure 

1 

3 

4 

17 

Proven  2nd 

Myocardial  Infarction 

0 

1 

1 

4 

Cerebral  Vascular  Accident 

1 

0 

1 

4 

Brain  Tumor 

0 

1 

1 

4 

Total 

10 

14 

24 

100% 

ACUTE  MYOCARDIAL 
AND  OF  DISABILITY  IN 

TABLE  11 

INFARCTION— DURATION  OF  ILLNESS  IN 
THOSE  ABLE  TO  RETURN  TO  WORK  OR 

SURVIVORS 
USUAL  ACTIVITY 

Weeks  or  Less 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

More 

In  Hospital 

90  Cases 

1 

57 

17 

7 

2 

1 

3 

1 

1 

Approx.  % 

[’ 

1 j 

63 

19 

8 

2 

1 

3 

1 

1 

From  onset  until 

69  cases 

9 

24 

12 

5 

10 

1 

3 

3 

1 

1 

able  to  visit 

doctor’s  office 

% 

13 

35 

17 

7 

13 

1 

4 

4 

1 

1 

From  onset  until 

65  cases 

3 

3 

6 

14 

8 

n 

i 

6 

8J*6 

2 

2 

return  to  work 

or  usual  activity 

% 

5 

5 

9 

22 

12 

li 

10 

12 

10 

3 

3 

weeks  in  65  per  cent  and  less  than  nine 
weeks  in  85  per  cent.  Return  to  work  or 
to  previous  level  of  activity  was  accom- 
plished within  7 weeks  in  10  per  cent; 
within  ten  weeks  in  53  per  cent  and  within 
thirteen  weeks  or  three  months  in  86  per 
cent.  The  self-employed  patients  returned 
to  work  much  sooner  than  those  whose 
salary  continued  on  regardless  of  disa- 
bility. 

After  recovery  from  acute  myocardial 
infarction,  most  patients  are  able  to  re- 

TABLE  12 

ACUTE  MYOCARDIAL  INFARCTION  — JOB  OR 
ACTIVITY  EQUIVALENTS  PRIOR  TO 
ATTACK 


No.  Patients 

% 

Inactive  or  retired 

10 

81 

Executive 

35 

30^-64% 

Clerical 

30 

26 

Housework 

16 

13) 

Outside  selling 
Light  physical  labor 

19 

16(29% 

i.e.,  electrician 
Heavy  physical  labor 

7 

6 

i.e.,  bricklayer 

1 

1 

— 

— 

118 

100% 

turn  to  a useful  life  and  usually  to  the 
same  job,  provided  it  does  not  entail  heavy 
physical  labor.  Table  12  shows  the  physi- 
cal activity  prior  to  the  attack.  Only  1 
of  our  118  patients,  a bricklayer,  per- 
formed heavy  labor.  Six  per  cent  per- 
formed light  physical  labor  such  as  that 
required  of  an  electrician,  29  per  cent  did 
the  equivalent  of  housework  or  outside 
selling;  and  64  per  cent  were  sedentary, 
including  30  per  cent  classified  as  execu- 
tives, 26  per  cent  as  clerks,  and  8 per 
cent  as  inactive  or  retired. 

The  status  of  our  patients  who  survived 
acute  myocardial  infarction  is  shown  in 
Table  13.  Six  per  cent  remained  invalids 
till  they  died  between  one  and  six  months 
after  the  attack.  Two  per  cent  are  living 
and  are  still  invalids  after  apparent  maxi- 
mum recovery.  Seven  per  cent  remained 
partial  invalids.  Eighty-five  per  cent  have 
returned  to  economic  usefulness,  75  per 
cent  to  their  former  jobs  or  activities,  and 
10  per  cent  to  less  strenuous  work. 

II.  ACUTE  MYOCARDIAL  ISCHEMIA 

Twenty-seven  attacks  of  acute  myocar- 
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TABLE  13 

ACUTE  MYOCARDIAL  INFARCTION— ACTIVITY 
STATUS  OF  THOSE  WHO  SURVIVED  THE 
ACUTE  ATTACK 


No.  Patients 

% 

Same  Job 

73 

75 

Lighter  Job 

9 

10 

Partial  Invalid 

7 

7 

Invalid  Till  Death 
in  6 Months 

6 

6 

Still  Invalid 

2 

2 

— 

— 

97 

100% 

dial  ischemia  were  encountered  during  the 
same  nine  and  one  half  year  period  in 
which  we  saw  128  instances  of  acute  myo- 
cardial infarction.  It  has  often  been  diffi- 
cult both  at  the  time  of  illness  and  in  ret- 
rospect to  decide  whether  a particular 
patient  was  suffering  from  an  infarction 
of  from  ischemia. 

Serial  electrocardiograms  from  1 of  our 
cases  show  the  changes  which  we  con- 
sider typical  of  acute  myocardial  ischemia. 
(Figure  2).  Thirteen  of  the  27  cases 
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Figure  2.  Electrocardiographic  pattern  before, 
during,  and  after  acute  myocardial  ischemia. 

showed  this  extreme  inversion  of  the  T 
wave  and  8 showed  changes  of  lesser  de- 
gree. In  6 cases,  the  T wave  changes  were 
considered  to  be  partially  obscured — by 
previous  infarction  in  3,  by  left  ventricu- 
lar strain  in  2 and  by  digitalis  in  1. 

There  were  16  males  and  11  females 
with  acute  myocardial  ischemia.  Thus,  the 
percentage  of  females  was  higher  in  the 
ischemia  group  (41  per  cent)  than  in  the 
infarct  group  (33  per  cent).  The  age 
spread  was  essentially  similar,  from  34  to 
81  in  males  and  from  37  to  77  in  females. 


For  males,  the  peak  incidence  was  at  61- 
70,  a decade  older  than  in  the  infarct 
group,  and  for  females  56-65  or  slightly 
younger  than  in  the  infarct  group. 

The  cardiac  status  prior  to  the  attack 
of  ischemia  was  as  follows : No  heart 

disease  37  per  cent;  angina  18  per  cent; 
previous  myocardial  infarction  11  per 
cent;  hypertension  44  per  cent;  enlarged 
heart  30  per  cent;  congestive  heart  fail- 
ure 11  per  cent;  and  valvular  heart  disease 
7 per  cent. 

The  clinical  picture  was  essentially  iden- 
tical with  that  of  the  milder  attacks  of 
acute  myocardial  infarction.  Indeed,  the 
pain  in  many  of  the  ischemia  patients  was 
greater  in  both  severity  and  duration  than 
in  many  of  the  infarct  patients.  Only  one 
patient  had  a painless  attack  and  the  pain 
in  her  case  may  have  been  obscured  by 
postoperative  sedation.  Unexplained  tachy- 
cardia led  to  the  diagnosis  in  her  case. 
In  2 patients  syncope  occurred  and  in  3 
others  there  was  a significant  fall  in 
blood  pressure. 

Twenty-two  of  the  27  were  treated  in 
the  hospital  and  5 at  home.  It  is  interest- 
ing to  note  that  the  indirect  signs  of  in- 
farction were  frequently  present.  Tem- 
perature over  100°  F.  orally,  occurred  in 
5 of  24  patients,  or  20  per  cent.  A leuco- 
cytosis  of  over  12,000  was  noted  in  7 of  22 
patients  or  32  per  cent.  A sedimentation 
rate  of  over  15  for  males  or  over  20  for 
females  (Cutler  method)  was  noted  in  14 
of  21  patients,  or  67  per  cent.  Seven  of  21 
patients,  or  33  per  cent,  had  2 of  the  three 
features  listed  above  and  2 patients  or  10 
per  cent  had  all  3 features,  yet  the  electro- 
cardiogram was  such  that  we  chose  to 
classify  these  patients  as  ischemia  rather 
than  infarction. 

None  of  the  patients  was  hospitalized 
for  more  than  four  weeks.  One  quarter 
left  before  fourteen  days  and  three  quar- 
ters before  twenty-one  days.  Dicumarol 
was  employed  just  as  for  myocardial  in- 
farction in  14  of  the  hospital  cases  or 
64  per  cent. 

There  were  no  fatalities  from  the  acute 
attack  or  in  the  first  thirty  days.  Six  of 
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the  patients  have  subsequently  died — 2 of 
unexpected  sudden  death,  1 of  a probable 
myocardial  infarct,  one  of  congestive  heart 
failure,  1 of  a carcinoma  of  the  kidney  and 
1 of  a ruptured  aneurysm  of  the  abdom- 
inal aorta.  Of  these  6 who  died,  4 died 
within  a year  of  the  ischemic  episode  (2 
of  these  had  had  previous  infarcts)  and  2 
died  in  the  third  year  after  the  attack. 

Of  the  21  still  alive,  13  have  survived 
more  than  two  years  since  the  attack,  and 
8 have  been  followed  less  than  two  years. 
Five  patients  have  had  no  angina  since 
the  ischemic  episode  and  5 others  experi- 
ence it  only  rarely. 

From  the  observations  recorded  in  this 
series  of  patients  we  are  led  to  agree  with 
others  who  believe  that : 

1.  Acute  myocardial  ischemia  is  usually 
the  result  of  acute  coronary  occlusion, 

2.  It  is  often  difficult  to  distinguish 
clinically  between  ischemia  and  infarction, 
and 

3.  Subendocardial  infarction  is  probab- 
ly present  in  many  cases  diagnosed  only  as 
ischemia.6 

III.  UNEXPECTED  SUDDEN  DEATH 

By  “sudden”  death  we  mean  the  abrupt 
transition  in  a matter  of  minutes  or  at 
most  of  a few  hours  from  a state  of  rela- 
tive health  or  well  being  to  the  deceased 


state;  and  by  “unexpected”  we  imply  that 
such  sudden  death  could  not  have  been 
anticipated  a few  hours  before. 

In  this  study  we  are  concerned  only 
with  those  patients  whose  death  was  pre- 
sumably due  to  an  acute  inadequacy  of 
the  coronary  circulation.  We  of  course 
encountered  other  causes  of  sudden  death, 
recognized  by  the  clinical  pictui'e  before 
death  or  by  autopsy.  These  included : 7 of 
rupture  of  an  aortic  aneurysm  (6  proven 
by  autopsy) — 1 congenital  of  the  root  of 
the  aorta,  one  dissecting  aneurysm  nearly 
three  years  old,  2 syphilitic  of  the  thoracic 
aorta  and  3 arteriosclerotic  of  the  abdom- 
inal aorta ; at  least  4 cerebrovascular  acci- 
dents with  death  within  three  hours  of 
onset;  5 cases  of  massive  pulmonary  em- 
bolism, 4 proven  by  autopsy,  and  1 case 
of  exsanguinating  gastrointestinal  hemor- 
rhage with  death  within  three  hours. 

We  have  encountered  in  the  past  nine 
and  one  half  years  58  instances  of  sudden 
death  presumably  due  to  coronary  artery 
disease.  An  analysis  of  these  deaths  is 
given  in  Table  14.  Twenty-five  of  the  pa- 
tients or  43  per  cent  had  had  a previous 
myocardial  infarction  with  recovery,  in- 
cluding 17  treated  by  us  during  the  acute 
attack.  Three  patients  had  had  ischemia, 
and  27  patients  or  47  per  cent  had  had 


TABLE  14 

UNEXPECTED  DEATH  PRESUMABLY  DUE  TO  CORONARY  ARTERY  DISEASE 


Previous  Ca 

rdiac  Status 

Circumstances 
of  Death 

No  Known 
Disease 

Angina 

Myocardial 

Ischemia 

Myocardial 

Infarction 

Coronary  Disease 
but  Chiefly 
Congestive 
Failure 

Total 

1.  Found  Dead 

0 

4 

1 

8 

4 

17 

2.  Seen  to  fall  over  and 
die  without  complaint 

0 

0 

1 

2 

0 

3 

3.  Typical  coronary  artery 
pain,  doctor  called  but 
patient  dead  on  arrival 
of  one  of  us  (14  cases)  or 
another  M.D.  (10  cases) 

2 

9 

1 

8 

4 

24 

4.  Clinical  picture  compatible 
with  acute  myocardial 
infarction — seen  by  one 
of  us  but  death  before 
EKG  obtained  and  no 

1 

6 

0 

7 

0 

14 

autopsy 





Total 

3 

19 

3 

25 

8 

58 
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angina,  of  whom  8 suffered  chiefly  from 
congestive  heart  failure.  Only  3 patients 
had  had  no  recognized  coronary  disease. 

Seventeen  patients  were  found  dead : 
5 in  bed,  4 on  the  bathroom  floor,  3 else- 
where on  the  floor  at  home,  2 in  bed  in 
the  hospital,  1 on  the  floor  of  his  hospital 
room,  1 in  a chair,  and  one  on  the  street. 
Three  patients  were  observed  to  fall  over 
and  die  without  complaint : 1 at  work, 

1 at  a committee  meeting  and  1 during 
sexual  intercourse. 

Twenty  - four  patients  complained  of 
typical  coronary  pain  but  died  before  ar- 
rival of  a physician.  Death  was  pro- 
nounced by  one  of  us  in  14  instances  and 
by  some  other  doctor  in  10  instances.  Of 
these  24  patients,  1 died  at  a carnival  ball, 
1 on  a fishing  trip  and  1 in  his  automobile. 

The  final  subgroup  consists  of  14  pa- 
tients whom  we  reached  while  still  alive 
but  who  died  before  an  electrocardiogram 
could  be  obtained  and  on  whom  no  autopsy 
was  performed.  These  patients  presented 
a clinical  picture  compatible  with  acute 
coronary  occlusion. 

Only  9 patients  of  the  58  died  in  the 
hospital.  Three  of  these  presented  a pic- 
ture compatible  with  acute  myocardial  in- 
farction but  death  occurred  before  an 
electrocardiogram  was  obtained  and  no 
autopsy  was  permitted.  Five  patients  were 
in  the  hospital  for  angina  decubitus  occur- 
ring several  months  to  several  years  after 
previous  myocardial  infarction.  All  died 
suddenly  with  no  electrocardiographic  evi- 
dence of  new  infarction  in  the  latest  trac- 
ing. Autopsy  in  one  patient  showed  two 
old  infarctions  but  no  new  lesions.  One 
patient  with  an  old  myocardial  infarction 
died  suddenly  after  apparent  improvement 
of  his  congestive  failure.  Autopsy  of  this 
patient  also  showed  two  old  myocardial 
infarctions  but  no  new  lesions. 

DISCUSSION 

As  practitioners  of  internal  medicine, 
we  respond  to  emergency  calls  and  to  calls 
to  the  home.  We  are  thus  afforded  a 
broader  view  of  the  total  spectrum  of 
coronary  artery  disease  than  is  the  con- 
sultant cardiologist  who  sees  patients  only 


in  the  office  or  hospital. 

The  surprisingly  large  number  of  in- 
stances of  unexpected  death  has  led  us 
to  believe  that  a falsely  optimistic  view  of 
coronary  artery  disease  is  held  by  those 
who  regard  acute  myocardial  infarction 
with  its  5 to  20  per  cent  fatality  rate  as 
the  most  serious  complication  of  coronary 
artery  disease.  During  the  nine  and  one 
half  year  period  of  this  study  we  en- 
countered 128  attacks  of  acute  myocardial 
infarction,  with  20  deaths,  and  58  in- 
stances of  sudden  death,  presumably  due 
to  coronary  inadequacy  but  not  proven  to 
be  infarction,  and  therefore,  not  eligible 
for  inclusion  in  statistical  studies  of  in- 
farction alone.  In  approximate  figures 
this  represents  (1)  one  sudden  death  for 
every  two  attacks  of  acute  myocardial 
infarction  (58:127)  and  (2)  three  deaths 
too  sudden  for  exact  diagnosis  for  each 
death  due  to  proven  myocardial  infarction 
(58:20). 

SUMMARY  AND  CONCLUSIONS 

1.  During  the  past  nine  and  one  half 
years  we  have  encountered  in  private  prac- 
tice 128  attacks  of  acute  myocardial  in- 
farction, 27  attacks  of  acute  myocardial 
ischemia,  and  58  instances  of  unexpected 
sudden  death  in  patients  with  coronary 
artery  disease. 

2.  Various  analyses  of  these  3 compli- 
cations of  coronary  artery  disease  have 
been  presented. 

3.  It  is  often  difficult  to  distinguish 
between  acute  myocardial  infarction  and 
ischemia. 

4.  In  our  private  patients  with  coro- 
nary artery  disease  unexpected  sudden 
death  was  almost  half  as  frequent  as  was 
acute  myocardial  infarction  and  accounted 
for  nearly  3 times  as  many  deaths. 
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Painful  shoulder  conditions  are  frequent 
and  may  cause  prolonged  disability.  An 
understanding  of  the  many  causes  of  the 
painful  shoulder  is  important  because 
proper  treatment  depends  upon  the  correct 
diagnosis. 

The  shoulder  region  includes  four  joints 
that  work  in  harmony  to  give  smooth 
function.  Malfunction  of  any  of  these 
joints  interferes  with  the  so-called  scapu- 
lohumeral rhythm.  The  shoulder  joint  has 
a wide  range  of  motion  requiring  a loose 
capsule.  The  arm  is  supported  by  muscles 
and  joint  capsule.  The  four  short  rotator 
muscles  carry  a large  part  of  the  weight 
of  the  arm.  These  muscles  are  the  supra- 
spinatus,  infraspinatus,  subscapularis,  and 
the  teres  minor.  These  four  muscles  fuse 
into  one  common  tendinous  cuff  which 
joins  with  the  capsule  close  to  its  insertion 
into  the  anatomic  neck.  These  four  mus- 
cles function  to  maintain  the  humeral 
head  in  the  glenoid  while  the  deltoid  and 
supraspinatus  act  simultaneously  to  abduct 
the  arm.  Inman,  Saunders,  and  Abbott 4 
have  shown  that  there  is  a constant  re- 
lationship of  scapular  to  humeral  motion, 
the  ratio  being  two  of  humeral  to  one.  of 
scapular. 

The  subacromial  bursa  is  interposed  be- 
tween the  musculotendinous  cuff  and  the 
overlying  acromion  process.  This  bursa  is 
usually  quite  extensive  and  extends  back 
to  the  coracoid  process  and  down  under 
the  deltoid. 

CAT'SES  OF  PAINFUL  SHOULDER 

The  case  histories  of  136  patients  with 

* Presented  at  the  Seventy-fifth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  New 
Orleans,  May  4,  1955. 


the  chief  complaint  of  painful  shoulder 
were  reviewed.  In  half  of  these  cases  the 
x-rays  revealed  calcific  deposits  in  the  re- 
gion of  the  greater  tuberosity.  These  were 
diagnosed  calcific  tendinitis  because  it  is 
known  that  the  calcium  deposits  originate 
in  degenerating  tendinous  tissue.  Twenty- 
eight,  or  20  per  cent,  of  the  group  were 
diagnosed  subacromial  bursitis.  These  pa- 
tients had  no  calcific  deposits  in  their 
x-rays  but  had  the  tenderness  and  pain  of 
bursal  irritation.  Thirteen,  or  about  10 
per  cent  had  enough  restriction  of  motion 
to  be  classified  as  adhesive  bursitis;  also 
known  as  adhesive  capsulitis,  or  frozen 
shoulder.  Another  10  per  cent  had  pain 
referred  to  the  shoulder  region  as  a result 
of  osteoarthritic  changes  of  the  cervical 
spine.  These  people  tend  to  protect  their 
shoulders  and  stiffness  is  a common  com- 
plication. Other  causes  for  shoulder  pain 
include  tears  of  the  rotator  cuff,  bicipital 
tenosynovitis,  fibrositis  and  myositis,  old 
fracture  deformities,  acromioclavicular  ar- 
thritis and  neoplasms.  Referred  pain  from 
visceral  organs  must  always  be  considered 
in  the  differential  diagnosis.  The  shoulder- 
hand  syndrome,  (reflex  dystrophy  of  the 
upper  extremity),  results  in  a painful, 
stiff  shoulder.  No  attempt  will  be  made 
to  discuss  all  causes  of  shoulder  pain  but 
only  a few  of  the  more  common  conditions 
will  be  considered. 

CALCIFIC  TENDINITIS  AND  SUBACROMIAL 
BURSITIS 

The  term  subacromial,  (subdeltoid),  bur- 
sitis is  commonly  used  as  a “catch-all”  in 
diagnosing  shoulder  pain.  The  bursitis  is 
infrequently  a primary  condition.  The 
most  common  cause  for  shoulder  pain  and 
disability  is  due  to  calcific  tendinitis  which 
is  a degenerative  process  involvng  the 
musculotendinous  cuff.  Codman  1 in  his 
classical  book  on  the  shoulder,  written  in 
1934,  described  clearly  these  degenerative 
changes.  The  degenerative  process  is  ap- 
parently due  to  the  wear  and  tear  of 
everyday  living  and  is  most  common  in 
white  collar  workers  between  forty  and 
fifty  years  of  age.  The  calcium  deposits 
most  commonly  occur  in  the  supraspinatus 
tendon.  The  exact  mechanism  of  calcium 
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deposition  is  not  known  but  it  has  been 
postulated  that  it  is  due  to  a localized 
increase  in  the  alkalinity  from  lack  of 
metabolism  of  the  necrotic  tissues.  When 
the  pH  of  the  local  tissues  is  increased 
sufficiently,  the  calcium  carbonate  and 
calcium  phosphate  complex  is  precipitated. 
The  recent  deposits  are  liquid  and  with 
maturity  the  deposit  becomes  firm  and 
dry.  The  bursa  becomes  secondarily  in- 
flamed when  the  deposit  ruptures  or  when 
an  acute  deposit  is  adjacent  to  the  floor  of 
the  bursa.  The  acute  deposits  result  in 
intense  pain  on  the  basis  of  increased 
tension.  When  the  tension  is  relieved, 
either  by  spontaneous  rupture  into  the 
bursa  or  as  a result  of  needling,  the  pain 
is  relieved.  The  large,  dense  deposits  of 
long-standing  may  impinge  on  the  acromi- 
on or  coracoacromial  ligament  during  ab- 
duction and  produce  symptoms.  Certainly 
not  all  cases  of  calcific  deposits  produce 
symptoms.  We  have  all  seen  calcific  de- 
posits on  routine  chest  plates  in  persons 
who  have  never  had  shoulder  pain.  In 
reviewing  our  cases  we  have  seen  calcium 
deposits  disappear  either  with  or  without 
treatment.  After  several  years  the  de- 


Figure  1.  A physician,  aged  43  years,  with 
calcific  tendinitis  of  left  shoulder.  A:  small  de- 
posits, not  very  dense. 


posits  may  reappear  in  the  same  place  or 
in  another  part  of  the  tendinous  cuff. 

Case  1.  A 43-year-old  physician  came  to  the 
office  complaining  of  left  shoulder  pain  of  a few 
months’  duration.  X-rays  revealed  small  deposits 
in  the  region  of  the  greater  tuberosity  that  were 
not  very  dense.  (Fig.  1 A).  After  several  dia- 
thermy treatments  the  symptoms  gradually  sub- 
sided, although  x-rays  five  months  later  revealed 
the  deposits  to  be  still  present,  (Fig.  1 B).  Two 
years  later  he  had  an  acute  episode  of  the  left 
shoulder  pain.  X-rays  showed  a different  early 
fuzzy  deposit,  (Fig.  1C).  He  was  treated  this 
time  with  an  injection  of  xylocaine  and  hydro- 
cortone,  followed  by  a few  diathermy  treatments. 
There  was  rather  dramatic  relief  of  pain.  Five 
months  later  the  deposit  had  disappeared  and  he 
was  asymptomatic,  (Fig.  ID). 

ROTATOR  CUFF  TEAKS 

The  degenerative  process  in  the  shoulder 
may  be  manifested  by  rupturing  of  the 
musculotendinous  cuff.  These  rotator  cuff 
tears  are  apparently  much  more  common 
than  generally  recognized,  since  the  inci- 
dence in  routine  autopsies  in  the  upper  age 
group  is  quite  high.  They  almost  never 
occur  before  the  fourth  or  fifth  decade, 


Figure  1.  B:  Deposits  still  present  after  five 
months,  although  symptoms  subsided. 
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Figure  1.  C:  Two  years  later  a new  deposit. 
Treated  with  xylocaine  and  hydroeortone  injec- 
tions. 


Figure  1.  D:  Deposit  disappeared  after  five 
months. 


except  from  severe  trauma.  Many  cases 
of  so-called  subacromial  bursitis  are  prob- 
ably small  rotator  cuff  tears. 

The  tears  are  either  partial  or  complete. 
Usually  there  is  just  one  tendon  torn,  but 


rarely  there  is  a massive  avulsion  with 
complete  inability  to  abduct  the  arm. 
McLaughlin  5 states  that  a complete  tear 
of  the  supraspinatus  does  not  prevent  ac- 
tive abduction,  provided  there  is  not  a tear 
wider  than  3 centimeters.  One  of  the 
physical  findings  in  patients  with  rotator 
cuff  tears  is  free  passive  motion  with 
absence  or  weakness  of  active  abduction. 
Stiffness  seldom  occurs  early  from  a com- 
plete rupture,  possibly  due  to  the  joint 
fluid  having  free  passage  into  the  bursa. 
It  is  interesting  that  calcium  deposits  are 
almost  never  seen  in  association  with  ro- 
tator cuff  tears.  A palpable  defect  at  the 
site  of  the  rupture  is  occasionally  noted 
and  a characteristic  crepitus  is  felt  as  the 
arm  is  abducted.  If  the  tear  is  several 
weeks  old,  the  short  rotator  muscle  bellies 
will  be  atrophied  and  frequently  there  is 
compensatory  hypertrophy  of  the  deltoid. 
The  x-rays  usually  show  changes  at  the 
site  of  insertion  of  the  cuff,  consisting  of 
irregularity  and  cystic  cavitation  with 
areas  of  sclerosis. 

BICIPITAL  TENOSYNOVITIS 

Bicipital  tendinitis  or  tenosynovitis  has 
been  reported  more  frequently  in  recent 
years.  It  is  being  recognized  more  fre- 
quently and  some  writers  feel  that  it  is 
one  of  the  more  common  causes  for  the  so- 
called  frozen  shoulder.  The  long  head  of 
the  biceps  tendon  is  enclosed  in  the  bi- 
cipital groove  by  a prolongation  of  the 
synovial  lining  of  the  joint.  The  tendon 
extends  into  the  shoulder  joint  and  at- 
taches to  the  superior  margin  of  the 
glenoid.  Shoulder  motions,  particularly  in 
abduction  and  external  rotation,  result  in 
the  head  of  the  humerus  gliding  up  and 
down  the  tendon  in  its  synovial  sheath. 
This  excursion  is  approximately  one  and 
one  half  inches.  Any  irregularity  of  the 
bony  groove  results  in  degenerative 
changes  in  the  bicipital  tendon  and  in- 
flammatory changes  in  the  synovial  ex- 
tension of  the  joint.  The  diagnosis  is 
made  by  localization  of  the  tenderness  and 
pain  in  the  region  of  the  groove.  Flexion 
and  supination  of  the  elbow  against  re- 
sistance result  in  pain  at  the  anterior 
aspect  of  the  shoulder.  De  Palma  8 states 
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that  bicipital  tenosynovitis  is  a constant 
lesion  of  all  frozen  shoulders.  He  believes 
that  in  many  cases  it  is  the  primary  cause 
and  in  the  other  cases  it  is  involved  sec- 
ondarily. He  believes  that  when  the  biceps 
tendon  becomes  fixed  in  the  groove  from 
adhesions,  or  by  surgery,  the  inflamma- 
tory reaction  will  subside  and  motion  will 
return. 

The  medial  wall  of  the  bicipital  groove 
is  sometimes  so  oblique  that  the  tendon 
will  subluxate.  This  is  an  unusual  condi- 
tion but  if  it  is  kept  in  mind  the  diagnosis 
can  usually  be  made  by  palpating  the  ten- 
don as  it  subluxes  out  of  the  groove. 
Occasionally,  the  degenerative  process  has 
advanced  to  such  an  extent  that  the  proxi- 
mal end  of  the  tendon  will  rupture  with 
lifting  a heavy  weight.  This  results  in  the 
biceps  muscle  “bunching  up”  farther  down 
the  arm.  This  will  weaken  the  arm  and 
surgical  treatment  is  indicated,  if  the  pa- 
tient’s age  and  general  condition  justify  it. 

PAINFUL  STIFF  SHOULDER 

The  painful  stiff  shoulder  is  called  by  a 
variety  of  names  and,  likewise,  is  caused 
by  a variety  of  conditions.  It  has  been 
called  the  frozen  shoulder,  periarthritis, 
and  adhesive  bursitis  or  capsulitis.  It  is 
sometimes  referred  to  as  the  shoulder- 
hand  syndrome  when  there  are  elements 
of  causalgia.  Every  medical  practitioner 
has  witnessed  the  stiff,  painful  shoulder 
which  results  from  such  conditions  as 
Colies’  fracture  and  osteoarthritis  or  her- 
niated disc  of  the  cervical  spine  with 
nerve  root  irritation.  It  is  not  uncommon- 
ly seen  after  myocardial  infarctions.  In 
these  chronic  cardiac  cases  it  has  not  been 
definitely  settled  whether  the  frozen  shoul- 
der is  merely  due  to  disuse  or  to  actual 
stimulation  of  sympathetic  nerves  by  car- 
diac pain  producing  reflex  dystrophy. 

Two  main  essentials  for  developing 
frozen  shoulder  are  pain  and  disuse. 
Coventry  2 has  emphasized  that  these  peo- 
ple have  a certain  personality  type.  He 
noticed  that  they  were  hyperemotional 
and  showed  hyperactive  vasomotor  re- 
sponse. This  personality  type  refuses  to 
take  the  initiative  and  waits  for  someone 
to  give  the  magic  cure. 


Spontaneous  recovery  occurs  in  many 
patients  with  frozen  shoulder.  The  reason 
for  this  recovery  is  not  known  and  it  may 
take  several  months  or  several  years.  Not 
all  cases  will  recover  spontaneously  and 
treatment  should  not  be  withheld  on  that 
assumption. 

DIFFERENTIAL  DIAGNOSIS 

The  terms  fibrositis  and  myositis  are 
rather  vague  terms  and  do  not  describe 
any  clear-cut  entity.  Poor  posture  may 
produce  painful  areas  in  the  muscles  and 
fascia  around  the  shoulder  girdle.  Diffuse 
muscle  spasm  may  occur  from  upper  res- 
piratory infections  with  pain  referred  to 
the  shoulder  region. 

Cervical  rib  and  the  scalenus  anticus  syn- 
drome should  be  considered  along  with 
other  mechanical  factors  that  could  produce 
pressure  on  the  brachial  plexus  and  large 
vessels. 

A nonspecific  brachial  plexus  neuritis, 
possibly  on  the  basis  of  virus  infection, 
may  begin  with  diffuse  shoulder  pain. 
These  patients  usually  give  a history  of 
recent  exposure  to  cold  and  damp  weather. 
The  prognosis  is  good  in  these  cases,  as  a 
rule. 

Old  acromioclavicular  dislocations  with 
secondary  arthritic  changes  may  result  in 
pain  on  shoulder  motion.  If  the  symptoms 
persist  after  conservative  management,  re- 
section of  the  outer  end  of  the  clavicle 
will  usually  relieve  the  pain,  although  it 
may  weaken  the  shoulder  to  a certain  ex- 
tent. 

Primary  or  metastatic  tumors  to  the 
shoulder  or  cervical  region  must  always  be 
ruled  out. 

Rheumatoid  arthritis  and  osteoarthritis 
of  the  shoulder  joint  occur  occasionally 
but  offer  no  particular  problem  in  diag- 
nosis. 

TREATMENT 

The  patients  with  calcific  tendinitis 
were  treated,  in  the  majority  of  instances, 
with  injections  of  local  anesthetic  solution, 
combined  with  diathermy  and  exercises. 
If  the  calcium  deposit  was  early,  an  at- 
tempt was  made  to  aspirate  it.  In  recent 
years,  1 cc.  or  25  mgs.  of  hydrocortone 
was  injected  into  the  area.  It  is  our  im- 
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pression  that  the  hydrocortone  has  defi- 
nitely improved  our  results.  The  action  of 
the  hydrocortone  is  not  definitely  known, 
except  that  it  is  anti-inflammatory.  The 
needling  relieves  tension  and  scatters  the 
deposit,  thus  favoring  absorption.  It  is 
important  to  tell  the  patient  to  expect  in- 
creased pain  for  a day  or  two  after  the 
injection  and  to  prescribe  suitable  medi- 
cation for  pain  relief.  Diathermy  in- 
creases the  inflammatory  reaction,  favor- 
ing absorption  of  the  deposit.  Early  ex- 
ercises aid  in  prevention  of  shoulder  stiff- 
ness. The  results  in  the  early  cases  of 
calcific  tendinitis  have  been  very  satis- 
factory. The  chronic  cases  and  cases  com- 
ing in  after  development  of  shoulder  stiff- 
ness did  not  respond  as  quickly  or  com- 
pletely. These  chronic  cases  will  usually 
respond  to  a program  of  diathermy  and 
active  assistive  exercises,  combined  with 
injections  of  xylocaine  with  or  without 
hydrocortone. 

Case  2.  A 50-year-old  white  female  had  been 
having  intermittent  right  shoulder  pain  for  sev- 
eral years.  The  symptoms  were  acute  for  ten 
days.  X-rays  revealed  a large,  dense  deposit, 
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Figure  2.  50-year-old  woman  with  intermit- 
tent right  shoulder  pain  for  several  years.  A: 
Large,  dense  deposit. 


(Fig.  2 A).  Xylocaine  was  injected  and  a small 
amount  of  calcium  was  aspirated.  She  was  given 
several  diathermy  treatments  and  progressive 
exercises  were  started.  Three  weeks  later  the 
deposit  was  diminished,  (Fig.  2B),  and  six 
weeks  later  the  deposit  was  difficult  to  see, 
(Fig.  2 C).  She  had  no  pain  and  had  full  mo- 
tion. 

There  are  exceptional  cases,  some  acute, 
but  mostly  chronic,  which  do  not  respond 


Figure  2.  B : Three  weeks  later,  after  xylo- 
caine, diathermy  and  exercises. 
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to  conservative  treatment.  In  these  cases 
operative  evacuation  is  advisable. 

Case  3.  A 46-year-old  woman  was  complain- 
ing of  left  shoulder  pain  of  several  months’  dura- 
tion. She  had  previously  had  three  injections 
into  the  painful  area  and  six  x-ray  treatments 
without  relief.  X-rays  revealed  a large  dense  de- 
posit in  the  region  of  the  greater  tuberosity, 
(Fig.  3 A).  A few  days  later  she  was  taken  to 
surgery  where  two  or  three  liquid  deposits  and 
several  granular  deposits  were  found  scattered 
throughout  the  supraspinatus  tendon.  Three 
months  after  the  surgery  she  had  a full  range 
of  motion  and  was  free  of  pain,  (Fig.  3 B). 


Figure  3.  46-year-old  woman  with  left  shoulder 
pain  of  several  months’  duration.  A : Large, 

dense  deposit.  Deposit  removed  at  surgery. 


The  calcium  deposits  are  usually  scat- 
tered through  the  fibers  of  the  supra- 
spinatus tendon  but  may  be  in  the  bursa. 
As  much  as  possible  should  be  curetted. 
The  shoulder  should  be  carefully  placed 
through  a full  range  of  motion  to  break 
up  any  intra-articular  adhesions.  Post- 
operatively,  a period  of  exercises  is  neces- 
ary  to  obtain  full  painless  motion.  The 
operation  usually  results  in  dramatic  re- 
lief of  pain. 

We  have  not  used  x-ray  treatments  for 
shoulder  conditions  during  the  past  several 
years.  A large  number  of  patients  that  we 
see  have  completed  one  or  several  courses 


Figure  3.  B : Three  months  postoperative. 


of  x-ray  treatments,  usually  without  bene- 
fit. There  have  been  several  favorable 
reports  concerning  the  use  of  radiotherapy 
in  the  acute  case  of  calcific  tendinitis. 
Since  there  are  inherent  dangers  in  radio- 
therapy, one  should  rule  out  partial  tears 
or  degenerative  tendinitis  before  referring 
the  patient  to  a qualified  radiotherapist. 
Excessive  treatments  or  treatment  of  the 
chronic  case  can  result  in  fibrosis  and 
freezing  of  the  shoulder. 

In  considering  treatment  of  the  frozen 
shoulder  or  adhesive  bursitis,  one  should 
determine,  if  possible,  the  original  cause 
of  the  pain  and  treat  it.  One  must  remem- 
ber that  varied  causes,  such  as  pain  from 
the  cervical  region  and  myocardial  infarc- 
tions, can  produce  this  condition. 

Once  the  shoulder  becomes  stiff  and 
painful,  the  only  way  to  regain  motion  is 
to  use  the  joint.  This  should  be  carefully 
explained  to  the  patient  because  he  must 
have  the  determination  to  carry  through 
with  the  exercises. 

One  of  the  most  effective  means  of 
treatment  is  by  the  physiotherapist.  Heat, 
diathermy,  massage,  combined  with  active 
and  passive  exercises,  will  often  be  all  that 
is  necessary. 

Injection  of  trigger  points  and  painful 
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areas  around  the  shoulder  joint  with  pro- 
caine may  break  up  pain  patterns  and  en- 
able the  patient  to  exercise  more  effective- 
ly. In  the  true  sympathetic  reflex  dys- 
trophy, stellate  ganglion  blocks  may  pro- 
duce dramatic  relief  of  pain. 

Bed  rest  with  lateral  arm  traction  and 
an  overhead  pulley  for  active  exercises 
has  been  a very  effective  type  of  treat- 
ment for  difficult  cases. 

Salicylates  are  used  freely  but  nar- 
cotics are  carefully  avoided,  due  to  the 
prolonged  course  of  treatment.  Systemic 
cortisone  has  not  been  used  by  us,  due  to 
the  dangers  of  the  drug.  We  have  not  felt 
that  the  risk  involved  justifies  the  use  of 
the  drug. 

Manipulation  is  mentioned  last  because 
it  should  be  used  only  after  all  the  other 
methods  have  been  tried.  The  indications 
for  manipulation  under  anesthesia  are  in- 
frequent but  it  still  has  a definite  place. 
It  is  not  indicated  for  the  recent  or  acute 
case.  It  is  reserved  for  the  chronic  case 
where  adhesions  can  be  broken  up  in  order 
to  initiate  recovery.  The  manipulation 
must  be  gentle,  in  order  to  avoid  tearing 
the  tendons  and  fracturing  the  humerus. 
If  too  much  stretching  is  done,  the  joint 
will  freeze  up  even  more.  Two  or  three 
small  manipulations  are  better  than  one 
large  rough  one. 

Head  halter  traction  seems  to  be  the 
best  treatment  for  cervical  radiculitis 
from  either  osteoarthritis  or  cervical  disc 
herniation.  The  cervical  traction  can  be 
either  continuous  or  intermittent.  Dia- 
thermy and  massage  relieve  the  muscle 
spasm.  A cervical  collar  will  often  be 
enough  to  relieve  some  of  the  nerve  root 
irritation.  The  shoulder  joint  must  be 
mobilized,  as  described  under  adhesive 
bursitis. 

In  the  early  stages,  bicipital  tenosyno- 
vitis is  treated  by  resting  the  part  in  bed, 
if  possible.  The  arm  should  be  placed 
through  a painless  arc  of  motion,  daily, 
until  the  acute  inflammation  subsides.  Hy- 
drocortone  infiltration  may  be  beneficial. 
In  the  chronic  or  late  stage,  the  long  head 
of  the  biceps  tendon  is  sectioned  at  its 


insertion  in  the  joint  and  fixed  to  the 
bicipital  groove  in  order  to  eliminate  the 
gliding  mechanism  which  produces  the 
pain. 

Case  4.  A 48-year-old  white  female  was  seen 
in  the  office  complaining  of  right  shoulder  pain 
of  three  months’  duration.  She  said  that  she 
had  had  three  x-ray  treatments  and  several  in- 
jections into  the  shoulder  area,  but  without  re- 
lief. Examination  revealed  a quite  tender  bicipi- 
tal groove  and  she  had  pain  on  abduction  and 
external  rotation.  X-rays  revealed  a large,  dense 
deposit,  (Fig.  4 A).  At  surgery  the  calcific  de- 
posit was  removed.  The  long  head  of  the  biceps 
tendon  was  edematous  and  there  were  filmy  ad- 
hesions attached  to  the  inflamed  sheath.  The 
tendon  was  sectioned  at  its  insertion  and  stapled 
in  the  bicipital  groove.  After  three  months  of 
physiotherapy  she  was  discharged  with  a good 
result,  (Fig.  4B).  The  diagnosis  was  bicipital 
tenosynovitis  in  addition  to  a calcific  tendinitis. 

The  majority  of  writers  now  feel  that 
early  repair  of  cuff  tears  is  not  necessary. 
Most  patients  recover  function  sufficiently 
without  surgery.  The  muscles  of  the  shoul- 
der are  placed  in  their  position  of  rest, 
which  is  at  the  side,  with  the  arm  sup- 
ported in  a sling.  Gradual  progressive 
exercises  are  instituted  and  the  patient  is 


Figure  4.  48-year-old  woman  with  right  should- 
er pain  of  three  months’  duration.  A:  X-rays 
reveal  large,  dense  deposit.  This  deposit  was  re- 
moved and  long  head  of  biceps  tendon  fixed  into 
groove  with  staple. 
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Figure  4.  B : Three  months  postoperative. 

observed  for  a minimum  of  two  weeks  in 
order  to  permit  the  muscle  spasm  to  sub- 
side and  to  allow  for  a more  careful 
examination.  If  the  patient  cannot  main- 
tain the  arm  in  the  abducted  position, 
surgery  is  usually  indicated.  At  surgery 
only  healthy  tissue  is  apposed  without 
tension.  Frequently,  one  must  suture  the 
tendon  end  to  a groove  in  the  region  of 
the  anatomical  neck  through  drill  holes. 
Surgery  may  be  technically  difficult  in 
these  cases.  It  is  usually  beneficial  to  sec- 
tion the  coracoacromial  ligament  and  to 
resect  a portion  of  the  acromion  and  to 
repair  the  deltoid.  Early  pendulum  exer- 
cises are  started.  In  cases  of  massive 
avulsion  of  the  rotator  cuff,  the  prognosis 
is  so  poor  that  primary  shoulder  fusion  is 
indicated  in  some  of  these  cases. 

SUMMARY 

Some  of  the  more  common  cases  of 
shoulder  pain  have  been  discussed  with 
points  in  differential  diagnosis.  Most 
of  the  painful  conditions  in  the  shoulder 
joint  are  due  to  degenerative  changes  in 
the  rotator  cuff.  Referred  or  radicular 
pain  may  result  in  muscular  inactivity  of 
the  shoulder  girdle  wth  development  of 
the  painful,  stiff  shoulder.  Accurate  diag- 


nosis and  early  treatment  are  emphasized 
for  best  results. 
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THE  TREATMENT  OF 
STRONG  YLOIDOSIS  WITH  WIN  5047; 
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ROBERT  McHARDY,  M.  D. 

DONOVAN  C.  BROWNE,  M.  D. 

New  Orleans 

Win  5047,  N- (2,  4-dichlorobenzyl) -N  (2- 
hydroxyethyl)  dichloroacetamine,  is  under 
clinical  evaluation  as  a non-metallic  ameba- 
cidal  compound.1' 2 In  the  course  of  inves- 
tigation we  encountered  patients  concomi- 
tantly parasitized  with  Endamoeba  histo- 
lytica and  Strongyloides  stercoralis  in 
whom  this  agent  apparently  eradicated 
both  the  protozoa  and  the  nematode. 

Since  we  have  been  consistently  unsuc- 
cessful in  the  therapy  of  strongyloidosis  in 
both  the  symptomatic  and  asymptomatic 
phases  of  the  infection,  we  enthusiastically 
began  our  therapeutic  evaluation  of  Win 
5047  in  this  infestation.  Initial  in  vitro 
studies  indicated  no  direct  influence  of 
Win  5047  on  motile  rhabditiform  larvae. 

Initially  a therapeutic  regimen  of  750 
mg.  of  Win  5047,  three  times  a day  for  ten 
days  was  established,  but  resistance  and 
recurrence  were  encountered.  Since  the 
compound  was  well  tolerated  and  has 

From  the  Browne-McHardy  Clinic,  and  the  De- 
partment of  Medicine,  Louisiana  State  University 
School  of  Medicine,  New  Orleans,  La. 

Aided  by  grants  from  the  Medical  Group  Re- 
search Fund  and  the  Department  of  Medical 
Research,  Winthrop-Stearns,  Inc. 

Win  5047,  Mantomide,  was  supplied  by  the  De- 
partment of  Medical  Research,  Winthrop-Stearns, 
Inc. 
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shown  no  toxicity  in  extended  study  2 we 
increased  the  schedule  to  4000  mg.  daily 
for  twenty  days.  Resistance  and  recur- 
rence have  been  frequent,  but  a reasonable 
incidence  of  eradication  prompts  this  re- 
port that  more  extensive  trial  may  estab- 
lish the  therapeutic  status  of  the  drug  in 
strongyloidosis. 

Twenty-seven  cases  treated  have  been 
available  for  an  adequate  follow-up  study 
under  our  supervision.  All  27  patients  had 
shown  no  response  whatever  to  gentian 
violet. 

Stool  studies  after  therapy  showed  per- 
sistent parasitization  in  14  patients.  In  7 
patients  the  infestation  was  cleared  for 
periods  varying  from  eighteen  to  ninety- 


six  days,  with  recurrence  in  all  7.  An 
additional  6 patients  have  had  no  demon- 
strable recurrence  of  the  parasite ; the 
follow-up  has  averaged  three  months,  with 
the  longest  study  nine  months.  The  drug 
has  shown  no  side  effects  in  any  case. 

SUMMARY 

A well  tolerated  non-metallic  compound, 
Win  5047,  Mantomide,  may  be  a useful 
therapeutic  agent  in  strongyloidosis.  It 
has  proved  more  efficient  and  innocuous 
than  gentian  violet  in  a limited  study. 
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MEDICAL  IMPLICATIONS  OF 
H.R.  7225  A SERIOUS  THREAT 
TO  AMERICAN  MEDICINE 
“Vice  is  a monster  of  so  frightful  mien, 
As  to  be  hated  needs  but  to  be  seen ; 

Yet  seen  too  oft,  familiar  with  her  face, 
We  first  endure,  then  pity,  then  em- 
brace.” 

This  quotation  summarizes  the  method 
of  approach  which  socialists  in  and  out 
of  the  government  have  adopted  to  bring 
into  operation  compulsory  sickness  insur- 


ance, socialized  medicine,  and  the  welfare 
state.  The  threat  of  just  such  an  action 
is  now  pending  in  Congress.  The  Bill  in 
question  is  H.R.  7225,  known  as  the  Social 
Security  Amendments  of  1955.  This  legis- 
lation first  was  rushed  through  the  House 
Ways  and  Means  Committee  meeting  in 
brief  executive  session  without  public 
hearings.  Then  it  was  passed  by  the  House 
of  Representatives,  on  July  18,  by  a roll 
call  vote  of  372  to  31,  under  a procedure 
suspending  the  rules,  barring  amendments, 
limiting  debate  to  forty  minutes,  and  re- 
quiring a two-thirds  vote  for  approval. 
This  precipitate  action  was  taken  despite 
the  protests  of  numerous  Congressmen 
who  demanded  open  hearings  and  cai'eful 
consideration  of  the  bill. 

This  bill  is  now  before  the  Senate  Fi- 
nance Committee.  Hearings  are  planned 
during  the  current  month.  The  danger 
inherent  in  this  bill  is  that  it  is  another 
and  most  serious  step  in  the  series  of 
successive  efforts  to  bring  American  Medi- 
cine into  the  welfare  state.  To  appreciate 
the  gravity  of  the  situation  it  is  necessary 
to  reflect  that  under  the  influence  of  the 
socialist  group  the  people  of  this  country 
have  been  brought  further  towards  the 
welfare  state  in  the  last  twenty  years  than 
ir.  all  our  previous  history. 

When  the  Social  Security  Act  was  first 
put  into  law  in  1935,  a group  of  socialist 
experts  tried  to  have  national  compulsory 
insurance  included  in  the  original  bill. 
This  was  excluded  at  that  time.  At  ap- 
proximately two  year  intervals,  bills  were 
introduced  attempting  to  establish  state 
medicine  in  one  stroke.  Opposition  to 
them  was  forthright  and  effective,  and 
they  did  not  come  to  a vote.  In  1950,  a 
different  plan  was  adopted,  and  the  medi- 
cal profession  received  its  first  significant 
setback  in  its  efforts  to  prevent  state 
medicine.  A bill  which  came  to  be  the 
Social  Security  Act  Amendments  of  1950 
(P.  L.  734,  Sec.  1405,  81st  Congress,  1950). 
was  passed  which  would  supply,  among 
other  things,  medical  and  remedial  care 
for  needy  individuals  18  years  of  age  or 
older,  who  were  permanently  or  totally 


30 


Editorial 


disabled.  The  next  step  in  the  program 
was  enacted  as  a part  of  the  Social  Se- 
curity Act  Amendments  of  1952,  provid- 
ing that  persons  covered  under  the  act, 
on  becoming  disabled,  would  have  their 
old  age  benefits  frozen  at  the  time  of  dis- 
ability onset.  It  was  described  as  a “foot 
in  the  door”  bill  setting  up  certification 
procedures.  This  was  opposed  by  organ- 
ized medicine  and  the  clause  was  inserted 
limiting  its  action  to  one  year.  Two  years 
later,  in  1954,  it  was  reenacted  as  Public 
Law  761,  this  time  under  Republican  ad- 
ministration. The  operation  of  this  law 
is  such  that  in  the  beginning  disabled  per- 
sons are  to  go  to  their  own  physicians  for 
a certificate  of  disability.  However,  when 
the  program  is  in  full  swing  it  is  antici- 
pated that  a system  of  government  paid 
physicians  will  be  required. 

The  next  step  in  this  progression  of 
events  is  H.R.  7225  referred  to  above. 
This  bill  now  before  the  Senate  would, 
among  other  things,  lower  the  Social  Se- 
curity retirement  age  for  women  from  65 
to  62 ; expand  compulsory  Social  Security 
coverage  to  all  self-employed  professional 
groups  except  physicians;  extend  monthly 
benefits  for  permanently  and  totally  dis- 
abled children  beyond  the  age  of  18 ; and 
raise  Social  Security  taxes  above  the  pre- 
viously enacted  schedules  for  the  next 
twenty  years.  The  portion  of  the  bill  most 
dangerous  for  physicians  is  the  one  which 
would  make  permanently  and  totally  dis- 
abled persons  eligible  to  receive  their 
Social  Security  retirement  benefits  at  age 
50  instead  of  65.  This  is  of  particular 
concern  to  us  because  these  provisions 
would  directly  affect  physicians  in  the 
practice  of  medicine.  Physicians  would  be 
involved  in  determining  total  and  perma- 
nent disability,  and  providing  rehabilita- 
tion services  required  by  the  legislation 
before  cash  benefit  is  paid.  It  is  pre- 
sumed that  in  this  situation  they  would  be 
under  federal  regulation.  Physicians,  it 
is  obvious,  would  be  under  constant  pres- 
sures from  government  administrators 
and  patients  seeking  disability  certifica- 
tion, which  would  cause  increasing  har- 


rassment  of  the  medical  profession. 

In  this  guise,  therefore,  the  bill  is  clear- 
ly another  step  in  the  extension  of  gov- 
ernment control  over  the  medical  pro- 
fession. 

As  has  been  pointed  out,  this  bill  raises 
grave  questions  relating  to  the  welfare  of 
cur  patients.  There  will  be  points  of  con- 
flict in  our  efforts  to  discharge  our  ob- 
ligations to  those  whom  we  serve.  In  the 
guise  of  aiding  those  who  are  disabled,  it 
would  hamper  their  return  to  a useful 
life.  Cash  benefits  may  hinder  rather  than 
promote  rehabilitation  of  the  disabled. 

It  is  anticipated  if  this  bill  passes  that 
the  next  one  will  be  permanent  disability 
benefits  at  any  age ; then  cash  benefits 
for  temporarily  disabled;  direct  federal 
payments  for  hospital  and  medical  costs; 
and  ultimately,  full  fledged  system  of  tax 
paid  compulsory  medical  care. 

Successive  increments  of  socialism  have 
been  introduced  in  these  four  bills.  The 
most  recent  one  is  obviously  the  most 
dangerous.  Estimating  the  amount  of 
danger  inherent  in  a plan  of  this  kind,  it 
should  be  taken  into  consideration,  as  has 
been  pointed  out  by  others,  that  socialistic 
manipulation  of  the  machinery  of  govern- 
ment is  attacking  American  Medicine  on 
at  least  six  major  fronts  for  the  purpose 
of  nationalizing  the  profession.  Three  of 
these  are  the  three  bills  enumerated  above. 
The  others  are : the  Veterans  program  of 
medical  care  for  nonservice  connected  dis- 
abilities ; the  medical  care  program  for 
dependents  of  men  in  the  armed  forces, 
for  which  doctors  are  drafted  under  dis- 
criminatory, and  what  should  be  uncon- 
stitutional legislation,  to  provide  free  care 
for  those  not  in  military  service;  and  the 
current  effort  towards  the  compulsory  in- 
clusion of  physicians  in  the  Social  Secur- 
ity taxing  system. 

The  profession  faces  a major  attack  at 
this  time  and  in  the  months  just  ahead. 
Every  physician  should  inform  himself  as 
to  the  implications  of  this  bill.  He  should 
make  every  effort  to  see  that  his  repre- 
sentatives  in  Congress  appreciate  the  rea- 
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sons  why  he  and  the  medical  profession 
are  opposed  to  it.  The  position  of  organ- 
ized medicine  may  be  summarized : that 
the  bill  would  have  a far  reaching  impact 
on  the  practice  of  medicine  and  an  un- 


predictable financial  effect  on  the  Social 
Security  system.  No  crisis  exists  demand- 
ing hasty  and  ill-considered  action  in  a 
matter  so  important.  Cash  handouts  would 
hinder  rather  than  promote  rehabilitation. 


o 
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The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


DO  YOU  WANT  SOCIALIZED  OR 
FEDERAL  MEDICINE? 

The  following  information  on  H.R.  7225  car- 
rying the  Social  Security  Amendments  of  1955 
presented  by  the  American  Medical  Association 
and  Association  of  American  Physicians  and 
Surgeons  is  furnished  to  better  inform  you  as 
to  how  the  Federal  Government  is  attempting 
to  nationalize  medicine. 

RESOLUTION  ON  SOCIAL  SECURITY 
Adopted  Dec.  1,  1955  by  the  House  of  Delegates 
of  the  AMA 

Whereas,  The  Old  Age  and  Survivors  Insur- 
ance section  of  the  Social  Security  Act  has  be- 
come an  important  source  of  retirement  and  sur- 
vivors’ security  for  the  American  people,  and 
Social  Security  payments  represent  an  important 
element  of  personal  income  in  the  national  econ- 
omy; and 

Whereas,  Liberalizing  amendments  to  the  Social 
Security  Act  have  been  so  frequently  enacted  in 
election  years  as  to  justify  the  inference  that 
political  expediency  rather  than  sound  public  pol- 
icy was  their  motivation  ;and 

Whereas,  The  Social  Security  Amendments  of 
1955  (H.R.  7225,  84th  Congress)  represent  an 
irresponsible  political  approach  to  amendment  of 
the  Social  Security  Act,  in  that  this  measure  was 
conceived  in  secret  in  the  Committee  on  Ways 
and  Means,  adopted  in  brief  executive  session 
without  public  hearings  despite  the  request  of 
many  witnesses  to  be  heard,  rushed  to  the  floor 
of  the  House  of  Representatives  before  the  report 
of  the  Committee  on  Ways  and  Means  was  avail- 
able, pressured  through  the  House  by  a maneuver 
which  by-passed  the  Committee  on  Rules,  per- 
mitted no  amendments  and  allowed  only  forty 
minutes  of  debate;  and 

Whereas,  This  measure  includes  sections  which 
would  authorize  payment  of  federal  cash  disabil- 
ity benefits  to  selected  individuals  under  the  Old 
Age  and  Survivors  Insurance  section  of  the  Social 
Security  Act,  as  a matter  of  statutory  right  and 


without  regard  for  the  need  of  these  individuals 
for  cash  assistance;  and  such  cash  benefits  con- 
tingent on  continued  disability  are  known  to  be 
contrary  to  sound  medical  practice  in  the  treat- 
ment and  rehabilitation  of  the  physically  and 
mentally  disabled;  and 

Whereas,  The  American  system  of  the  private 
practice  of  medicine,  keeping  inviolate  the  physi- 
cian - patient  relationship,  has  brought  to  the 
American  people  the  world’s  highest  standard  of 
medical  care,  any  interference  by  a third  party, 
government  or  private,  with  the  physician-patient 
relationship  will  destroy  the  principle  upon  which 
our  successful  system  of  medical  care  has  been 
built  and  will  lead  inevitably  to  the  deterioration 
of  the  quality  of  medical  care  available  to  the 
American  people;  and 

Whereas,  There  has  never  been  an  adequate, 
objective,  unbiased  study  of  the  nature,  cost  and 
scope  of  the  Old  Age  and  Survivors  Insurance  sec- 
tion of  the  Social  Security  Act  and  its  economic, 
social  and  political  impact  on  the  American 
people;  therefore  be  it 

Resolved,  That  the  American  Medical  Associ- 
ation reiterate  in  the  strongest  possible  terms  its 
determination  to  resist  any  encroachment  upon 
the  American  system  of  medical  practice  which 
would  be  detrimental  to  our  patients,  the  Ameri- 
can people,  and  be  it  further 

Resolved,  That  the  American  Medical  Associ- 
ation urge  and  support  the  creation  of  a well- 
qualified  commission,  either  governmental  or  pri- 
vate, or  both,  to  make  a thorough,  objective  and 
impartial  study  of  the  economic,  social  and  politi- 
cal impact  of  Social  Security,  both  medical  and 
otherwise,  and  that  the  facts  developed  by  such 
a study  should  be  the  sole  basis  for  objective  non- 
political improvements  to  the  Social  Security  Act, 
for  the  benefit  of  all  of  the  American  people; 
and  be  it  further 

Resolved,  That  the  American  Medical  Associ- 
ation pledges  its  wholehearted  co-operation  in 
such  a study  of  Social  Security  in  the  United 
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States,  and  will  devote  its  best  efforts  to  procur- 
ing and  providing  full  information  on  the  medical 
aspects  of  disability,  rehabilitation,  and  medical 
care  of  the  disabled;  and  be  it  further 

Resolved,  That  copies  of  this  resolution  be 
transmitted  to  the  President  of  the  United  States, 
to  all  members  of  the  Cabinet,  to  all  members  of 
the  Congress,  and  to  all  constituent  state  medical 
associations. 

WHY  YOU  SHOULD  OPPOSE  HR-7225 

(The  Social  Security  Amendments  of  1955) 

HR-7225  was  passed  by  the  House  last  July  and 
requires  only  favorable  action  by  the  Senate  and 
the  President’s  signature  to  become  law. 

Social  Security  (and  HR-7225)  is  wrong  on 
many  counts: 

1.  It  operates  under  communistic  compulsion — 
the  only  way  it  can  function; 

2.  Under  compulsion  it  extracts  exorbitant 
taxes  (with  no  limit)  in  return  for  so-called 
benefits  which  are  not  guaranteed; 

3.  It  is  actuarially  unsound  because  the  com- 
pulsorily collected  taxes  have  no  relation- 
ship to  so-called  benefits;  the  amount  of 
forced  collections  falls  billions  of  dollars 
short  of  financing  the  payment  of  “bene- 
fits” ; 

4.  Its  continued  actuarially  unsound  operation 
will  require  the  taxing  of  our  children  and 
their  children  to  pay  cash  “gratuities”  to 
old  and  disabled  people  of  our  generation; 

5.  It  attacks  and  destroys  the  moral  fibre  of 
the  individual  and  the  nation; 

6.  It  kills  initiative  and  the  self  respect  of 
citizens  who  are  better  able  to  provide  their 
own  “security”  than  an  incompetent  bu- 
reaucracy functioning  in  a government  al- 
most $300  billion  in  debt; 

7.  It  is  a certain  route  to  socialized  medicine 
and  overall  Socialism; 

8.  The  1955  Amendments  (HR-7225)  would 
require  physicians  to  practice  socialized 
medicine.  Medical  certification  of  disability 
and  medical  rehabilitation  would  be  done  by 
doctors  under  the  control  and  pay  of  the 
federal  government. 

9.  Doctors  would  face  the  horrible  prospect  of 
possible  pressures  from  families,  friends, 
ward  politicians  and  even  Congressmen,  to 
certify  a man  as  disabled,  and 

10.  Cash  payments  to  the  disabled  would  en- 
courage malingering  and  obstruct  rehabili- 
tation. 

A pamphlet,  written  by  Dr.  Marjorie  Shearon, 
editor  of  Challenge  to  Socialism,  describes  and 
documents  how  American  medicine  has  been  los- 
ing ground.  We  urge  you  to  read  the  pamphlet 
carefully.  It  isn’t  pleasant  reading  because  it 
reports  factually  on  how  the  socialists  are  taking 
over  the  practice  of  medicine  and  other  parts 
of  our  economy.  However,  we  hope  it  will 


have  the  effect  of  stimulating  you,  your  col- 
leagues, auxiliary  members  and  all  patriotic 
Americans,  at  all  community  levels,  to  take  mili- 
tant action  against  this  legislative  monstrosity, 
HR-7225. 

The  Senate  Finance  Committee  (Senator  Harry 
F Byrd,  Chairman)  will  hold  hearings  on  HR- 
7225  shortly  after  Congress  convenes.  AAPS 
will  present  testimony  in  opposition  to  the  meas- 
ure at  the  hearings.  However,  this  is  not  nearly 
enough.  If  American  medicine  is  to  halt  the 
steady  march  to  Socialism  and  defeat  HR-7225, 
it  is  going  to  require  the  writing  of  thousands 
of  letters  and  wires  by  thousands  of  individual 
citizens  to  their  two  Senators  and  Senator  Byrd. 
Local  educational  campaigns  on  the  implications 
of  HR-7225  must  be  conducted  and  every  legiti- 
mate medium  employed  to  focus  wide  public  at- 
tention on  HR-7225  which  has  been  politically 
inspired  as  a means  of  offering  bribes  to  the 
voters  in  an  election  year. 

Time  is  short  and  we  urge  you  to  act  at  once. 

Leaflet  No.  4,  by  Marjorie  Shearon,  Editor  of 
Challenge  to  Socialism,  listing  Social  Security 
facts  in  her  last  paragraph  has  this  to  say: 

“Physicians  have  lost  ground  steadily  since 
1950  in  the  halls  of  Congress.  They  have  suffered 
one  defeat  after  another  that  could  have  been 
avoided.  Apathy  and  despair  have  been  to  blame. 
Unquestionably,  1956  will  decide  whether  Ameri- 
can Medicine  is  ultimately  to  be  taken  over  by 
the  Federal  Government,  as  in  Russia,  England, 
and  Germany.  H.R.  7225  is  the  bill  that  will  de- 
cide physicians’  fate  for  decades  to  come.  Social 
Security  Amendments  are  the  Legislative  Route 
To  The  Welfare  State.” 

We  implore  each  and  every  member  of  our 
Society  to  wire,  write  or  personally  contact  Sen- 
ators Ellender  and  Long  and  also  Senator  Harry 
F.  Byrd,  Chairman  of  the  Senate  Finance  Com- 
mittee, requesting  them  to  do  everything  within 
their  power  to  defeat  this  bill  as  it  now  stands 
with  its  damaging  amendments.  Don’t  delay — 
do  it  now — tomorrow  may  be  too  late. 


ARE  YOU  INTERESTED? 

Our  Public  Relations  Consultants,  Perret  and 
Kalman  and  our  Legislative  representative,  Mr. 
Percy  J.  Landry  have  been  very  active  during  the 
past  few  weeks  in  attending  District,  Parish  and 
Hospital  Staff  meetings  in  the  interest  of  our 
Society  and  its  members,  apprising  them  of  the 
programs  inaugurated  and  being  executed  for 
the  good  of  organized  medicine  and  the  public. 
These  gentlemen  have  appeared  on  the  programs 
of  Orleans  Parish,  East  Baton  Rouge,  Caddo 
(Shreveport)  Parish,  the  7th  District  Society  at 
Lake  Charles,  the  Second  District  Society  and 
the  Staff  Society  meetings  of  Mercy  and  Hotel 
Dieu  Hospitals  in  New  Orleans. 

We  are  in  the  process  of  developing  a code  of 
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ethics  and  cooperation  between  the  Society  and 
the  Press  with  the  hope  of  creating  better  Public 
Relations  between  these  two  groups. 

A newsletter  will  soon  go  out  to  all  members 
keeping  them  informed  regarding  current  prob- 
lems and  events  of  interest  to  the  membership. 
We  hope  to  bring  you  these  messages  in  a brief 
and  concise  manner  and  sincerely  hope  you  will 
give  our  efforts  due  consideration  in  reading  the 
newsletter.  After  all,  this  is  your  Society  and 
your  Consultants  in  Public  Relations  and  Legis- 
lation and  associates  are  merely  doing  for  you 
that  which  we  sincerely  hope  you  desire  us  to  do. 

Won’t  you  help  us  in  furnishing  information 
about  you  and  your  members  and  the  activities 


of  your  Parish  and  District  Societies  in  order  that 
your  confreres  in  other  sections  of  the  State  might 
be  kept  informed?  Any  and  all  news  items  will 
be  welcomed  and  appreciated. 

Please  remember  that  our  Public  Relations 
Consultants  and  our  Legislative  Counselor  will 
be  only  too  glad  of  the  opportunity  of  appearing 
on  your  program  and  advise  with  you  on  any 
matters  connected  with  publicity,  TV  or  legis- 
lation. 

If  you  will  write  me,  your  Secretary,  every  ef- 
fort will  be  made  to  fit  our  schedule  to  your 
program  and  needs. 

Please  advise  us  dates,  places  and  time  of  your 
Society  or  medical  staff  meetings. 


O- 


MEDICAL  NEWS  SECTION 

CALENDAR 


PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

Calcasieu 

East  Baton  Rouge 

Morehouse 

Natchitoches 

Orleans 

Ouachita 

Rapides 

Sabine 

Tangipahoa 

Second  District 

Shreveport 

Vernon 


Date 

Fourth  Tuesday  every  other  month 
Second  Tuesday  of  every  month 
Third  Thursday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Thursday  of  every  month 
First  Monday  of  every  month 
First  Wednesday  of  every  month 
Second  and  fourth  Thursdays 
of  every  month 

Third  Thursday  of  every  month 
First  Tuesday  of  every  month 
First  Thursday  of  every  month 


Place 

Lake  Charles 
Baton  Rouge 
Bastrop 

New  Orleans 

Monroe 

Alexandria 


Independence 

Shreveport 


A LOOK  AT  MEDICAL  COLOR  TELEVISION 

This  year  color  television  will  make  its  fourth 
apperance  in  the  postgraduate  teaching  program 
of  the  New  Orleans  Graduate  Medical  Assembly. 
The  addition  of  color  telecasts  to  the  traditional 
postgraduate  teaching  programs  of  professional 
meetings  began  six  years  ago  when  Smith,  Kline 
& French  Laboratories  first  sponsored  this  service 
to  the  medical  profession. 

In  June  1949,  at  the  Annual  Meeting  of  the 
American  Medical  Association,  SKF  presented 
the  first  program  of  any  kind  ever  to  be  televised 
in  color.  To  date,  more  than  386,000  doctor- 
visits  have  been  made  to  SKF  telecasts  at  79 
medical  meetings.  The  TV  Unit  has  not  confined 
itself  to  this  country  alone,  but  has  carried  medi- 
cal color  television  to  Montreal  and  Paris  as  well. 

Permanent  color  TV  facilities  already  have 
been  installed  at  four  universities  and  three 
school-affiliated  hospitals,  where  it  is  widely  em- 
ployed in  undergraduate  medical  instruction. 

Why  has  color  television  been  received  with 
such  wide  and  enthusiastic  acceptance  by  the 


medical  profession?  Because  it  met  an  urgent 
need  of  modern  medical  education,  a need  brought 
about,  ironically  enough,  by  the  progress  of  medi- 
cine. Surgery  today  requires  an  operating  team 
that  surrounds  the  operating  table.  Consequently, 
most  of  the  intricacies  of  an  operative  procedure 
are  lost  to  viewers  seated  in  an  amphitheater, 
even  those  amphitheaters  that  are  of  the  most 
modern  design.  Thus,  as  a result  of  the  develop- 
ment of  the  surgical  team,  the  all-important 
teaching  method  of  close-up  observation  by  stu- 
dents and  interested  graduates  has  suffered  a 
real  setback.  The  difficulty  is  much  the  same  in 
teaching  clinics.  The  details  of  a clinical  demon- 
stration often  can  be  seen  satisfactorily  by  only 
a small  number  of  persons,  a situation  reducing 
the  clinic’s  teaching  effectiveness. 

Color  television  is  “revolutionary”  in  that  it 
not  only  reinstates  the  close-up  teaching  method, 
but  greatly  improves  it.  Once  having  seen  the 
ease  with  which  the  camera  can  televise  items 
very  small  or  very  large  in  rapid  sequence,  a 
physician  can  appreciate  what  it  means  to  stu- 
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dents  and  other  doctors  when  the  eye  of  the 
camera  brings  them  to  within  inches  of  operative 
and  clinical  procedures. 

When  the  camera  is  focused  on  a surgical  field, 
the  audience’s  view  is  better  than  that  available 
to  some  members  of  the  operating  team.  At  a 
recent  medical  meeting  where  eye  operations  were 
being  televised,  the  eye  as  seen  on  the  giant 
screens  was  approximately  three  feet  high  and 
four  feet  wide.  While  such  a vivid  picture  would 
be  no  less  than  horrible  to  a lay  audience,  the 
almost  unlimited  possibilities  for  medical  educa- 
tion implied  in  this  same  picture  should  be  ap- 
parent to  every  physician. 

The  possibility  of  using  color  television  for 
undergraduate  medical  instruction  does  not  mean 
that  the  staffs  of  medical  schools  will  have  to  be 
part  actors,  part  TV  technicians.  It  does  mean 
that  the  greatest  variety  of  pertinent  clinical 
material  and  close-up  views  of  “live”  surgical 
procedures  can  easily  be  brought  to  vastly  in- 
creased undergraduate  audiences.  Color  television 
can  be  expected  to  count  heavily  in  any  future 
plans  concerned  with  new  techniques  for  medical 
education. 


CHILDREN  CAN  INHALE  SUBSTANCES 
WHICH  CAUSE  SKIN  DISEASES 

Inhaling  such  substances  as  house  dust  and 
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The  Human  Brain  in  Sagittal  Section;  by  Marcus 
Singer,  Ph.D.  and  Paul  I.  Yakovlev,  M.  D., 
Springfield,  Illinois,  Charles  C Thomas,  Publi- 
cation No.  228,  1954.  Pp.  81.  Price  $7.75. 

The  accuracy  and  technical  excellence  of  this 
beautiful  atlas  of  fiber  tracts  is  a tribute  to  the 
high  standards  of  the  authors  and  the  editors. 
The  logic  of  having  single  large  sections  which 
give  a panorama  of  the  central  pathways  from 
the  medulla  to  the  cortex  is  borne  out.  Twenty- 
nine  sections,  enlarged  1.5  times,  are  prepared  to 
give  a complete  pattern  of  the  brain  from  the 
midline  to  a point  30.9  mm.  from  this  point.  Six- 
teen of  the  midline  sections  are  enlarged  2.5 
times.  This  atlas  should  prove  a helpful  adjunct 
to  three-dimensional  appreciation  of  the  major 
tracts  of  the  brain  for  the  student  at  any  level. 

W.  Randolph  Page,  M.  D. 

The  Clinical  Significance  of  Disturbances  in  the 
Delivery  of  Sweat;  by  Marion  B.  Sulzberger, 
M.  D.,  and  Franz  Herrmann,  M.  D.,  Springfield, 
Illinois:  Charles  C Thomas,  1954,  55  illus.  pages 
212.  Price  $6.75. 

This  book  deals  first  with  some  of  the  investi- 
gative methods  for  assaying  the  quantity  and 
other  characteristics  of  sweat.  Resulting  physio- 
logical data  are  presented. 


ragweed  pollen  can  cause  skin  disease  as  well  as 
asthma  in  some  children,  said  a Philadelphia 
physician. 

Dr.  Louis  Tuft,  Temple  University  School  of 
Medicine,  reported  on  “inhaled”  allergens  in  a 
recent  American  Journal  of  Diseases  of  Children, 
published  by  the  American  Medical  Association. 

He  said  for  many  years  allergic  eczema,  a 
form  of  skin  disease,  was  treated  like  other 
“eczemas”  and  was  blamed  on  allergy-producing 
foods  such  as  milk,  wheat  and  eggs.  He  said 
that  food  can  cause  this  kind  of  skin  disease  but 
that  it  often  results  from  simply  inhaling  aller- 
gens notably  ragweed.  Frequently  both  skin  dis- 
ease and  asthma  are  caused  by  the  same  sub- 
stance. 

Chief  causes  of  the  disease  are  house  dust, 
plant  pollens,  wool,  silk,  tiny  scales  from  animal 
hair  or  feathers,  insecticides,  and  atmospheric 
molds  (particularly  in  the  Midwestern,  or  grain, 
areas  of  the  country).  Children  may  get  allergic 
eczema  from  rabbits,  cats,  horses,  and  dogs. 
While  some  cases  may  be  treated  by  desensitiz- 
ing injections  like  those  used  in  asthma,  the 
usual  treatment  is  to  remove  the  cause. 

Dr.  Tuft  noted  that  it  is  even  possible  children 
may  be  allergic  to  dander  in  the  scalps  of  their 
parents — but  this  has  never  been  proved.  Until 
it  is,  he  said,  “one  must  withhold  judgment,”  but 
it  does  no  harm  to  take  precautions. 
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The  author  then  discusses  the  pathogenesis  and 
characteristics  of  disturbances  in  the  delivery  of 
sweat  under  the  headings  of  hyperhidrosis,  hypo- 
hidrosis  and  anhidrosis,  and  dyshidrosis.  The 
basic  pathological,  physiological,  and  pharmaco- 
logical aspects  are  presented  along  with  the  em- 
phasis on  the  impoi’tance  of  these  sweat  distur- 
bances clinically.  A considerable  number  of  ex- 
cellent clinical  pictures  and  photomicrographs  are 
given.  In  keeping  with  its  title,  this  book  does 
not  deal  primarily  with  the  differential  diagnoses 
of  any  specific  skin  diseases.  The  known  treat- 
ment of  the  common  disturbances  is  discussed. 
Numerous  avenues  for  new  investigative  research 
are  pointed  out  from  time  to  time. 

This  monograph  provides  excellent  informative 
reading  on  a subject  that  is  important  both  to 
the  investigative  worker  and  the  clinician. 

Marvin  Chernosky,  M.  D. 


PUBLICATIONS  RECEIVED 

Philosophical  Library,  N.  Y. : Hypnotic  Sugges- 
tion; Its  Role  in  Psychoneurotic  and  Psychoso- 
matic Disorders,  by  S.  J.  Van  Pelt. 

Charles  C Thomas,  Publisher,  Springfield,  111.: 
Subacute  Bacterial  Endocarditis,  by  Andrew  Kerr, 
Jr.,  M.  D. 
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pro-banthTne®  for  anticholinergic  action 


A Combined  Neuro-Effector 
and  Ganglion  Inhibitor 

Pro-Bantlfme  consistently  controls  gastrointestinal 
hypermotility  and  spasm  and  the  attendant  symptoms 


Pro-Banthine  is  an  improved  anticholinergic 
compound.  Its  unique  pharmacologic  proper- 
ties are  a decided  advance  in  the  control  of  the 
most  common  symptoms  of  smooth  muscle  spasm 
in  all  segments  of  the  gastrointestinal  tract. 

By  controlling  excess  motility  of  the  gastroin- 
testinal tract,  Pro-Banthine  has  found  wide  use1 
in  the  treatment  of  peptic  ulcer,  functional  diar- 
rheas, regional  enteritis  and  ulcerative  colitis.  It 


is  also  valuable  in  the  treatment  of  pylorospasm 
and  spasm  of  the  sphincter  of  Oddi. 

Roback  and  Beal2  found  that  Pro-Banthine 
orally  was  an  "inhibitor  of  spontaneous  and  his- 
tamine-stimulated gastric  secretion”  which  “re- 
sulted in  marked  and  prolonged  inhibition  of  the 
motility  of  the  stomach,  jejunum,  and  colon. . . .” 

Therapy  with  Pro-Banthine  is  remarkably  free 
from  reactions  associated  with  parasympathetic 
inhibition.  Dryness  of  the  mouth  and  blurred 
vision  are  much  less  common  with  Pro-Banthine 
than  with  other  potent  anticholinergic  agents. 

In  Roback  and  Beal's2  series  “Side  effects  were 
almost  entirely  absent  in  single  doses  of  30  or 
40  mg. . . 

Pro-Banthine  O-diisopropylaminoethyl  xan- 
thene-9-carboxylate  methobromide,  brand  of 
propantheline  bromide)  is  available  in  three  dos- 
age forms:  sugar-coated  tablets  of  15  mg. ; sugar- 
coated  tablets  of  15  mg.  of  Pro-Banthine  with  15 
mg.  of  phenobarbital,  for  use  when  anxiety  and 
tension  are  complicating  factors;  ampuls  of  30 
mg.,  for  more  rapid  effects  and  in  instances  when 
oral  medication  is  impractical  or  impossible. 

For  the  average  patient  one  tablet  of  Pro- 
Banthine  (15  mg.)  with  each  meal  and  two  tablets 
(30  mg.)  at  bedtime  will  be  adequate.  G.  D. 
Searle  & Co.,  Research  in  the  Service  of  Medicine. 


1.  Schwartz  I.  R.;  Lehman,  E. ; Ostrove,  R.,  and  Seibel,  J.  M. : 
Gastroenterology  25:416  (Nov.)  1953. 

2.  Roback,  R.  A.,  and  Beal,  J.  M. : Gastroenterology  25: 24 
(Sept.)  1953. 


Clinical  trial  packages  of  Pro-Banthine  and  the  new  booklet,  " Cose 
Histories  of  Anticholinergic  Action are  available  on  request  to  . . . 


P.  O.  Box  51  10-B-14 
Chicago  80,  Illinois 


Hydrochloride 
Tetracycline  HC1  Lederle 


/idely  prescribed  because  of  these  important  advantages: 

) rapid  diffusion  and  penetration 
) prompt  control  of  infection 
) negligible  side  effects 

) true  broad-spectrum  activity  (proved  effective 
against  a wide  variety  of  infections  caused  by 
Gram-positive  and  Gram-negative  bacteria,  rick- 
ettsiae,  and  certain  viruses  and  protozoa) 

) every  gram  produced  in  Lederle’s  own  labora- 
tories under  rigid  quality  control,  and  offered 
only  under  the  Lederle  label 
) a complete  line  of  dosage  forms 

EDERLE  LABORATORIES  DIVISION  amer/caw  G/tinamid company  PEARL  RIVER,  NEW  YORK 


EG.  U.  S.  PAT.  OFF. 
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les,  you  can  have  Real  Tobacco 
Taste  in  a Filter  Cigarette  ! 


The  VICEROY  filter  tip  contains 
20,000  tiny  filters  made  exclusively 
from  pure,  white  cellulose.  This  is 
twice  as  many  as  the  next  two  largest- 
selling  filter  brands. 


No  wonder  VICEROY  gives  you  that 
fresh,  clean,  real  tobacco  taste  you 
miss  in  other  filter  brands.  No  wonder 
so  many  doctors  now  smoke  and 
recommend  King-Size  VICEROYS. 


— 


ONLY  VICEROY  GIVES  YOU 


TWICE  AS  MANY  AS  THE 
NEXT  TWO  LARGEST-SELLING 
FILTER  BRANDS ...  FOR 
REAL  TOBACCO  TASTE! 


Viceroy 

filter  cjip 

CIGARETTES 

KING-SIZE 


CEROY 


World’s  Most  Popular  Filter  Tip  Cigarette 
Only  a Penny  or  Two  More 
Than  Cigarettes  Without  Filters 
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SICK  and 

COHVMlSCtNT 


th  menus 


New  Booklet  Presents 
Latest  Facts  on  Feeding  the  Sick 


UNflAVO»j0 


Adequate  nutrition  during  illness  and  convalescence  is 
essential  for  recovery  whether  the  patient  is  managed  in 
the  hospital  or  at  home.  In  the  latter  case,  physicians 
often  must  devote  much  time  to  instructing  those  re- 
sponsible for  caring  for  the  sick  in  good  nutritional 
practices. 

“Meal  Planning  for  the  Sick  and  Convalescent”  has 
been  designed  to  relieve  you  of  the  need  for  repeating 
over  and  over  again  essential  dietary  facts.  This  new 
Knox  booklet  presents  in  layman’s  language  the  latest 
nutritional  applications  oi  proteins,  vitamins  and  min- 
erals, gives  practical  hints  on  serving  food  to  adults 
and  children,  suggests  ways  to  stimulate  appetite  and 
describes  diets  from  clear  liquid  to  full  convalescent. 
Best  of  all  it  offers  the  homemaker  for  the  first  time 
detailed  daily  suggested  menus  for  each  type  of  diet, 


plus  14  pages  of  tested  nourishing  recipes. 

If  you  would  like  copies  of  this  new  timesaving  Knox 
booklet  for  your  practice,  use  the  coupon  below. 


Chas.  B.  Knox  Gelatine  Company,  Inc. 
Professional  Service  Department  SJ-13 
Johnstown,  N.  Y. 

Please  send  me copies  of  the  new  Knox 

“Sick  and  Convalescent”  booklet. 

YOUR  NAME  AND  ADDRESS 
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The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
15c  Bottle  of  24  tablets  (2’4  grs.  each). 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 


*<• 
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(HYOROCORTONE®  WITH  PROPADRINE®  AND  NEOMYCIN! 


NASAL 

SUSPENSION 


Anti-inflammatory — 
Decongestant — Antibacterial 


Topically  applied  hydrocortisone1  in  therapeutic 
concentrations  has  been  shown  to  afford  a sig- 
nificant degree  of  subjective  and  objective  im- 
provement in  a high  percentage  of  patients 
suffering  from  various  types  of  rhinitis.  Hydro- 
spray provides  Hydrocortone  in  a concentra- 
tion of  0.1  % plus  a safe  but  potent  decongestant, 
Propadrine,  and  a wide-spectrum  antibiotic, 
Neomycin,  with  low  sensitization  potential.  This 
combination  provides  a three-fold  attack  on  the 
physiologic  and  pathologic  manifestations  of 
nasal  allergies  which  results  in  a degree  of  relief 
that  is  often  greater  and  achieved  faster  than 
when  any  one  of  these  agents  is  employed  alone 
INDICATIONS:  Acute  and  chronic  rhinitis,  vaso 
motor  rhinitis,  perennial  rhinitis  and  polyposis. 


SUPPLIED:  In  squeezable  plastic  spray  bottles 
containing  15  cc.  Hydrospray,  each  cc.  sup- 
plying 1 mg.  of  Hydrocortone,  15  mg.  of 
Propadrine  Hydrochloride  and  5 mg.  of  Neo- 
mycin Sulfate  (equivalent  to  8.5  mg.  of  neo- 
mycin base). 


Philadelphia  1,  Pa. 
division  of  MERCK  & CO..  Inc 


REFERENCE:  1.  Silcox.  L.  E..  A.M.A.  Arch.  Otolarvne.  60:431.  Oct.  1934 


Indicated  wherever  oral 

cortisone  or  hydrocortisone 
W is  effective  Available  in  5 mg. 

' tablets  in  bottles  of  30  and  100,  ^ 

and  in  1 mg.  tablets  in  bottles  of  100 
Usual  dosage  is  % to  1 tablet  three  or  four 
times  daily 


With  “Premarin,”  relief 
of  menopausal  distress  is 
prompt  and  the  “sense  of  well-being” 
imparted  is  highly  gratifying 
to  the  patient. 


"Premarin” 


-Conjugated  Estrogens  (equine) 


5513 


Upjohn 


trademark  for  the  Upjohn  brand  of  prednisolone  (delta-l-hydrocortisone) 
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POSTGRADUATE  COURSES-1955-1956 

INDUSTRIAL  MEDICINE 
April  12  and  13,  1956 

A continuation  course  designed  to  provide  information 
of  current  interest  and  practical  import  to  physicians 
engaged  in  industrial  medicine  programs,  part-time  or 
full-time.  Subjects  for  discussions,  to  be  led  by  emi- 
nently qualified  individuals,  will  be  so  selected  as  to 
allow  for  thorough  coverage. 

POSTGRADUATE  MEDICAL  TRAINEE  PROGRAM 

This  program,  available  in  most  of  the  clinical  depart- 
ments, is  a means  of  offering  postgraduate  training 
adapted  to  the  interests  and  needs  of  individual  physi- 
cians. Letters  of  application  describing  the  duration 
(one  week  to  one  year)  and  type  of  program  desired 
are  reviewed  with  the  department  concerned  and  ac- 
cepted whenever  possible. 

For  additional  information  write: 

Director  of  Graduate  Medicine 
Tulane  University  School  of  Medicine 
1430  Tulane  Avenue 
New  Orleans  12,  Louisiana 
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Foot-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 


• Insole  extension  and 
of  heel  where  support  is 

• Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintain  the  appearance 
of  normal  shoes. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  orthopedic  advice. 

•NOW  AVAILABLE!  Men’s  conductive  shoes.  N.  B.  F.  U. 
specifications.  For  surgeons  and  operating  room  personnel. 

• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio,  club 
feet  and  all  types  of  abnormal  feet  than  any  other 
manufacturer. 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 


in  its  completeness 


PILLS 


m - 

Digitalis  } 

( Davies,  Rose ) 3 ■ 

0.1  Gram 

<JpPf8X.  1*4  grains)  * v 

CAUTION:  Federal  - 

Saw  prohibits  dlspens-  ?■> 

‘Hit  without  peefterip'  7 • 

tion  


DAVIES,  mi  l C8..  ltd  jh 
Brctfifl  Uses  u t a - 


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 

Physiologically  Standardized 
therefore  always 
dependable. 


Clinical  samples  sent  to 
physicians  upon  request. 


Davies,  Rose  & Co.,  Ltd. 
Boston.  18,  Mass. 
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DISCHARGE  SUMMARY 

On  5/23/55  this  patient  (colored  female , age  24)  under- 

went  an  excisional  biopsy  of  a breast  tumor.  On  5/24 

r 

tumor  was  removed  and  patient  discharged  from  hospi- 

tal  on  following  day. 

On  6/3/55  patient  was  readmitted  because  of  purulent 

■ 



discharge  from  wound.  On  6/3  a hemolytic  Staph. 

aureus  (coag.  4-)  was  isolated  from  abscess  with  the 

' 

- 

following  disk  sensitivities:  penicillin,  1.  5 units; 

erythromycin,  10  meg;  tetracycline,  10  meg.  Patient 

6 

was  placed  on  penicillin , 600,000  units  b.  i.  d.  for  10 

_ 

days.  On  this  schedule  patient  improved  but  progress 

was  unsatisfactory  and  wound  continued  to  discharge 

* — 

small  amount  of  purulent  material. 

.— Li ■■'•■•* 

On  6/13  penicillin  was  discontinued  and  erythromycin 

_ 

started  in  dosage  of  200  mgm.  q.  i.  d.  By  6/17  the  dis- 

— — — — i 

- — .....  . 

charge  had  stopped  and  wound  was  completely  healed 

— 

by  6/19.  Erythromycin  was  continued  until  the  patient 

- L 

was  discharged  from  hospital  on  6/21.  Temp,  was 

normal  throughout  hospital  stay. 

1/ 

Final  diagnosis:  breast  abscess  due  to  Staph,  aureus. 

n 

Result:  rapid  and  complete  recovery  on  erythromycin 

following  failure  of  penicillin. 

■ 

I 

W i 

f 

Communication  to  Abbott  Laboratories. 

I 

jvjp  _ 1 

i 

’ 

*■1  ' A ' •- 


Now,  you  can  prescribe  an  antibiotic  (r  umtab 
Erythrocin)  that  provides  specific  therapy  against 
staph-,  strep-  or  pneumococci.  Since  these 
organisms  cause  most  bacterial  respiratory  infections 
(and  since  they  are  the  very  organisms  most  sensitive 
to  Erythrocin)  doesn’t  it  make  good  sense  to 
prescribe  Erythrocin  when  the  infection  is  coccic? 

filmtab* 


STEARATE 


Since  Erythrocin  is  inactive  against  gram- 
negative organisms,  it  is  less  likely  to  alter  intestinal 
flora— with  an  accompanying  low  incidence  of  side 
effects.  Also,  your  patients  seldom  get  the  allergic 
reactions  sometimes  seen  with  penicillin.  Or 
loss  of  accessory  vitamins  during  Erythrocin 
therapy.  Filmtab  Erythrocin  (100 
and  250  mg.),  bottles  of  25  and  100.  (JJjAjott 


f^mtab* 


STEARATE 


®Filmtab — Film  sealed  tablets;  patent  applied  for. 
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24-hour  control 

for  the  majority  of  diabetics 


GLOBIN  INSULIN 


a clear  solution 


b.w.  & cor 

easy  to  measure  accurately 


Discovered  by  Reiner,  Searle,  and  Lang 
in  The  Wellcome  Research  Laboratories 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 


Tuckahoe  7,  New  York 


Tetracycline  is  notable  among  broad-spectrum  antibiotics 
for  its  solubility  and  stability.  And,  clinical  trials  have  established 
that  tetracycline  is  an  efficient  antibiotic  against 
those  diseases  due  to  susceptible  microorganisms. 


Tetracyn  is  available  in  a variety  of  oral, 
parenteral  and  topical  dosage  forms  for  the 
treatment  of  a wide  range  of  susceptible  infections. 


PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 
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the  drug  of  choice 

...  as  a tranquilizing  (ataractic*)  agent 
1 in  anxiety  and  tension  states 

. . . in  hypertension 

RAUDIXIN 


Squibb  Whole  Root  Rauwolfia 


As  a tranquilizing  agent  in  office  practice, 
Raudixin  produces  a calming  effect,  usually 
free  of  lethargy  and  hangover  and  without  the 
loss  of  alertness  often  associated  with  barbi- 
turate sedation.  It  does  not  significantly  lower 
the  blood  pressure  of  normotensive  patients. 

In  hypertension,  Raudixin  produces  a 
gradual,  sustained  lowering  of  blood  pres- 
sure. In  addition,  its  mild  bradycardic  effect 
helps  reduce  the  work  load  of  the  heart. 


• Less  likely  to  produce  depression 

• Less  likely  to  produce  Parkinson-like  symptoms 

• Causes  no  liver  dysfunction 

• No  serial  blood  counts  necessary  during  maintenance  therapy 


• Raudixin  is  not  habit-forming;  the  hazard 
of  overdosage  is  virtually  absent.  Tolerance 
and  cumulation  have  not  been  reported. 

• Raudixin  supplies  the  total  activity  of  the 
whole  rauwolfia  root,  accurately  standard- 
ized by  a rigorous  series  of  test  methods. 
The  total  activity  of  Raudixin  is  not  ac- 
counted for  by  its  reserpine  content  alone. 

Supply:  50  mg.  and  100  mg.  tablets,  bottles 
of  100  and  1000. 

*Ataractic,  from  ataraxia : calmness  untroubled  by  mental  or  emotional 
excitation.  (Use  of  term  suggested  by  Dr.  Howard  Fabing  at  a recant 
meeting  of  the  American  Psychiatric  Association.) 
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NO  STING  • NO  SEDATION  • NO  EXCITATION 


Plastic  Unbreakable  Squeeze  Bottle 
Leakproof,  Delivers  a Fine  Mist 


*Also  well  suited  for  adults  who  prefer  a mild  spray. 


LABORATORIES  • NEW  YORK  18,  N.  Y.  • WINDSOR,  ONT. 


Neo-Synephrine  (brand  of  phenylephrine)  and  Zephiran  (brand  of  benzalkonium, 
as  chloride,  refined),  trademarks  reg.  U.S.  Pat.  Off. 


■ 
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AND 

NASAL  CONGESTION 
MAKES  YOUNGSTERS 
MISERABLE 


VeManed, 

stpecifyuMj. 
Lyi  cbMnm> 


Prompt  and 
Prolonged  Decongestion 
Sinus  Drainage  and  Aeration 
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routine 

physiologic 

support 

for  your 

aging 

patients 

"therapeutic  bile” 


DECHOLIN 


one  tablet  t.i.d 


to  improve  liver  function1 
to  produce  fluid  bile 2 
to  restore'  intestinal  function 3 

Clinical  evidence  substantiates 
the  value  of  hydrocholeresis  with 
Decholin  as  routine  adjunctive 
therapy  in  older  patients. 

(1)  Schwimmer,  D.;  Boyd,  L.  J.,  and 
Rubin,  S.H.:  Bull.  New  York  M.Coll. 
76:102,  1953.  (2)  Crenshaw,  J.  E: 
Am.  J.  Digest.  Dis.  77:387,  1950. 
(3)  King,  J.  C.:  Am.  J.  Digest.  Dis. 
22: 102,  1955. 

Decholin  (dehydrocholic  acid,  Ames) 
and  Decholin  Sodium  (sodium  dehy- 
drocholate,  Ames). 


AMES  COMPANY,  INC 
Elkhart,  Indiana 


Ames  Company  of  Canada,  Ltd.,  Toronto 

^ 06856 
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PICKED 

address. 


— 


if  youfd  rather 

rent 

yaur  x-ray  apparatus 


your  local  Picker  representative  will  gladly 

tell  you  about  our  no-capital-investment  Rental  Plan 

or  write  us  at  25  So.  Broadway,  White  Plains,  N.Y. 


5,t*! 


— "SE S'EE 

— ' — ' . c set  fottt 

ce  of  *0 

bed  below. 

ssS332S*5*r^: 


PICKER  OFFICE  FOR  LOUISIANA  and  MISSISSIPPI  IS  AT  1226  St.  Charles  Avenue,  New  Orleans  13,  La. 
LAFAYETTE,  LA.,  407  Roosevelt  Street  HATTIESBURG,  MISS.,  618  S.  19th  Street 
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• ••  long  retognized  tor  outstanding 

results  and  economy 
in  infant  feeding 


► 

► 

► 

► 

► 


Unusually  well  tolerated  and  easy  to  digest 
because  of  zero  curd  tension. 

Assures  optimal  growth  and  development, 
since  it  contains  one-third  more  protein 
than  does  breast  milk. 

Reinforced  with  iron  and  fortified  with 
vitamins  A and  D. 

May  be  prescribed  with  confidence  even  for 
prematures. 

So  convenient,  easy,  and  safe  to  prepare. 

Simply  stir  into  previously  boiled  water. 

• 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  and  found  consistent  with  current 
medical  opinion  by  the  Council  on  Foods  and  Nutrition 
of  the  American  Medical  Association. 


A natural  all-milk  formula,  Lactogen  is 
modified  with  milk  fat  and  milk  sugar  to 
approximate  the  fat  and  carbohydrate  com- 
position of  breast  milk.  It  is  pasteurized, 
homogenized  and  spray  dried.  In  addition  to 
supplying  one-third  more  protein  than  does 
breast  milk,  Lactogen  is  naturally  higher  than 
breast  milk  in  vitamin  B«  and  is  fortified  with 
vitamins  A and  D and  iron.  Yet  Lactogen 
provides  all  these  vital  nutritional  needs  at 
remarkably  low  cost. 


THE  NESTLE  COMPANY,  INC.*  Professional  Products  Division  • White  Plains,  New  York 
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Trasenline- 

integrated  relief . . . 

mild  sedation 

C I B A visceral  spasmolysis 

Summit,  N.  J,  mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg,  phenobarbital. 


,£/2229M 


NOW 


Our  Direct  Teletype  Service 
Brings  Anything  You  Need 


NOW! 


Through  your  local  Mueller  representatives  you  now  have  access  to  all  our 
world-wide  resources  for  fine  surgical  instruments,  equipment,  supplies — - 
everything  you  need.  Fast  teletype  service,  in  addition  to  substantial  local 
stocks,  brings  you  fast  deliveries.  Highest  quality,  too,  and  at  reasonable  cost. 


Instruments  For  All  Surgery 
Office  and  Hospital  Furniture 
Surgical  Equipment 
Explosion-Proof  Ether-Vacuum  Units 
Mueller  Surgical  Pumps 
Mueller  Electronic  Tonometer 
Mueller  Giant  Eye  Magnet 
Rubber  Goods — Sundries 
Sutures — Dressings — All  Kinds 


Instrument 
Makers 
To  The 
Profession 

Since  1895 


EXCELLENT  REPAIR  SERVICE 

Take  advantage,  too,  of  our  competent 
repair  service  . . . Money-saving  repairs 
of  your  diagnostic  and  surgical  instru- 
ments are  made  promptly  and  prop- 
erly . . . Our  main  plant  has  complete 
facilities  for  thorough  reconditioning, 
resharpening  and  replating. 


^iScMuellesi 

IN  DALLAS 

Medical  Arts  Building 

Telephone  PRospect  4881 


& 

IN  HOUSTON 
Hermann  Prof.  Building 
Telephone  JAckson  3-8133 


MAIN  PLANT  AND  GENERAL  OFFICES:  330  SOUTH  HONORE  STREET,  CHICAGO  12 
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ADVERTISEMENT  DEPARTMENT 


THE  EARLE  JOHNSON 

FOR  SALE 

SANATORIUM 

FENWICK  SANITARIUM 

i 

“In  the  Mountains  of  Meridian” 

Louisiana  Street  Covington,  La. 

I 

• ROUND  E.  TOMS,  M.  D. 

Well-constructed  brick  two-story  build- 

! Psychiatrist-in-Chief 

ing  on  wooded  square.  Approximately  30 

Diplomate  in  Psychiatry  of  the  American  Board 

rooms,  10  baths,  spacious  kitchen,  plenty 

| of  Psychiatry  and  Neurology. 

of  storage,  large  porches,  central  heat. 

! Specialized  treatments  in  mental  disorders  and  al- 

Equipment  and  furniture  included.  Its  fine 

1 coholic  and  drug  addictions,  including: 

reputation,  location  and  size  makes  it 

Electro-convulsive  therapy 

adaptable  as  a clinic,  rest  home,  or  re- 

| Mid-brain  stimulation 

1 

Deep  insulin  therapy 

opened  on  its  former  profitable  basis. 

Psychotherapy 

Geriatrics 

Write  or  Phone  100 

Write  P.  O.  Box  106 

RANDY  POWELL 

COVINGTON,  LOUISIANA 

Telephone  3-3369 

MERIDIAN,  MISSISSIPPI 

j 

★ 

PHYSICIAN  WANTED 

Locum  Tenens  — For  replacement  for 

Doctor,  when  you  peruse  the  adver- 

two  years  in  semi-rural  community  in 

tising  pages  of  our  journal,  remem- 

Southern  Louisiana.  Any  Physician  inter- 

her  this:  All  ads  are  carefully 

ested  please  contact  this  Publication  for 

screened  — the  items,  services  and 

further  details.  Please  furnish  informa- 

messages  presented  are  committee- 

tion  as  to  professional  training,  experi- 

accepted.  Our  standards  are  of  the 

ence,  and  references. 

highest.  The  advertisers  like  our 

journal  — that’s  why  they  selected  it 

for  use  in  their  promotional  pro- 

gram.  They  seek  your  patronage  and 

your  response  encourages  continued 

use  of  our  publication.  In  turn,  the 

1956  ANNUAL  MEETING 

advertisers’  patronage  helps  us  to 

produce  a journal  that  is  second  to 

none  in  our  state.  When  yo-u  send 

Louisiana  State  Medical  Society 

inquiries,  tell  them  that  you  read 

their  advertisement  in  The  Journal 

ALEXANDRIA 

of  the  Louisiana  State  Medical 

Society. 

APRIL  23-25 

* 

ADVERTISEMENT  DEPARTMENT 
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PROFESSIONAL  CARDS 


Ear,  Nose  & Throat 
Gerald  Joseph,  M.  D. 
James  K.  Wood,  M.  D. 

Eye 

Dalton  S.  Oliver,  M.  D. 


The  Baton  Rouge  Clinic 

134  North  19th  St. 
Telephone  8-5361 
Medicine 

Cheney  Joseph,  M.  D. 
Charles  Prosser,  M.  D. 

Obstetrics  & Gynecology 
Melvin  Schudmak,  M.  D. 

J.  P.  Griffon,  M.  D. 


Urology 

Mortimer  Silvey,  M.  D. 
Surgery 

Joseph  Sabatier,  M.  D. 
Charles  Mosely,  M.  D. 


SELLERS  AND  SANDERS  CLINIC 

4414  Magnolia  Street 
New  Orleans 

Gynecology  and  ObstetHcs 

Surgery 

Dr.  Thomas  Benton  Sellers 

Dr.  John  T.  Sanders 

Dr.  Simon  V.  Ward 
Dr.  Julius  T.  Davis 

Dr.  Charles  R.  Walters 

GREEN 

CLINIC 

709  South  Vienna  Street 

Surgery 

Marvin  T.  Green,  M.D. 

LaMoyne  C.  Bleich,  M.D. 

Obstetrics  and  Gynecology 
Carl  L.  Langford,  M.D. 

David  M.  Hall,  M.D. 

Pediatrics 

Bruce  W.  Everist,  M.D. 

0.  Wharton  Brown,  Jr.,  M.D. 

Ruston,  Louisiana 
Radiology 

M.  Ragan  Green,  M.D. 

Internal  Medicine 
Henry  S.  Roane,  M.D. 

Joe  L.  Smith,  Jr.,  M.D. 

Dentistry 

L.  Felton  Green,  D.D.S. 
Benjamin  C.  Baugh,  D.D. 

Eye,  Ear,  Nose  and  Throat 
Harold  H.  Harms,  M.D. 

D.  A.  CASEY,  M.  D. 

Otolaryngology 
Fenestration  Surgery 

S03  California  Bldg.  CAnal  3195 

3915  Jefferson  Highway  CEdar  7256 

DR.  EUGENE  L.  WENK 

GERIATRICS 

206  Physicians  & Surgeons  Bldg. 
SHREVEPORT,  LA. 


DR.  R.  ROSS,  JR. 

SKIN  DISEASES 

802  Pere  Marquette  Bldg.  CA.  0202 

DR.  RICHARD  W.  VINCENT 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

1320  ALINE  STREET 
UPtown  4797 
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PROFESSIONAL  CARDS 


DR.  NATHAN  H.  POLMER 

Physical  Medicine Rehabilitation 

2209  Carondelet  St. 

2-5  P.  M. 

Off.:  JA  3318  Ret.:  JA  3180 


DR.  B.  G.  EFRON 
DR.  STANLEY  COHEN 

ASTHMA,  HAY  FEVER,  AND  OTHER 
ALLERGIC  DISEASES 

1441  Delachaite  Street  New  Orleans 


JAMES  W.  BURKS,  JR.,  M.  D. 

for 

DISEASES  OF  THE  SKIN 
SCAR  REMOVAL  BY  ABRASION 

Maiton  Blanche  Building 
New  Orleans  16,  La. 

RA.  4829 

KENNETH  A.  RITTER,  M.  D. 
ROBERT  G.  HEAD,  M.  D. 

Psychiatry  and  Neurology 

8211  Apricot  Street 
New  Orleans 

WA.  2324  By  Appointment 


DR.  C.  S.  HOLBROOK 

PRACTICE  LIMITED  TO  NERVOUS 
AND  MENTAL  DISEASES 

Hours:  10  to  12,  by  Appointment 
Office:  3431  Prytania  Street 
Opposite  Touro  Infirmary 


DR.  CARL  N.  WAHL 

Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg. 
MAgnolia  3216 


BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
CAnal  7697  By  Appointment 


THE  OWENS  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  Street 
New  Orleans  13,  Louisiana 
Telephone:  CAnal  0106 


DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  CH.  4094 

New  Orleans 


DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Blanche  Building 
MA.  5317  By  Appointment 


J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  JA.  6681  -0796 


FRANK  H.  MAREK,  M.  D. 
Radiologist 

2204  So.  Ryan  Street  Lake  Charles,  La. 

Phone  4071  or  6-9242 

Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 


DR.  HARRY  ZOLLER 

TEMPORAL  BONE  SURGERY 
and 

FENESTRATION  FOR  OTOSCLEROSIS 

1109  Pere  Marquette  Building 
RA.  2535  By  Appointment 


THE  CANCER  COMMISSION 

of  the 

LOUISIANA  STATE  MEDICAL  SOCIETY 

APPLICATION  FOR  FUNDS  FOR 

VISITING  SPEAKERS 

ON 

CANCER 


Funds  in  the  amount  of  $ are  requested  of  the  American 

Cancer  Society  to  defray  the  expenses  of  bringing  Dr 

of  to  address  a meeting  of  the  

Medical  Society  to  be  held  on  at  

By 

President 


Date 


Secretary 


* * * * 

Applications  are  to  be  forwarded  to : 

AMERICAN  CANCER  SOCIETY 
LOUISIANA  DIVISION,  INC. 

822  Perdido  Street 
New  Orleans  12 

at  least  four  (4)  weeks  in  advance  of  the  date  of  the  meeting. 


OOO 

Louisiana  State  Department  of  Health 

S.  J.  PHILLIPS,  M.D.,  M.P.H., 

State  Health  Officer 


Sick  patients 

4 

/ 

need  food  for  therapy 


THAT  MAN  Mb  ST  EAT  to  remain 
well  is  a concept  as  old  as  medicine. 
But  only  recently  has  it  been  estab- 
lished (1)  that  nutritional  needs  are 
increased  in  illness;  (2)  that  food  suffi- 
cient to  meet  these  Deeds  is  well  uti- 
lized, and  (3)  that  therapeutic 
nutrition  prevents  many  of  the  debili- 
tating effects  of  disease  and  injury. 

Unfortunately,  because  of  the  ano- 
rexia accompanying  illness,  effective 
nutritional  therapy  requires  added 
care  on  the  part  of  the  physician. 
Food  comes  from  familiar  kitchens 
and  lacks  the  impressive  aura  of  more 
dramatic  therapeutic  agents.  Thus  it 
is  often  difficult  to  convince  the 
patient  that  food,  too,  is  therapeutic 
— that  although  drugs  may  arrest 
disease  only  food  can  repair  the 
ravages  of  disease. 

Whatever  the  nutritional  problem — 
whether  caused  by  anorexia,  mechan- 
ical difficulty  in  eating  or  limitation  of 
gastric  capacity  or  tolerance — only 
an  assured  food  intake  will  solve  it. 
The  use  of  Sustagen,  a food  formu- 
lated for  therapeutic  nourishment, 
will  overcome  man}’  difficulties  in  the 
therapeutic  feeding  of  sick  patients. 
A foundation  for  therapy  thus  may 
be  established. 

The  development  of  Sustagen  ex- 
emplifies the  continuous  effort  of 
Mead  Johnson  & Company  to  provide 
the  medical  profession  with  products 
basic  to  the  management  of  illness 
and  the  restoration  of  health. 


Sustagen 

Therapeutic  Food  for 
Complete  Nourishment 


Sustagen®  is  the  only  single  food  which 
contains  all  known  nutritional  essentials: 
protein,  carbohydrate,  fat,  vitamins  and 
minerals.  It  may  be  given  by  mouth  or  tube 
as  the  only  source  of  food  or  to  fortify  the 
diet  in  brief  or  prolonged  illness. 


repairs  tissue 
restores  appetite 
overcomes  asthenia 


s 


ustagen 


in 

cirrhosis 
peptic  ulcer 
geriatrics 
infections 
trauma 

chronic  disease 


| SYMBOL  OF  SERVICE  IN  MEDICINE 

MEAD  JOHNSON  & COMPANY.  EVANSVILLE  21.  INDIANA.  U S. A. 
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LiDRARV 


Tonsillitis,  pharyngitis 


quickly  yield  to 


I LOT YCI N 

(Erythromycin,  Lilly) 

Temperature  rapidly  returns  to  normal;  swelling  and  soreness 
readily  subside.  Notably  safe  and  well  tolerated. 

dosage:  Usually,  250  mg.  q.  6 h.  Children, 

5 mg.  per  pound  of  body  weight  q.  6 h. 


Second  Class  Mail  Privileges  Authorized  at  New  Orleans,  Louisiana 


ADVERTISEMENT  DEPARTMENT 


Announcing 

The  Nineteenth  Annual  Meeting 

of 

THE  NEW  ORLEANS  GRADUATE 
MEDICAL  ASSEMBLY 

Conference  Headquarters  — Municipal  Auditorium 
FEBRUARY  27,  28,  29  and  MARCH  1,  1956 

GUEST  SPEAKERS 


P.  D.  Woodbridge,  M.  D.,  Greenfield,  Mass. 
Anesthesiology 

J.  Lowry  Miller,  M.  D.,  New  York,  N.  Y. 
Dermatology 

Franz  J.  Ingelfinger,  M.  D.,  Boston,  Mass. 
Gastroenterology 

John  I.  Brewer,  M.  D.,  Chicago,  111. 
Gynecology 

S.  Gilbert  Blount,  Jr.,  M.  D.,  Denver,  Colo. 
Internal  Medicine 

Eugene  A.  Stead,  Jr.,  M.  D.,  Durham,  N.  C. 
Internal  Medicine 

John  H.  Talbott,  M.  D.,  Buffalo,  N.  Y. 
Internal  Medicine 

Lawrence  S.  Kubie,  M.  D.,  New  York,  N.  Y. 
Neuropsychiatry 

Duncan  E.  Reid,  M.  D.,  Boston,  Mass. 
Obstetrics 


Frank  W.  Newell,  M.  D.,  Chicago,  111. 
Ophthalmology 

Claude  N.  Lambert,  M.  D.,  Chicago,  111. 
Orthopedic  Surgery 

A.  C.  Hilding,  M.  D.,  Duluth,  Minn. 
Otolaryngology 

Alan  R.  Moritz,  M.  D.,  Cleveland,  Ohio 
Pathology 

Joseph  A.  Johnston,  M.  D.,  Detroit,  Mich. 
Pediatrics 

Philip  J.  Hodes,  M.  D.,  Philadelphia,  Pa. 
Radiology 

A.  H.  Blakemore,  M.  D.,  New  York,  N.  Y. 
Surgery 

C.  G.  Child,  III,  M.  D.,  Boston,  Mass. 
Surgery 

Rubin  H.  Flocks,  M.  D.,  Iowa  City,  Iowa 
Urology 


G.  Foard  McGinnes,  M.  D.,  Director,  National  Foundation’s  Vaccine  Program, 

Washington,  D.  C. 

Lectures,  symposia,  clinicopathologic  conferences,  round-table  luncheons,  color 
television,  medical  motion  pictures  and  technical  exhibits. 

(All-inclusive  registration  fee  — - $20.00) 

THE  POSTCLINICAL  TOUR  TO  THE  WEST  INDIES  AND  CENTRAL  AMERICA 

BY  PLANE 

Departure  from  New  Orleans,  Mat-ch  2 

For  information  concerning  the  Assembly  meeting  and  the  tour  write 
Secretary,  Room  103,  1430  Tulane  Avenue,  New  Orleans  12,  La. 


CZ>0<0 


Louisiana  State  Department  of  Health 

S.  J.  PHILLIPS,  M.D.,  M.P.H., 

State  Health  Officer 
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DRINK 


Every  Bottle  Sterilized 


integrated  relief . . . 
mild  sedation 

C I B A visceral  spasmolysis 

Summit,  N.  J,  mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Traaentine®  hydrochloride  (odiphenine 
hydrochloride  CIBA)  and  20  mg,  phenobarbitaL 


MEDICAL  HORIZONS  TV 


Monday  RM. 

Sponsored  by  CIBA 
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ADVERTISEMENT  DEPARTMENT 


know 

your 

diuretic 


TABLET 


fewer  restrictions  of  activity  are  the  benefit  of  prolonged  use  of 
those  diuretics  effective  over  the  entire  range  of  cardiac  failure. 
The  organomercurials— parenteral  and  oral— improve  the 
classification  and  prognosis  of  your  decompensated  patients. 
Diuretics  of  value  only  in  milder  grades  of  failure,  or  which 
must  be  given  intermittently  because  of  refractoriness  or  side 
effects,  are  incapable  of  "upgrading"  the  cardiac  patient. 


NEOHYDRIN 

BRAND  OF  CHLORM  ERODRIN  (18.3  MG.  OF  3-CHLOROMERCURI-2 

-METHOXY-PROPYLUREA  IN  EACH  TABLET) 


for  ". . .a  new  picture  of  the  patient  in  congestive  heart  failure."* 
replaces  injections  in  80%  to  90%  of  patients 

*Leff,  W.,  and  Nussbaum,  H.  E.:  J.  M.  Soc.  New  Jersey  50:149,  1953. 


a standard  for  initial  control  of  severe  failure 


tn,  c/uitfe&c  Tfedea^c/t 

TORIES,  INC.,  MILWAUKEE  1.  WISCONSIN 


MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 

c 


68855 
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T1MBERLAWN  SANITARIUM 


For 

Nervous  and  Mental  Diseases 

Phone  Fairdale  2678  DALLAS  1,  TEXAS  P.  O.  Box  1769 

★ ★ 

Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational  ther- 
apy. All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 

THE  STAFF 

Guy  F.  Witt,  M.D.,  Medical  Director  Howard  M.  Burkett,  M.D.,  Associate  Psychiatrist 

Perry  C.  Talkington,  M.D.  ) r n.  James  K.  Peden,  M.D.,  Associate  Psychiatrist 

Chas.  L.  Bloss,  M.D.  ) t~OIJ,rec,ors  Fred  H.  Jordan,  M.D.,  Resident  Psychiatrist 

Mrs.  Anne  Gilcrease,  R.N.,  Director  of  Nurses 
Ralph  M.  Barnette,  Jr.,  Business  Manager 
Miss  Geraldine  Skinner,  Director  of  Occupational  Therapy 


Prescription  Headquarters  Since  1905 


PHYSICIAN  WANTED 

Locum  Tenens  — For  replacement  for 
two  years  in  semi-rural  community  in 
Southern  Louisiana.  Any  Physician  inter- 
ested please  contact  this  Publication  for 
further  details.  Please  furnish  informa- 
tion as  to  professional  training,  experi- 
ence, and  references. 


MEDICAL  BOOKS 
Of  AH  Publishers 

Any  book  on  Medicine,  Surgery,  and 
Nursing 

J.  A.  MAJORS  COMPANY 

1301  Tulane  Ave. 

NEW  ORLEANS  12,  LA. 

Catalogs  cheerfully  sent  upon  request 


YEARS  AGO  when  the  physician  fought  to 
bring  a patient  through  a siege  of  pneumonia 
there  was  little  he  could  do  hut  help  conserve 
the  patient’s  strength,  make  him  comfortable 
. . and  hope  for  the  best. 

In  fact,  the  doctor  sadly  signed  death  cer- 
tificates for  33  out  of  every  100  pneumonia 
patients  he  treated.  For  those  who  survived, 
recovery  was  slow  and  expenses  were  high. 
The  cost  of  an  average  case  was  about  $1,000, 


including  three  or  four  weeks’  time  lost  away 
from  work. 

Happily,  this  grim  picture  has  changed 
Under  the  onslaught  of  sulfa  drugs  . . and 

now  the  antibiotics  . pneumonia  has  stead- 
ily lost  ground  Now,  uncomplicated  cases 
clear  up  in  four  to  five  days.  And  instead  of 
losing  33  out  of  every  100  cases,  the  doctor 
saves  all  but  a very  few. 

Just  as  striking  as  the  cut  in  deaths  and 


disability  is  the  cut  in  the  cost  of  curing 
pneumonia.  More  and  more  patients  can  now 
be  cared  for  at  home.  As  a result,  the  average 
case  of  pneumonia  may  cost  no  more  than 
$100.  including  loss  of  income,  the  doctor’s 
\ isits  and  the  ‘‘expensive’  new  medicines! 

Today,  more  than  ever  before,  an  invest- 
ment in  prompt  and  proper  medical  care 
may  well  represent  one  of  the  biggest  bar- 
gains-of  your  life. 


PARKE,  DAVIS  & COMPANY 

Research  and  Manufacturing  Laboratories  Detroit  32.  Michigan 


Makers  of  medicines  since  1866 


h. 


There  are  few  subjects  on  which  the  general  public  is  more 
uninformed  (or  perhaps  misinformed)  than  the  cost  of  modern 
medical  care. 


People  have  always  grumbled  about  medical  bills  — and 
they  probably  always  will,  to  some  extent.  The  trouble  is  they 
tend  to  see  medical  expense  as  a part  of  sickness— something 
that  certainly  gives  them  no  pleasure  — rather  than  the  price 
of  enjoying  good  health. 

But  the  real  economics  of  the  situation— what  the  patient 
gets  for  what  he  pays— proves  that  today’s  medical  bill  usually 
turns  out  to  be  one  of  the  really  big  bargains  of  his  life. 

The  latest  Parke-Davis  advertisement,  reproduced  here, 
cites  the  amazing  decline  in  the  cost  of  curing  pneumonia  to 
illustrate  the  remarkable  value  represented  by  your  patient’s 
investment  in  prompt  and  proper  medical  care. 

This  message  will  reach  an  audience  of  millions  of  readers 
in  mass-circulation  magazines  such  as  LIFE  and  the  SATURDAY 
EVENING  POST.  Reprints,  in  small  folder  form,  are  promptly 
available  to  physicians  on  request. 

PARKE,  DAVIS  & COMPANY  Detroit  32,  Michigan 
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Browne- McHardy  Clinic 


• Diagnostic  and  Therapeutic 
Facilities 


• Internal  Medicine  and 
Gastroenterology 

• Surgery 

• Orthopedics 

• Gynecology  and  Obstetrics 

• Radiology — X-ray  and 
Radium  Therapy 

• Laboratory  and  Research 
Departments 

• Urology 

• Endoscopy 

• Otolaryngology-Ophthalmology 

• Neuropsychiatry 

• Hotel  Facilities  Available 


3 6 3 6 ST.  CHARLES  AVENUE 

Phone  TYler  2376  • New  Orleans,  La. 


EASE  OF  APPLICATION 
TRANSPARENCY 
FLEXIBILITY  AND 
MINIMAL  REDRESSING 

distinguish  AEROPLAST 

BRAND  OF  VIBESATE 
LIQUID  SURGICAL  DRESSING 

Sprayed  directly  onto  the  lesion  from  an  aerosol 
“bomb”,  Aeroplast  forms  a protective  plastic  film 
dressing  over  any  body  contour.  Aseptic  lesions 
remain  sterile  as  long  as  the  dressings  are  intact. 

Aeroplast  dressings  are  impermeable  to  bacteria. 
To  remove,  Aei’oplast  is  simply  peeled  off. 

For  reprints  and  literature  write  to: 


PEACOCK, 


SURGICAL  COMPANY  i«c 


(235  TEXAS  AVENUE 

SHREVEPORT.  LOUISIANA 
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Your  histories 


are  making  medical  history 


in  the  golden  age  of  antibiotic  medicine 


© 


Brand  of  oxytetracycline 


Reports  by  thousands  of  physicians  on  millions  of  cases 
have  built  confidence  in  Terramycin  as  a well -tolerated, 
broad -spectrum  antibiotic  of  choice— now  finishing  its  sixth 
year  of  successful  clinical  use. 


izer  PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


margin 


security 


in  corticosteroid 


therapy 


sodium  retention 


edema 


• minimizes 


• dietary  regulation  seldom  necessary 


in  rheumatoid  arthritis:  better 


swelling,  tenderness;  diminishes  joint  stiffness 


intractable  asthma:  better  relief  of 


bronchospasm,  dyspnea,  cough;  increases 


vital  capacity 


hormone 


side  effects 


benefits  with  decreased  electrolyte 


Meticorten  is  available 


in  the  following  forms 


1 mg.,  2.5  mg.  and  5 mg.  tablets 


2.5  mg.  and  5 mg.  capsules 


rather  than  cortisone 


or  hydrocortisone 


permits  treatment  of  more  patients 


increased  safety 


simplified  management 


to  5 times  more  effective 


than  cortisone  or  hydrocortisone 


milligram  for  milligram 
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ADVERTISEMENT  DEPARTMENT 


Starting  with  a can  opener  as  key  to  this 

diet,  your  patient  has  a wide  choice  of 
unseasoned  strained  or  chopped  foods.  And 
these  diet  “do’s”  can  guide  him  toward 
tempting,  tasty  dishes. 

Vary  the  texture  for  taste  appeal — 

Consomme  can  be  served  hot  with  crisp  croutons,  or 
cold  and  jellied  in  shimmering  peaks.  Pureed  vegetables 
folded  into  a well-beaten  egg  can  be  baked  to  a puff, 
or  molded  in  gelatin.  Finely  chopped  beef  moistened 
with  broth  spreads  for  a sandwich — mixed  with  bread 
crumbs,  it  shapes  into  patties.  Eggs  can  be  soft  or  hard 
cooked  by  simmering— or  scrambled  in  a double  boiler. 


Serve  prettily  for  eye  appeal — 

Chopped  meat  can  be  shaped  like  a chop — minced 
chicken  like  a drumstick— before  baking.  And  flaked  fish 
in  lemon  gelatin  looks  true  to  nature  when  your  patient 
uses  a mold. 

White  potatoes  mashed  with  a little  broth  whip  up 
creamy  and  light  with  cottage  cheese.  And  mashed 
sweet  potatoes  made  smooth  with  orange  juice  can  be 
baked  in  the  orange  shells. 

Banana  split  salad  may  tempt  your  patient.  For  the 
"greens,”  suggest  lime  gelatin  shredded  with  a fork. 

Add  a ball  of  cottage  cheese  to  the  split  banana 
and  top  with  pureed  apricots. 

Rice  cooked  in  pineapple  juice,  water,  and  sugar 
makes  a golden  dessert.  And  for  a gay  parfait — 
alternate  layers  of  farina  pudding  with  pureed  plums. 
Then  put  a sparkling  cube  of  clear  jelly  on  top. 

Of  course,  you’ll  want  to  tell  your  patient 
just  which  foods  you  want  him  to  have.  And  these 
ideas  can  help  him  enjoy  them  in  many  ways 
that  are  quick,  easy,  and  appetizing. 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 

pH — 4.3,  104  calories/8  oz.  glass  (Average  of  American  beers) 


If  you'd  like  reprints  of  12  different  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 


Indicated  wherever  oral 
cortisone  or  hydrocortisone 
is  effective  Available  in  5 mg. 
tablets  in  bottles  of  30  and  100 
Usual  dosage  is  Vi  to  1 tablet  three  or 
four  times  daily 


cortisone) 


Upjohn 


‘Trademark  for  the  Upjohn  brand  of  prednisone  (delta 


THE  DALLAS  SOUTHERN  CLINICAL  SOCIETY 

Announces 

25th  Annual  Spring  Clinical  Conference 
Statler  Hilton  Hotel  March  12,  13,  14,  1956 


FRANZ  ALTMANN,  M.  D. 

Otolaryngology,  New  York 
WALTER  BAUER,  M.  D. 

Internal  Medicine,  Boston 
GRANVILLE  A.  BENNETT,  M.  D. 

Pathology,  Chicago 
RICHARD  B.  CATTELL,  M.  D. 
Surgery,  Boston 

WILLIAM  J.  DIECKMANN,  M.  D. 

Obstetrics-Gynecology,  Chicago 
TRYGVE  GUNDERSON,' M.  D. 

Ophthalmology,  Boston 
JACK  S.  GUYTON,  M.  D. 

Ophthalmology,  Detroit 
SAMUEL  A.  LEVINE,  M.  D. 

Cardiology,  Boston 
VICTOR  MARSHALL,  M.  D. 
Urology,  New  York 


THADDEUS  L.  MONTGOMERY,  M.  D. 

Obstetrics-Gynecology,  Philadelphia 
PAUL  J.  MOSES,  M.  D. 

Otolaryngology,  San  Francisco 
RALPH  M.  PATTERSON,  M.  D. 

Psychiatry,  Columbus 
H.  M.  POLLARD,  M.  D. 

Gastroenterology,  Ann  Arbor 
JAMES  D.  RIVES,  M.  D. 

Surgery,  New  Orleans 
LAURENCE  L.  ROBBINS,  M.  D. 
Radiology,  Boston 

ROBERT  A.  SCARBOROUGH,  M.  D. 

Proctology,  San  Francisco 
LAWSON  WILKINS,  M.  D. 

Pediatrics,  Baltimore 
PHILIP  D.  WILSON,  SR.,  M.  D. 
Orthopedic  Surgery,  New  York 


For  information  address: 

Executive  Secretary 
433  Medical  Arts  Building 
Dallas  1,  Texas 


12 


ADVERTISEMENT  DEPARTMENT 


JOINT  MEETING 

South  Central  Region 
College  of  American  Pathologists 
Louisiana  Dermatology  Society 
Louisiana  Pathology  Society 
and 

American  Cancer  Society,  Louisiana  Division 
Roosevelt  Hotel 
New  Orleans,  Louisiana 

February  16,  17  and  18,  1956 


THURSDAY,  FEBRUARY  16,  1956 
Workshops: 

All  workshops  will  be  held  in  the  Louisiana 
State  University  School  of  Medicine,  1600  Tu- 
lane  Avenue,  New  Orleans,  La.  (9:00-12:00 
Noon;  2:00  -5:00  P.M.). 

Bacteriology : 

Marion  Hood,  Ph.D. 

Forensic  Pathology: 

Stanley  Durlacher,  M.  D. 

Hematology : 

Monroe  S.  Samuels,  M.  D. 

Instrumentation  and  Standardization: 

Rudolph  J.  Muelling,  Jr.,  M.  D. 

Mycology : 

Albert  L.  McQuown,  M.  D. 

Emma  S.  Moss,  M.  D. 

Robert  S.  Cooke,  M.  D. 

Parasitology: 

Clyde  Swartzwelder,  Ph.D. 

Registration  in  each  workshop  is  limited  and 
registration  will  be  based  on  date  requests  are 
received.  Please  indicate  first,  second  and  third 
choices.  Enclose  $10.00  workshop  fee  at  time 
of  request. 

FRIDAY,  FEBRUARY  17,  1956 
8:30  A.M.  Registration  — Lobby,  Louisiana 
State  University  School  of  Medi- 
cine, 1600  Tulane  Avenue,  New 
Orleans,  La. 

9:00  A.M. — Review  of  dermatology  patients 
from  whom  slide  material  was 
obtained  for  following  seminar 

10:00  A.M.  to  5:00  P.M. Seminar  on  Derma- 

topathology 

Series  of  patients,  case  histories 
and  slides  with  interpretation  by 
Pathologists  and  Dermatologists 
Moderator: 

Andrew  Ranier,  M.  D.,  Lake 
Charles,  La. 

Guest  Conductors: 

Elson  Helwig,  M.  D.,  Washing- 
ton, D.  C. 

James  Burks,  M.  D.,  New  Or- 
leans, La. 


6:00  P.M.  Social  Hour  (Grand  Ball  Room 
to  — Roosevelt  Hotel) 

7:00P.M.  (Host:  Louisiana  Pathology  So- 
ciety) 

SATURDAY,  FEBRUARY  18,  1956 

(Auditorium Louisiana  State  University 

School  of  Medicine) 

Spears  Randall,  M.  D., 
Moderator 

8:45  A.M.  Registration 

9:00  A.M. — Pathologic  Physiology  of  the 
Thyroid  Gland 

Samuel  B.  Nadler,  M.  D.,  Ph.D. 

10:00  A.M. — Chromatography  in  the  Clinical 
Laboratory 

Rudolph  J.  Muelling,  Jr.,  M.  D. 

10:30  A.M. — Recent  Advances  in  Serodiag- 
nostic  Tests  for  Syphilis 

George  Hauser,  M.  D. 

Miss  Lucille  Godelfer,  M.T. 

( ASCP) 

1 1 :00  A.M. —Bacteriological  Procedures  Ap- 
plicable to  a Clinical  Laboratory 

Marion  Hood,  Ph.D. 

11:30  A.M.  Questions  and  Answers 

Moderator: 

E.  C.  Uhrich,  M.  D. 

2:00  P.M.— Medicolegal  Aspects  of  Blood 
Groups 

Julius  W.  Davenp?rt,  M.  D. 
Ralph  Hartwell,  M.  D- 

2:30  P.M. Sudden  Death  with  Syphilic  Cor- 

onary Disease 

Stanley  H.  Durlacher,  M.  D. 
Mr.  Arthur  J.  Fisk 

3:00  P.M. — Some  Unusual  Fungus  Infections 

Emma  S.  Moss,  M.  D. 

Robert  S.  Cooke,  M.  D. 

3:30  P.M. — Electron  Microscopy  of  Normal 
and  Leukemic  White  Cells 

Monroe  S.  Samuels,  M.  D. 

Mr.  James  Freeman 


All  members  of  the  Profession  are  invited  to  the  papers.  For  further  information, 
write  to  La.  Pathology  Society,  2004  Tulane  Ave.,  New  Orleans,  La. 

THE  MEMBERS  OF  THIS  SOCIETY  PLEDGE  FULL  SUPPORT  AND  CO-OPERATION  TO 
THEIR  FELLOW  LOUISIANA  PHYSICIANS  IN  THE  PRACTICE  OF 
MORAL  AND  ETHICAL  MEDICINE. 

JlauiAiana  patltaiocfif,  Society 


HydroCorlone  -T  B A 

(HYDROCORTISONE  TE  RTI A R Y - B UTY  LAC  ETAT  E,  MERCK) 


gives  the  arthritic  patient  more  days  of  freedom 

from  joint  symptoms — in  many  patients  the 
anti-rheumatic  effect  persists  2 to  10  times  longer 
than  after  injection  of  hydrocortisone  acetate. 

Its  action  is  local  and  without  systemic  effect. 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


SUPPLIED  : SALINE  SUSPENSION  HYDROCORTONE-TBA — 25  MG./CC.,  VIALS  OF  5 CC. 


when  patients  complain  of^ 


unexcelled  relief  in 


best  of  the  old  Acetylsalicylic  acid  . . 325  mg  r 

potentiated  by  the  best  of  the  new  . . . Meticorten  ....  0.75  mg. 

augmented  by Ascorbic  acid 20  mg.S 

plus  Aluminum  hydroxide  . 75  mg. (I 

Meticorten  (prednisone),  new  Schering  corticosteroid,  has  three  to  five 
times  the  therapeutic  effectiveness,  milligram  for  milligram,  of  oral  corti- 
sone or  hydrocortisone.  Combined  in  Sigmagen  with  aspirin  and  ascorbic* 
acid,  it  permits  unexcelled  maintenance  of  "rheumatic”  relief  at  minimal  1 
dosages. 


nonspeci] 


neck  • backache  • charleyhorse  • rheumatics 

lumbago  • glass  arm  • devil’s  grip  • bursitis 
nis  elbow  • trigger  finger  • sciatica  • neuralgia 


\ iumatic  disorders 

\G£N 

TAB  L£TS 

; .icated  in 

i scular  rheumatism  • mild  rheumatoid  arthritis  • myalgia 
l-  ild  spondylitis  • fibrositis  • myositis  • subacute  gout 
Neurodynia  • tenosynovitis  • panniculitis  • frozen-shoulder 
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les  of  1 00  and  1 000. 

1AGEN.*  brand  of  corticoid-analgesic  compound. 
icorten,*  brand  of  prednisone. 
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Merthiolate 


(THIMEROSAL,  LILLY) 


* Merthiolate ’ is  highly  active  under  virtually  all 
conditions;  is  relatively  nonirritating  and  nontoxic 

'Merthiolate’  is  germicidal  in  dilutions  up  to  1:4,000  in 
serum  media  and  is  relatively  nonirritating  in  the  con- 
centrations suggested  for  use.  It  also  maintains  its  ac- 
tivity in  the  presence  of  soaps.  The  fact  that  'Merthio- 
late’ is  used  as  a bacteriostatic  agent  in  fluids  for  paren- 
teral administration  gives  strong  evidence  of  its  safety. 

660000 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.Ai 
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THE  POLIOMYELITIS  VACCINATION 
PROGRAM  IN  LOUISIANA* 

J.  D.  MARTIN,  M.  D. 

New  Orleans 

The  Louisiana  State  Department  of 
Health’s  experience  through  December  15, 
1955,  indicates  that  poliomyelitis  vaccina- 
tion produced  a definite  and  marked  pro- 
tective effect  against  all  forms  of  polio- 
myelitis. 

In  1954,  Caddo,  Bossier  and  Rapides  Par- 
ishes participated  in  the  field  trials  of  the 
National  Foundation  for  Infantile  Paraly- 
sis of  the  Salk  poliomyelitis  vaccine.  In 
these  parishes  3622  children  received  three 
inoculations  of  Salk  polio  vaccine.  Through 
December  31,  1955,  two  of  these  3622 
vaccinated  children  were  reported  to  the 
Health  Department  as  having  developed 
poliomyelitis  in  spite  of  the  fact  that  80.5 
per  cent  of  them  resided  in  Caddo  and  Bos- 
sier Parishes  and  that  these  two  Parishes 
accounted  for  25.01  per  cent  of  the  378 
cases  of  poliomyelitis  reported  in  1955. 
One  of  these  was  reported  as  paralytic 
and  the  other  as  non-paralytic  poliomye- 
litis. An  untypable  cytopathogenic  agent 
was  isolated  from  the  child  reported  as 
having  non-paralytic  poliomyelitis  so  this 
probably  was  not  a case  of  poliomyelitis. 
No  agent  was  isolated  from  the  stool  of 
the  patient  reported  as  having  paralytic 
poliomyelitis  and  serologic  studies  did  not 
reveal  a significant  change  in  the  level  of 
serum  neutralizing  antibodies  so  the  diag- 


*  Report  of  the  State  Epidemiologist  to  the 
State  Board  of  Health. 


nosis  of  poliomyelitis  is  in  question  for 
this  case  also. 

The  occurrence  of  reported  cases  of 
poliomyelitis  in  the  early  months  of  1955, 
when  related  to  the  mean  occurrence  of 
reported  cases  during  the  previous  5-year 
period,  suggested  that  a greater  number 
of  cases  of  poliomyelitis  would  be  reported 
in  1955  than  for  the  mean  experience  of 
the  period  1950  through  1954.  (Figure  1). 

The  National  Foundation  for  Infantile 
Paralysis  began  to  supply  Salk  poliomyeli- 
tis vaccine  to  immunize  children  in  the 
first  and  second  grades  of  school  to  the 
State  Department  of  Health  on  April  18, 
1955.  The  State  Department  of  Health 
started  its  vaccination  program  immedi- 
ately. 

By  April  13,  the  occurrence  of  re- 
ported cases  of  poliomyelitis  was  increased 
over  the  5-year  mean  experience  and  re- 
mained increased  over  this  experience  un- 
til June  28.  From  June  28  through  De- 
cember 31  the  5-year  mean  experience  was 
appreciably  greater  than  the  1955  experi- 
ence. 

First  and  second  grade  children  num- 
bered 164,910.  Of  these  children  81,695 
received  two  injections  of  poliomyelitis 
vaccine  and  83,215  elected  not  to  be  vac- 
cinated. 

A study  of  the  occurrence  of  poliomy- 
elitis in  the  two  groups  shows  that  more 
than  seven  times  as  much  paralytic  polio- 
myelitis and  more  than  five  times  as  much 
of  all  forms  of  poliomyelitis  occurred  in 
the  nonvaccinated  as  in  the  vaccinated 
group.  (Table  1) 
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WEEKS  OF  THE  YEAR 


CASES  OF  POLIOMYELITIS  (ALL  FORMS)  BY  WEEK  OF  REPORT  - 1953  COMPARED  WITH  FIVE  YE  AR  ME  AN  1930"  1954  - LOUISIANA 

Figure  1 


The  National  Foundation  for  Infantile 
Paralysis  vaccine  was  used  through  Sep- 
tember 30,  1955,  when  the  program  ter- 
minated. 

The  pattern  of  occurrence  of  poliomy- 
elitis in  the  group  of  children  who  were 
vaccinated  against  poliomyelitis  is  differ- 
ent from  those  who  were  not  vaccinated. 

Since  the  purpose  of  vaccination  is  to 
protect,  the  number  of  inoculations  with 
the  dose  and  spacing  giving  the  greatest 
number  of  children  protection  is  the  pivot 
around  which  we  must  measure.  Three 
injections  of  the  vaccine,  with  the  third 
injection  being  given  as  a booster  or  recall 
inoculation  seven  months  after  the  second, 
are  recommended  by  the  developer  of  the 
vaccine  as  the  vaccination  procedure  which 
will  afford  the  highest  level  of  demon- 
strable antibodies  in  the  blood.  However, 
interest  is  so  keen  concerning  the  effec- 
tiveness of  the  vaccine  that  most  states 
are  evaluating  on  the  basis  of  available 


experience  instead  of  waiting  until  after 
the  recall  injection  and  1956  before  assess- 
ing the  situation. 

Arbitrarily  in  Louisiana,  we  have  desig- 
nated as  vaccinated  those  children  who 
have  been  inoculated  with  the  second  dose 
of  vaccine  at  least  two  weeks.  Those  chil- 
dren who  received  no  vaccine,  who  re- 
ceived only  one  injection  of  vaccine  or 
who  developed  poliomyelitis  within  two 
weeks  of  receiving  the  second  inoculation 
of  vaccine,  are  considered  as  nonvacci- 
nated.  It  is  possible  .that  if  a separate 
study  were  made  of  children  who  re- 
ceived no  vaccine  at  all  and  those  that 
received  any  vaccine  at  all,  but  who  were 
not  considered  as  vaccinated  children,  that 
the  protection  afforded  by  vaccination 
would  be  even  more  manifest,  because  one 
injection  of  vaccine  apparently  affords 
some  protection  and  these  children  with 
partial  protection  have  been  counted  in 
the  non-vaccinated  group. 
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TABLE  1 
LOUISIANA 

POLIOMYELITIS  CASES  AND  RATES  BY  TYPE  OP  CASE  AND 
VACCINATION  STATUS  FOR  FIRST  AND  SECOND  GRADES 
CASES  REPORTED  AFTER  APRIL  18.  1953  * 


APRIL 

IS  THROUGH  DECEMBER  15 

, 1955 

P; 

aralytic 

Non-Paralytic 

Bulbar 

Total 

Cases  and  Rates 

Cases 

Rate 

Cases 

Rate 

Cases 

Rate 

Cases 

Rate 

** Vaccinated  Group 

4 

4.9 

9 

11.0 

0 

— 

13 

15.9 

81,695 

Unvaccinated  Group 

30 

37.2 

42 

50.4 

6 

7.2 

78 

93.7 

83,215 

Overall  Totals 

34 

20.6 

51 

30.9 

6 

3.6 

91 

55.1 

164,910 

* Vaccination  Program  began 

in  Louisian 

a on 

April  18.  1955. 

Rate  =:  Number  of  cases  per 

100,000. 

Base  = All  cases  reported  frc 

mi  April  18 

t hrou 

gli  Decern  her  15,  1 

955  for  a 

:ges  5 thro 

'Ugli  9 years. 

**  Vaccinated  Case  = Any  child  in  this  age  group  who  received  two  injections  of  vaccine  and  whose  onset  of  ill- 
ness occurred  two  weeks  or  more  after  date  of  last  injection. 


The  rate  per  100,000  population  of  all 
reported  poliomyelitis  in  the  vaccinated 
group  was  15.9  as  compared  to  93.7  in  the 
nonvaccinated  group.  Refining  of  the  data 
shows  the  difference  in  rate  of  occurrence 
to  be  significant  for  each  clinical  form  of 
poliomyelitis  reported.  (Table  1).  The 
difference  is  particularly  marked  and 
gratifying  when  the  occurrence  of  paraly- 
tic poliomyelitis  in  the  vaccinated  and  non- 
vaccinated groups  is  studied.  The  rate  of 
occurrence  of  paralytic  poliomyelitis  in 
the  nonvaccinated  group  is  37.2,  while  in 
the  vaccinated  group  it  is  only  4.9. 

No  child  who  was  vaccinated  developed 
bulbar  poliomyelitis  while  6 children  in 
the  nonvaccinated  group  had  bulbar  in- 
volvement. 

Even  at  this  early  date  there  is  a mea- 
surable difference  of  occurrence  of  all 
forms  of  poliomyelitis  in  vaccinated  and 
nonvaccinated  children.  In  1956,  we 
should  acquire  a better  understanding  of 
the  value  of  vaccination,  after  the  children 
vaccinated  in  1955  and  the  nonvaccinated 
children  in  the  same  school  grades  with 
them  in  1956  have  been  exposed  for  a 
calendar  year  to  the  risk  of  poliomyelitis. 

No  severe  reactions  to  the  vaccine  were 
reported.  Investigation  of  reported  cases 
of  poliomyelitis  in  those  children  who  re- 
ceived N.F.I.P.  supplied  polio  vaccine  in 
the  State  administered  program  did  not 
suggest  in  any  that  the  vaccine  was  the 


cause  of  the  disease. 

One  child,  reported  to  the  State  Depart- 
ment of  Health  as  having  poliomyelitis, 
became  ill  four  days  after  receiving  his 
first  injection  of  poliomyelitis  vaccine 
from  a private  physician.  This  child  be- 
came paralyzed  nine  days  after  injection. 
Type  I and  Type  III  poliomyelitis  virus 
was  isolated  from  the  stool  of  this  child. 
Review  of  the  cases  of  poliomyelitis 
studied  by  the  State  Department  of  Health 
in  the  period  April  18  through  November 
31,  1955,  discloses  4 persons  from  whose 
stool  specimens  two  different  strains  of 
polio  virus  were  isolated.  One,  and  the 
only  vaccinated  person  in  this  group,  is 
the  child  mentioned  above.  The  other  3 
persons  were  nonvaccinated  individuals. 
Poliomyelitis  virus  Types  I and  III  were 
isolated  from  each  of  2 children  each  less 
than  4 years  of  age.  Poliomyelitis  virus 
Types  II  and  III  were  isolated  from  the 
only  adult  in  the  group — a female.  No 
relationship  was  established  among  these 
four  people. 

In  the  period  April  18  through  Novem- 
ber 30,  1955,  the  State  Department  of 
Health,  through  its  parish  health  units 
and  the  four  Polio  Centers  of  the  State, 
made  every  effort  to  obtain  3 stool  speci- 
mens for  virus  isolation  studies  and  paired 
bloods  for  serology  from  each  reported 
case  of  poliomyelitis  and  from  April  18 
until  September  every  effort  was  made  to 
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have  the  contacts  of  reported  cases  submit 
stool  and  blood  specimens  for  the  same 
purpose.  An  epidemiological  investigation 
has  also  been  made  on  each  person  re- 
ported since  April  18,  1955,  as  having 
poliomyelitis  to  be  certain  that  if  vaccine 
related  cases  occur  that  responsible  au- 
thorities may  be  alerted  immediately. 

The  National  Foundation  for  Infantile 
Paralysis  poliomyelitis  vaccination  pro- 
gram administered  in  Louisiana  by  the 
State  Department  of  Health  terminated 
September  30.  The  Department’s  present 
program  of  poliomyelitis  vaccination  car- 
ried out  with  vaccine  purchased  with 
funds  made  available  through  the  Public 
Health  Service  by  Congress  commenced 
October  1,  but  vaccinations  under  this 
program  did  not  begin  until  the  vaccine 
arrived  on  October  18.  From  then  until 
the  end  of  October,  268  persons  received 
first  injections  of  vaccine  and  8 second 
injections  of  vaccine.  In  November,  5506 
received  first  injections,  2377  second,  and 
18  third  injections  of  poliomyelitis  vaccine. 

With  cessation  of  the  N.F.I.P.  vaccina- 
tion program,  the  Department  of  Health 
was  relieved  of  its  responsibility  for  mass 
immunizations.  Planning  meetings,  started 
as  soon  as  it  became  obvious  that  federal 
funds  would  be  available  to  the  Depart- 
ment for  the  purchase  of  poliomyelitis 
vaccine,  resulted  in  an  intensive  study  of 
the  whole  program,  past  and  future.  The 
study  committee  recommended,  and  the 
State  Health  Officer  approved,  that  in  the 
future  poliomyelitis  vaccination  be  made 
a part  of  the  regular,  routine  immunisa- 
tion program  of  the  Department.  This  was 
done  and  all  poliomyelitis  vaccinations 
in  the  State  program  are  now  offered 
through  the  usual  channels  of  the  parish 
health  units  to  those  persons  who  usually 
avail  themselves  of  these  services. 

The  demand  for  vaccination  is  steadily 
increasing,  but  every  effort  should  be 
exerted  to  have  as  many  persons  immu- 
nized against  poliomyelitis  as  quickly  as 
possible  to  provide  the  greatest  amount  of 
protection  against  the  approaching  1956 
poliomyelitis  season. 


To  this  end,  the  State  Health  Officer 
requested  the  State  Poliomyelitis  Commit- 
tee, composed  of  Doctors  C.  Grenes  Cole, 
Philip  H.  Jones,  Will  Barker,  and  Max 
Miller,  representing  the  Louisiana  State 
Medical  Society  and  Doctors  George  H. 
Hauser,  Ben  Freedman,  Andrew  Hedmeg 
and  J.  D.  Martin,  representing  the  State  De- 
partment of  Health,  to  meet  with  him  on 
Wednesday,  January  4,  1956,  to  consider 
the  possibility  of  stimulating  greater  use 
of  the  vaccine. 

The  Committee  suggested  that 

1.  The  priority  age  group  of  eligibles 
for  vaccination  be  extended  to  include  all 
persons  20  years  of  age  and  less  and  all 
pregnant  women. 

2.  The  profession  be  advised  that  polio- 
myelitis vaccine  is  freely  available  through 
the  usual  commercial  channels  and  from 
parish  health  units,  as  under  previously 
existing  regulations. 

3.  The  medical  profession  and  the  par- 
ish health  units  cooperate  in  developing 
plans  to  increase  use  of  the  vaccine. 

SUMMARY 

The  experience  of  the  Louisiana  State 
Department  of  Health  indicates  that  polio- 
myelitis vaccination  is  effective  in  the 
prevention  of  poliomyelitis  and  in  decreas- 
ing the  severity  of  the  disease  when  it 
occurs. 

Since  the -vaccine  contributes  to  the  pre- 
vention of  the  crippling  effects  and  the 
occurrence  of  poliomyelitis,  it  is  suggested 
that  every  effort  be  made  to  immunize  all 
persons  eligible  for  vaccination  as  soon  as 
possible. 

o 

MEDICAL  MANAGEMENT  OF  ACUTE 
RENAL  FAILURE  * 

IKE  MUSLOW,  M.  D.  f 
New  Orleans 

In  the  past  decade  there  has  been  a 
complete  revision  of  therapy  of  acute  renal 
failure.  This  change  has  resulted  from 
a better  understanding  of  the  pathology 

* Presented  at  the  Seventy-fifth  Annual  Meet- 
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4,  1955,  New  Orleans. 
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and  clinical  course  of  this  disease.  Up 
until  World  War  II,  very  few  articles 
were  published  concerning  the  nature  and 
treatment  of  this  syndrome.  In  the  past 
five  years  almost  every  medical  journal 
has  carried  one  or  two  papers  reviewing 
the  literature  and  relating  personal  ex- 
periences. The  placement  of  the  artifi- 
cial kidney  in  various  medical  centers  has 
greatly  influenced  the  interest  in  this 
syndrome.  It  has  made  physicians  more 
and  more  conscious  of  its  possible  de- 
velopment and  of  its  therapy  when  pre- 
sent. Proper  therapy  is  essential  as  this 
is  a disease  for  which  one  can  do  too 
much  with  resulting  death  from  misman- 
agement. 

For  simplification,  the  term  acute  renal 
failure  has  been  designated  when  there 
is  rapid  but  only  temporary  loss  of  renal 
excretory  function.  Known  etiologies  of 
this  disease  are  innumerable  with  a few 
of  the  more  important  and  common  ones 
listed  in  Table  1.  Many  other  terms  have 

TABLE  1 

CONDITIONS  PRECIPITATING  ACUTE  RENAL 
FAILURE 

Crushing  injuries 
Battle  wounds 
Major  abdominal  surgery 
Burns 

Retroplacental  hemorrhage 
Eclampsia 

Blood  transfusion  reactions 

Intravascular  hemolysis  of  unknown  etiology 

Infections 

Intravascular  hemolysis  following  irrigation 
of  bladder  during  transurethral  resection 
Mushroom  poisoning 

Chemical  poison:  C Cb,  arsenicals,  Hg,  etc. 
Anaphylactic  shock 
Sulfonamide  reaction 

been  used  for  this  condition  and  are 
shown  in  Table  2.  Though  some  may  be 
specific  in  etiology,  the  resulting  patho- 
logical picture  remains  the  same  regard- 
less of  cause.  The  clinical  course  and 
prognosis,  however,  may  be  greatly  influ- 
enced by  the  event  responsible  for  the 
onset  of  this  syndrome.  This  will  unfold 
as  the  discussion  continues. 

PATHOLOGICAL  FINDINGS 

The  pathogenesis  of  this  disease  has 
never  been  completely  understood,  but 


table  2 

TERMS  USED  FOR  ACUTE  RENAL  I5AILURE 

Lower  nephron  nephrosis 
Acute  tubular  necrosis 
Acute  renal  tubular  failure 
Shock  kidney 
Traumatic  uremia 
Transfusion  kidney 
Crush  syndrome 
Hepatorenal  syndrome 
Toxic  nephrosis 
Burn  nephritis 

appears  to  be  related  to  reduction  of  re- 
nal blood  flow  with  resulting  ischemia 
and  necrosis  of  tissue.  The  pathologist 
recognizes  the  condition  by  the  gross  ap- 
pearance of  a slightly  enlarged  kidney 
accompanied  by  a pale  swollen  cortex. 
Microscopically,  he  finds  pigment  and 
hyaline  casts  in  the  lower  parts  of  the 
nephron  and  necrosis  of  the  epithelium 
of  any  part  of  the  tubule.  The  injury  is 
most  constant  and  usually  most  severe  in 
the  lower  segments  of  the  nephron.  Ne- 
crosis is  almost  entirely  confined  to  epi- 
thelium thereby  making  the  process  rep- 
arable. Regeneration  of  tubular  epitheli- 
um is  rapid  and  can  be  seen  in  some  cases 
as  early  as  the  fourth  day. 

CLINICAL  PICTURE 

For  therapeutic  reasons,  the  clinical 
picture  is  usually  divided  into  three  peri- 
ods consisting  of  shock,  oliguria,  and  di- 
uresis. There  is  marked  variation  in  dura- 
tion and  severity  of  these  stages  and  not 
all  cases  of  acute  renal  failure  present  a 
picture  of  shock. 

The  stage  of  shock  when  present,  is 
readily  recognized  and  presents  with  its 
usual  features.  The  stage  of  oliguria, 
however,  is  quite  complex  and  is  frequent- 
ly missed  for  days  following  its  onset. 
For  this  reason,  I have  elected  to  spend 
time  on  discussion  of  this  phase  in  re- 
gard to  its  recognition,  confusing  aspects, 
and  differential  diagnosis. 

Oliguria  has  been  arbitrarily  defined  as 
existing  when  the  urinary  output  is  400  cc. 
or  less  for  a twenty-four  hour  period. 
Usually  the  output  for  the  first  three  or 
four  days  is  100  cc.  or  less,  but  occasional 
cases  are  seen,  in  which  the  output  never 
falls  below  400  cc.  per  day.  Other  cases, 
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such  as  exposure  to  nephrotoxic  chemicals, 
and  occasionally,  in  association  with  acute 
hepatic  failure,  show  a characteristic  de- 
lay in  onset  of  oliguria.  In  carbon  tetra- 
chloride intoxication,  oliguria  frequently 
has  not  developed  for  three  or  four  days 
following  exposure. 

Complete  anuria  lasting  for  three  or 
four  days  is  a rarity  in  this  syndrome. 
In  its  presence,  cases  must  be  evaluated 
very  carefully  and  the  possibility  of  either 
urinary  tract  obstruction  or  primary  renal 
disease,  such  as  acute  glomerulonephritis 
has  to  be  strongly  considered.  This  is  ex- 
tremely important  in  cases  following  lower 
abdominal  surgery  in  which  damage  or 
ligation  of  the  ureters  may  have  occurred. 
Passage  of  an  ureteral  catheter  up  one 
ureter  will  rule  out  an  obstruction. 

The  oliguria  usually  lasts  on  an  average 
of  ten  to  twelve  days,  but  there  are  cases 
lasting  as  long  as  three  weeks.  Cases  go- 
ing beyond  this  three  week  period  are  like- 
ly to  be  associated  with  other  types  of 
renal  or  urological  disease. 

Certain  urinary  abnormalities  have  been 
observed  during  the  oliguric  phase  and 
may  aid  in  its  recognition.  Initially  the 
urine  may  be  grossly  bloody,  dark  red,  or 
brown.  Proteinuria  is  heavy  at  the  onset 
but  diminishes  with  progression  of  the 
disease.  A specific  gravity  of  1.020  is  not 
uncommon  initially,  but  rapidly  approach- 
es 1.010  as  the  disease  continues.  Granu- 
lar casts,  broad  casts,  red  cells  and  white 
cells  are  usually  found  on  microscopic  ex- 
amination. 

Early  recognition  of  the  oliguric  phase 
is  of  prime  importance;  in  the  past,  over- 
treatment has  frequently  occurred  before 
the  picture  of  oligurta  and  acute  renal 
failure  has  been  recognized.  Being  aware 
of  its  possible  development  is  the  best 
means  for  prevention  of  this  tragedy. 

THERAPY 

Before  discussing  therapy  of  this  syn- 
drome, it  must  be  realized  that  patients 
who  have  this  condition  as  a result  of 
difficult  and  prolonged  surgery,  or  as  a 
result  of  severe  trauma,  fall  into  a differ- 
ent clinical  category  than  the  previously 


healthy  individual  who  has  the  syndrome 
as  a result  of  mismatched  blood  or  a 
nephrotoxic  poison.  To  the  latter  patient, 
azotemia  and  acidosis  may  be  of  little 
consequence ; whereas  to  the  former  it  may 
be  extremely  hazardous.  The  mortality 
rate  in  these  patients  even  with  all  forms 
of  therapy  is  still  very  high;  too  often  it 
is  not  realized  that  these  patients  fre- 
quently die  even  in  the  absence  of  acute 
renal  failure. 

Therapy  is  handled  on  a day  to  day 
basis  and  frequently  necessitates  changes 
over  hourly  periods.  Each  period  is  treat- 
ed accordingly  and  is  influenced  by  the 
degree  and  severity  of  the  stage. 

The  first  stage  or  period  of  shock  is 
usually  related  to  blood  loss,  sepsis,  or 
trauma  in  its  many  forms.  Proper  and 
immediate  treatment  at  this  time  is  the 
most  effective  manner  of  preventing  the 
onset  of  this  syndrome.  Properly  matched 
fresh  whole  blood  continues  to  be  the  fluid 
of  choice  in  therapy  of  blood  loss.  In 
cases  of  severe  hemolysis,  freshly  washed 
red  cells,  that  have  been  properly  matched 
by  the  Coomb’s  method,  can  be  used.  This 
obviates  the  danger  of  overloading  the  pa- 
tient when  fluid  restriction  is  indicated. 
Alkalinization  of  the  urine  in  transfusion 
reactions  and  intravascular  hemolysis  is 
no  longer  adhered  to,  and  can  be  danger- 
ous in  the  presence  of  anuria  and  oliguria. 

All  injuries  are  cared  for  immediately. 
If  amputation  is  indicated  then  it  should 
be  done  as  soon  as  the  patient  can  with- 
stand surgery.  Until  surgery  is  possible, 
the  involved  extremity  should  be  packed 
in  ice  in  order  to  decrease  absorption  of 
toxic  products  and  liberated  potassium. 
Antibiotics  should  be  used  in  liberal  quan- 
tities for  control  of  infection.  Care  must 
be  exercised,  however,  in  the  administra- 
tion of  large  quantities  of  streptomycin 
in  the  presence  of  prolonged  oliguria. 

The  oliguric  phase  requires  more  pro- 
longed and  complex  management.  The 
most  common  cause  of  death  in  this  phase 
is  cardiac  failure.  This  occurs  either 
through  overhydration  or  potassium  in- 
toxication. For  its  prevention,  certain  rig- 
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id  principles  are  followed. 

An  accurate  intake  and  output  must  be 
recorded,  even  if  it  necessitates  an  in- 
dwelling catheter.  All  fluid  loss  from 
vomiting,  gastric  suction,  diarrhea,  and 
draining  sinuses  or  fistulae  should  be 
measured  as  accurately  as  possible.  The 
latter  two  are  frequently  quite  large  and 
not  evident  unless  some  means  are  taken 
for  their  measurement. 

If  feasible,  daily  weight  readings  are 
obtained.  This  affords  the  best  means  of 
determining  water  retention  that  occurs 
not  only  from  exogenous  sources,  but  from 
tissue  breakdown  as  well. 

Fluid  is  restricted  in  quantities  suffici- 
ent to  maintain  a constant  daily  weight; 
some  observers  are  even  in  favor  of  ob- 
taining slight  weight  reduction.  To  ac- 
complish this,  fluid  intake  is  limited  to 
insensible  loss  from  sweating  and  respira- 
tion plus  the  amount  of  measurable  loss. 
The  amount  of  insensible  loss  will  vary 
with  presence  of  fever  and  the  degree  of 
sweating.  Usually  no  more  than  700  to 
1000  cc.  is  required  for  replacement.  It  is 
far  better  to  err  on  the  low  side  than  to 
administer  an  excess. 

Caloric  intake  should  be  at  least  400 
calories  daily  in  the  form  of  carbohydrate 
or  fat.  If  nourishment  can  be  taken  by 
mouth,  then  this  affords  the  easiest  and 
best  method  for  administration.  A diet 
free  of  sodium,  potassium,  and  protein  is 
used ; glucose,  peanut  oil,  salt  free  butter, 
and  cooked  rice  can  be  served  and  pre- 
pared in  various  manners.  Feedings  are 
divided  and  taken  throughout  the  day 
rather  than  in  one  or  two  servings.  Once 
vomiting  ensues  then  intravenous  fluids 
is  the  only  means  of  feeding.  In  order  to 
maintain  caloric  intake  and  at  the  same 
time  restrict  fluids,  hypertonic  glucose 
solutions  must  be  used.  At  the  present 
time  research  is  being  done  on  intraven- 
ous fat  but  has  not  been  approved  or  ad- 
vocated. 

Thorazine  has  been  used  with  some  suc- 
cess in  the  control  of  nausea  and  vomiting. 
Complicating  factors,  such  as  jaundice  and 
hypotension  have  been  extremely  uncom- 


mon in  our  hands  and  certainly  has  war- 
anted  the  risk  of  its  use. 

The  serum  electrolytes  and  chemistries 
undergo  a marked  change  in  the  oliguric 
phase.  These  changes  are  variable  and  to 
a large  degree  depend  upon  the  initiating 
event.  A fall  in  serum  sodium  concentra- 
tion is  seen  in  almost  all  cases.  The  na- 
ture of  its  fall  is  not  clear  but  appears  to 
be  related  to  one  of  three  factors  or  pos- 
sibly a combination  of  all  three.  These 
factors  are  presumed  to  be  (1)  shift  of 
sodium  from  the  extracellular  to  the  intra- 
cellular fluid,  (2)  shift  of  H-0  from  the 
intracellular  compartment  to  the  extra- 
cellular compartment  and,  (3)  dilution  of 
the  inorganic  ions  in  body  fluids  by  ex- 
cess water  administration.  Although  some 
advocate  the  administration  of  hypertonic 
saline  for  correction,  most  workers  are  in 
agreement  that  NaCl  administration  is  not 
necessary  and  can  easily  result  in  cardiac 
failure  and  cerebral  edema.  If  a need  is 
felt  for  correction  then  this  is  best  ob- 
tained by  further  water  restriction.  A 
correlation  between  weight  reduction  and 
rising  sodium  levels  has  been  shown  in 
this  syndrome.  If  sodium  is  lost,  however, 
in  considerable  amounts  by  way  of  gastric 
suction  or  draining  sinuses,  then  its  re- 
placement by  hypertonic  saline  is  required. 

Unlike  sodium,  serum  potassium  tends 
to  rise  during  the  oliguric  phase.  The 
danger  of  potassium  intoxication  is  great- 
est among  those  individuals  who  have 
crush  injuries,  received  multiple  transfu- 
sions with  old  blood  or  in  whom  infection 
is  present.  Potassium  intoxication  results 
in  cardiac  arrhythmias  and  standstill. 
Both  serum  K levels  and  serial  electrocar- 
diograms are  taken  for  following  the  pos- 
sibility of  this  development.  Although 
there  frequently  is  little  correlation  be- 
tween the  electrocardiogram  and  serum 
potassium,  the  electrocardiogram  remains 
of  great  clinical  importance.  Its  findings 
rest  not  only  in  the  serum  K levels  but 
also  on  total  ionic  concentrations  and 
their  resulting  antagonisms.  Electrocar- 
diographic findings  in  both  early  and  late 
stages  of  potassium  intoxication  are  shown 
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in  Figure  1.  Several  methods  for  prevent- 
ing a rise  in  serum  K+  have  been  men- 
tioned previously.  This  includes  treatment 
of  infection  and  injuries  early  in  the  dis- 
ease, use  of  fresh  blood  for  blood  loss, 
administration  of  adequate  calories  to  pre- 
vent tissue  breakdown  and  withholding  all 
K in  the  diet  or  fluids. 

Some  workers  have  used  exchange  resins 
administered  either  orally  or  by  rectum 
to  combat  rising  K+  levels.  By  rectum  it 
is  given  as  the  carboxylic  NH3  resin  twice 
daily  as  a 10  per  cent  suspension  in  250 
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Figure  1 

cc.  of  HA).  It  has  been  reported  that  as 
much  as  70  mEq.  K per  day  has  been  re- 
moved in  this  manner.  Should  the  K+  rise 
in  spite  of  all  measures,  then  the  artificial 
kidney  is  by  far  the  most  effective  means 
for  removal.  Cases  requiring  this  pro- 
cedure, who  are  seen  for  the  first  time 
with  evidence  of  late  K intoxication  on 
the  electrocardiogram,  frequently  may  be 
given  a few  hours  of  safety  with  reversal 
of  the  electrocardiographic  findings,  by 
the  administration  of  hypertonic  glucose 
and  insulin.  It  is  used  in  the  ratio  of 
3 gms.  of  glucose  to  1 unit  of  insulin. 
This  temporarily  succeeds  in  lowering  the 
serum  K+  through  glycogen  formation  and 
storage.  Ca++  and  Na+  have  also  been 
used  for  their  antagonistic  effects  to  K+, 


but  their  degree  and  duration  of  effect 
is  much  less  than  glucose  and  insulin. 
Once  the  urinary  tract  output  exceeds  500 
cc.  per  day,  then  the  handling  of  K+  ex- 
cretion is  usually  adequate  and  causes 
little  concern. 

During  the  development  of  azotemia 
during  the  oliguric  phase,  there  is  usually 
progressive  lowering  of  the  CO2  combining 
power.  Unless  this  is  severe  or  the  pa- 
tient is  critically  ill,  then  the  acidosis  is 
usually  fairly  well  tolerated  and  requires 
no  correction.  Should  correction  be  neces- 
sary, then  NaR  lactate  or  NaHCCh  is  ad- 
ministered slowly  and  cautiously. 

Hypocalcemia  is  often  present,  but  not  to 
the  same  extreme  as  seen  in  chronic  renal 
insufficiency ; tetany  has  only  rarely  been 
observed.  No  therapy  is  usually  required 
for  the  hypocalcemia. 

A rapidly  progressing  anemia  is  present 
in  almost  all  cases.  The  anemia  is  not 
completely  understood  but  at  present 
seems  best  explained  on  a shortened  life 
cycle  of  the  red  cell.  Once  the  hematocrit 
reaches  a level  of  18  to  20,  then  it  appears 
to  level  off  and  remain  at  this  value.  Most 
patients  appear  to  tolerate  this  level  very 
well.  Repeated  transfusions  seldom  cause 
any  significant  rise  in  the  hematocrit  and 
frequently  result  in  cardiac  failure. 

Throughout  the  oliguric  phase,  careful 
attention  must  be  paid  to  the  pulmonary 
and  vascular  systems.  Too  often  older  pa- 
tients are  maintained  through  the  oliguric 
phase  only  to  die  from  a complicating 
bronchopneumonia  or  pulmonary  embolus. 
Nursing  care  in  these  patients  is  as  im- 
portant as  any  other  phase  of  treatment. 

Once  the  urinary  output  exceeds  500  cc. 
daily  then  there  is  a rapid  increase  in  the 
day  to  day  output.  This  period  is  now 
known  as  the  diuretic  phase.  For  the 
first  few  days  after  this  onset,  there  may 
be  noticed  no  improvement  in  the  clinical 
or  chemical  picture.  There  actually  may 
occur  further  increase  in  the  azotemia  and 
degree  of  acidosis.  Within  a few  days, 
however,  there  is  noted  marked  clinical 
and  laboratory  improvement.  At  this  time 
diuresis  may  be  profound  with  the  volume 
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reaching  as  high  as  4000  to  5000  cc.  daily 
or  more.  This  occurs  even  though  there 
may  be  restriction  of  H2O  intake.  With 
this  diuresis  there  may  be  a marked  de- 
pletion of  electrolytes.  During  this  phase 
both  fluid  and  electrolyte  administration 
must  be  adequate. 

Once  recovery  is  attained,  then  there  is 
complete  recovery  of  renal  excretory  func- 
tion. This  as  well  as  the  correction  of  the 
anemia  may  take  three  to  six  months  fol- 
lowing recovery  from  the  oliguric  phase. 
Marked  tissue  loss  with  resulting  weakness 
in  older  patients  may  also  take  months 
for  replacement  and  repair. 

Little  mention  has  been  made  of  the 
artificial  kidney.  In  many  cases,  especi- 
ally in  those  associated  with  trauma,  medi- 
cal management  alone  is  not  sufficient 
and  the  artificial  kidney  has  to  be  used. 
Unfortunately,  this  procedure  does  not 
guarantee  eventual  recovery  in  all  cases : 
There  still  remains  a high  mortality  rate 
in  these  cases,  which  is  associated  with 
the  initiating  factors  and  not  the  proced- 
ure. 

SUMMARY 

In  summary  the  following  have  been 
stressed : 

1.  Prompt  recognition  of  the  disease 
with  early  institution  of  therapy. 

2.  Fluid  restriction  with  adequate  cal- 
oric intake. 

3.  Use  of  Na,  K,  protein  free  diets. 

4.  Recognition,  prevention  and  treat- 
ment of  K+  intoxication. 

5.  Excellent  nursing  care. 

6.  Adequate  fluid  and  electrolyte  ad- 
ministration during  the  diuretic  phase. 
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EXPERIENCES  WITH  PELVIC 
ENDOMETRIOSIS;  REVIEW  OF 
PRIVATE  CASES  AND  PATIENTS  AT 
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OF  LOUISIANA  AT  NEW  ORLEANS  * 
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Pelvic  endometriosis  is  a serious  disease 
whose  incidence  is  increasing.  In  com- 
paratively recent  times  it  has  become  the 
greatest  threat  to  normal  reproductive 
function  that  the  modern  young  woman 
has  to  contend  with. 

This  is  especially  true  of  the  young 
white  woman  with  “advantages”  economic- 
ally and  socially.  The  girl  who  pursues 
her  education  and  cultural  interests  a bit 
longer  and  who,  therefore,  is  married  a bit 
later.  Or  the  girl  who  marries  the  young 
professional  man  with  extra  years  of 
preparation  ahead  of  him — and  pregnancy 
is  deferred.  In  fact  it  is  true  that  we  as 
physicians  not  infrequently  must  face  the 
toll  brought  about  by  endometriosis  in  our 
own  wives  and  daughters. 

Tyrone  and  Weed  1 have  suggested  that 
the  modern  tense  living  of  “emancipated 
woman”  bringing  about  stress  may  be  the 
forerunner  to  this  condition.  Does  this 
cause  hormone  imbalance,  especially  of 
adrenal  cortical  secretions  which  sets  off 
the  development  of  ectopic  endometrium? 

In  spite  of  the  several  attractive  theo- 
ries advanced,  no  one  seems  to  be  entire- 
ly adequate  to  explain  the  etiology  of  this 
condition. 

MATERIAL 

This  presentation  deals  only  with  ex- 
ternal pelvic  endometriosis  which  may  be 
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defined  as  the  presence  of  endometrial 
tissue  outside  of  the  uterus  which  is  in- 
distinguishable in  its  microscopic  appear- 
ance from  that  found  within  the  endo- 
metrial cavity.  Our  study  is  based  on 
experiences  gained  in  private  practice 
(M.  L.  McC)  and  from  a review  of  all 
cases  of  external  endometriosis  encoun- 
tered at  the  Charity  Hospital  of  Louisiana 
at  New  Orleans,  from  January  1,  1939  to 
December  31,  1953. 

In  the  latter  institution  there  were 
only  133  patients  with  proven  diagnosis 
of  endometriosis  at  operation  over  the 
fifteen  year  period  studied.  Sixty-seven 
of  these  were  colored  and  66  were  white. 
While  the  total  number  of  laparotomies  at 
this  hospital  is  unknown,  some  idea  of 
incidence  may  be  gathered  from  the  num- 
ber of  out-patient  clinic  visits  and  total 
admissions  to  the  hospital  wards.  There 
were  416,113  visits  to  the  gynecological 
clinics,  293,460  colored  and  122,653  white, 
from  the  beginning  of  1939  to  the  end  of 
1953.  Thus,  there  was  1 case  of  proven 
endometriosis  for  each  4380  clinic  visits 
in  the  colored  and  1 case  for  each  1858  in 
the  white.  During  the  same  period  there 
were  58,427  admissions  to  the  gyneco- 
logical wards,  36,227  colored  and  22,200 
white.  Of  these  1 out  of  each  541  colored 
patients  (0.18  per  cent)  and  1 out  of 
each  336  white  patients  (0.3  per  cent) 
were  found  to  have  external  pelvic  endo- 
metriosis. 

In  the  senior  author’s  private  practice 
from  January  1,  1944  to  December  31, 
1953,  there  were  1018  major  gynecological 
operations,  of  which  580  were  laparoto- 
mies. Ninety-two  patients  (all  white), 
representing  16  per  cent  of  those  having 
laparotomy,  had  pathologically  proven  ex- 
ternal endometriosis.  This  incidence  is 
lower  than  that  reported  by  some;  (Meigs2 
found  endometriosis  in  32  per  cent  and 
Sampson 3 in  almost  22  per  cent  of  their 
patients)  but  in  this  series  there  was  an 
unknown  number  of  individuals  with  very 
suggestive  symptoms  and  findings  of  the 
disease  who  either  became  pregnant  with- 
in a reasonable  period  of  time  or  whose 


lesions  were  nonprogressive  and  who 
therefore  were  not  operated  upon. 

These  statistics  emphasize  the  dearth  of 
patients  with  this  disease  on  a large  chari- 
ty hospital  service.  It  also  reiterates  the 
relative  infrequency  of  endometriosis  in 
the  American  negro,  as  has  been  so  well 
described  in  the  excellent  report  by  Weed.4 

AGE  INCIDENCE 

Twenty-seven  per  cent  of  the  patients 
in  the  private  group  required  surgery  be- 
fore the  age  of  30  years  and  4 per  cent 
were  operated  upon  after  50.  In  the  Chari- 
ty group  36  per  cent  came  to  surgery  by 
the  age  of  50  years  and  only  1 patient 
with  external  endometriosis  in  the  entire 
fifteen  year  series  was  operated  upon  af- 
ter the  age  of  50  years. 

LOCATION  OF  ENDOMETRIAL  LESIONS 

The  relative  distribution  of  lesions  in 
the  private  patient  group  is  shown  in 
Figure  1.  The  posterior  cul-de-sac  area 


including  uterosacral  ligaments  were  in- 
volved slightly  more  often  than  the 
ovaries. 

In  the  Charity  group  of  patients  (Table 
1)  the  ovaries  were  involved  most  fre- 
quently in  both  white  and  colored  but 
only  slightly  more  often  that  the  perito- 
neal surfaces.  Cul-de-sac  lesions  were  not 
described  as  commonly  in  the  Charity 
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TABLE 

i 

EX 

TERN 

AL  ENDO 

iMETRIOSIS 

CHA 

RITY  HOSPITAL 

1939  - 19.' 

>3 

Sites 

White 

Cc 

ilo  red 

Ovaries 

42 

(61%) 

40 

(61%) 

Cul-de-sac 

15 

(22%) 

26 

(39%) 

Parietal  & Ser 

osal 

Surfaces 

40 

(60%) 

39 

(59%) 

Bowel  (Rectui 

rn  & 

Sigmoid ) 

3 

( 4%) 

14 

(21%) 

group  as  in 

the 

private 

group.  The 

lower 

bowel  was 

involved  five  times 

as  fre- 

quently  in 

the 

white  as  in  the 

colored. 

Bladder  endometriosis  was  encountered 
only  once  in  fifteen  years  in  the  Charity 
series,  whereas  extensive  bladder  involve- 
ment was  present  in  6 of  92  private  pa- 
tients. 

SYMPTOMS 

Symptoms  listed  in  order  of  their  rela- 
tive frequency  in  the  private  patient  group 
were : 

1.  Increasing  dysmenorrhea 

2.  Dyspareunia 

3.  Infertility 

4.  Abnormal  uterine  bleeding 

5.  Lower  abdominal  pain 

6.  Rectal  pain  (change  of  bowel  habit) 

7.  Backache 

8.  Urinary  symptoms 

It  is  evident  that  the  significant  trium- 
virate of  symptoms  is  pain,  bleeding,  and 


infertility. 

Table  2 points 

TABLE  2 
SYMPTOMS 

out 

the 

inci- 

Private 

Charity 

No. 

Cases 

c/o 

White 

No. 

Cases 

C 

% ' 

olored 

No. 

Cases 

% 

Pain 

72 

78 

55 

83 

54 

81 

Bleeding 

49 

53 

25 

38 

34 

50 

Infertility 

51 

55 

36 

56 

47 

70 

None 

14 

15 

8 

12 

5 

7 

dence  of  these  symptoms  in  the  private 
group  as  well  as  in  the  white  and  colored 
Charity  cases.  The  increasing  infertility 
in  the  colored  Charity  group  is  probably 
due  to  the  greater  incidence  of  chronic 
pelvic  inflammatory  disease.  Only  7 per 
cent  of  the  colored  cases  had  no  symp- 
toms when  endometriosis  was  found.  It 
is  our  impression  that  this  may  be  re- 


lated to  the  fact  that  they  have  more 
associated  pathology  and  seldom  come  for 
medical  aid  until  there  is  comparatively 
far  advanced  disease  and  definite  symp- 
toms are  present. 

The  fact  that  15  per  cent  of  the  private 
and  12  per  cent  of  the  charity  white  pa- 
tients had  no  symptomatology  in  associa- 
tion with  endometriosis  is  notable.  Many 
of  these  had  extensive  lesions  and  were 
surprise  findings  at  laparotomy. 

ASSOCIATED  PELVIC  PATHOLOGY 

It  is  commonly  believed  that  about  20 
per  cent  of  women  have  congenital  retro- 
displacement  of  the  uterus.  In  private  pa- 
tients with  external  endometriosis  41  per 
cent  had  uterine  retroversion.  Thirty- 
three  per  cent  of  white  Charity  patients 
had  this  accompanying  condition ; whereas 
only  4 per  cent  of  colored  patients  had 
retroversion  of  the  uterus  noted  on  their 
charts. 

Table  3 reveals  that  much  more  as- 
sociated pelvic  pathology  was  present  in 
colored  patients  with  external  pelvic  endo- 

TABLE 3 
ENDOMETRIOSIS 
CHARITY  HOSPITAL 
1039  - 1953 


Accompanying  Pathology 

Colored 

White 

Uterine  Retroversion 

3 ( 4%) 

22  (33%) 

Myoma 

24  (36%) 

12  (18%) 

Myomata  and  Chronic 

Salpingitis 

30  (45%  ) 

4 ( 6%) 

Pelvic  Inflammatory 

Disease 

8 (12%) 

7 (11%) 

metriosis  than  in 

the  white. 

Thirty-six 

per  cent  of  the  former  had  myoma  uteri 
while  only  18  per  cent  of  the  white  Charity 
patients  had  such  tumors.  Twenty  per 
cent  of  the  private  group  had  myomata 
but  most  of  these  were  of  insignificant 
size.  No  pelvic  inflammatory  disease  was 
noted  in  the  private  patients ; whereas  in 
the  white  Charity  group  17  per  cent  had 
pelvic  inflammation,  6 per  cent  of  whom 
had  accompanying  myoma  uteri.  In  con- 
trast, 57  per  cent  of  colored  patients  had 
pelvic  inflammatory  disease,  45  per  cent 
of  whom  also  had  fibroids. 

DIAGNOSIS 

The  specific  diagnosis  of  pelvic  endo- 
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metriosis  can  only  be  made  at  operation. 
Preoperative  diagnosis  is  usually  difficult. 
Nodularity  in  the  region  of  the  posterior 
cul-de-sac  and  uterosacral  ligaments  on 
rectovaginal  palpation  is  most  character- 
istic. This  may  or  may  not  be  associated 
with  adherent  retrodisplacement  of  the 
uterus.  A fixed  adnexal  tumor  mass  such 
as  is  caused  by  an  endometrial  cyst  of  the 
ovary  is  a suggestive  finding  but  other 
types  of  ovarian  neoplasia  cannot  be  ex- 
cluded. Inasmuch  as  chocolate  cysts  of  the 
ovary  rarely  attain  the  size  of  other  com- 
mon ovarian  tumors,  the  presence  of  pal- 
pable abdominal  tumor  due  to  endometrio- 
sis is  unusual. 

Eighty-two  per  cent  of  private  patients 
with  endometriosis  were  suspected  of  hav- 
ing the  disease  and  in  18  per  cent  the 
diagnosis  was  missed.  On  the  other  hand, 
only  15  per  cent  of  charity  cases  with  this 
condition  were  suspected  of  having  it  be- 
fore laparotomy  was  performed.  This  dis- 
crepancy between  the  two  groups  may  be 
due  to  the  great  amount  of  other  pelvic 
pathology  present  in  the  charity  cases  as 
well  as  the  increased  index  of  suspicion 
which  is  bound  to  be  developed  in  private 
practice. 

THERAPY  CARRIED  OUT 

Only  patients  with  proven  diagnosis  of 
external  pelvic  endometriosis  are  included 
in  this  study  so  that  all  had  some  type  of 
surgery. 

Eighty-one  per  cent  of  charity  cases  had 
abdominal  hysterectomy  and  removal  of 
ovarian  tissue,  while  19  per  cent  had  some 
conservative  operation.  On  the  other  hand, 
27  per  cent  of  private  patients  had  con- 
servative surgery.  Of  those  in  the  private 
group  who  had  extensive  pelvic  surgery, 
42  per  cent  had  had  previous  conservative 
procedures  done  for  endometriosis.  Only 

0.67  per  cent  had  previous  pelvic  surgery 
for  endometriosis  in  the  charity  series. 

DISCUSSION  OF  MANAGEMENT 

Our  own  approach  to  the  management 
of  pelvic  external  endometriosis  is  in 
agreement  with  that  of  Gardner  5 and  in- 
cludes the  following: 

1.  Watchful  waiting 

2.  Hormonal 


3.  Irradiation 

4.  Surgery 

The  approach  should  be  individualized 
in  each  case. 

Watchful  Waiting.  — In  our  experience 
there  is  a group  of  very  young  patients 
who  may  be  managed  successfully  by 
merely  following  them  carefully,  urging 
early  marriage  and  pregnancy.  This  in- 
cludes those  about  to  be  married,  recently 
married  or  those  only  lately  attempting  to 
become  pregnant  whose  findings  on  pal- 
pation are  minimal.  Pregnancy  is  un- 
doubtedly the  best  conservative  therapy 
available  and  these  patients  may  safely  be 
given  a chance  to  prove  themselves  along 
this  line  if  they  are  followed  every  two  or 
three  months  with  careful  pelvic  examina- 
tion. If  pelvic  lesions  enlarge  and  symp- 
toms worsen,  or  if  infertility  without 
other  demonstrable  cause  is  established 
after  eighteen  to  twenty-four  months  of 
effort,  laparotomy  is  carried  out.  Al- 
though we  have  no  statistics  available  to 
present,  we  have  been  impressed  how 
often  these  patients  will  become  pregnant. 
It  is  in  this  group  that  hormonal  therapy 
is  frequently  used  but  we  must  be  wary 
of  crediting  the  medication  with  the  suc- 
cesses obtained. 

In  older  patients,  especially  those  in  the 
premenopausal  period,  the  development  of 
nodularity  in  the  posterior  cul-de-sac  pre- 
cludes any  approach  but  surgery  in  our 
opinion  because  of  the  greater  likelihood 
of  the  development  of  ovarian  carcinoma 
in  this  age  group. 

Hormone  Therapy.  — Both  androgenic 
and  estrogenic  therapy  have  been  used 
with  some  success  for  pelvic  endometriosis, 
although  at  the  present  time  the  use  of 
endocrines  must  be  looked  upon  as  a tem- 
porary approach. 

Methyl  testosterone  by  mouth  10  mg. 
per  day  (not  exceeding  300  mg.  per 
month)  will  aid  many  patients  sympto- 
matically, but  very  few  with  extensive 
lesions  will  respond  favorably  in  our  ex- 
perience. This  regime  may  be  used  for 
four  to  six  months  and  repeated  after 
three  or  four  months.  The  greatest  bene- 
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fit  of  such  therapy  is  the  lessening  of 
dysmenorrhea  in  patients  with  minimal 
findings.  The  smaller  dosage  of  160  mg. 
given  20  mg.  per  day  from  the  sixth  to 
the  fourteenth  day  of  the  cycle  will  allay 
the  pain  in  some  of  the  milder  cases  just 
as  it  will  in  primary  dysmenorrhea.  Signs 
of  masculinization  should  be  carefully 
watched  for  since  they  sometimes  occur 
even  with  comparatively  small  dosage. 

Karnaky G and  a few  others  have  re- 
ported good  results  with  large  doses  of 
stilbestrol  so  as  to  depress  ovulation  and 
menstruation  for  from  four  to  six  months. 
Very  large  doses  of  the  substance  must  be 
used  to  bring  this  about  and  a regime 
which  space  does  not  permit  us  to  repeat 
has  been  outlined.  Occasionally,  a patient 
will  become  pregnant  immediately  after 
the  cessation  of  such  treatment.  Our  ex- 
perience with  this  approach  has  not  been 
a broad  one  and  on  a few  occasions  there 
have  been  exacerbation  of  symptoms,  en- 
largement of  lesions  and  prolonged  uterine 
bleeding  immediately  following  the  termi- 
nation of  this  therapy. 

Irradiation  Therapy.  — Except  for  the 
rare  patient  who  refuses  surgery  we  have 
limited  the  use  of  irradiation  therapy  to 
individuals  who  have  had  previous  surgery 
and,  at  a late  age,  have  recurrence  of  small 
lesions  giving  rise  to  significant  symp- 
toms. Surgery  is  usually  better  therapy, 
for  it  rules  out  malignancy  and  adjusts 
accompanying  pathology  such  as  marked 
adhesions  which  may  cause  serious  diffi- 
culty in  the  future  even  though  the  patient 
is  castrated. 

Surgery.  — Finally,  in  our  opinion,  sur- 
gery is  the  type  of  therapy  most  often 
called  for  when  a significant  degree  of 
progressing  external  endometriosis  is  sus- 
pected. Conservative  surgery  is  not  only 
justified  but  definitely  indicated  in  the 
presence  of  pelvic  endometriosis  of  sig- 
nificant degree  for  the  sake  of  childbear- 
ing. This  type  of  surgery  should  aim  to 
bring  about  excision  or  obliteration  of  as 
much  of  the  disease  as  possible,  as  well  as 
alleviation  of  symptoms,  while  preserving 
reproductive  potential. 


Before  such  surgery  is  performed,  how- 
ever, the  patient  and  her  husband  should 
be  thoroughly  studied  in  order  to  deter- 
mine other  causes  of  infertility.  The  fail- 
ure to  carry  out  such  an  investigation 
preoperatively  has  all  too  often  resulted  in 
predestined  disappointment  and  the  with- 
holding of  better  indicated  surgical  pro- 
cedures. The  husband  should  be  examined 
and  have  his  semen  evaluated.  The  pa- 
tient should  be  checked  to  make  certain 
she  ovulates  properly  by  studying  endo- 
metrial biopsy  and  basal  temperature 
charts.  Patency  of  the  Fallopian  tubes 
must  be  determined  by  Rubin  test,  or  bet- 
ter, by  hysterosalpingography  which  also 
provides  valuable  information  concerning 
the  endometrial  cavity  and  the  uterus  it- 
self, especially  in  regard  to  tumors  or  con- 
genital malformations.  We  feel  strongly 
that  this  procedure  should  be  an  integral 
part  of  preoperative  study  when  conser- 
vative surgery  for  endometriosis  is  con- 
templated. All  cervical  abnormalities  such 
as  infection  and  stenosis  should  be  cleared 
up  and,  if  there  has  been  abnormal  uterine 
bleeding,  it  is  wise  to  precede  laparotomy 
with  dilatation  of  the  cervix  and  curett- 
ment  of  the  endometrial  cavity. 

Even  though  all  of  these  studies  have 
been  carried  out  and  there  seems  to  be  no 
reason  for  infertility  other  than  the  endo- 
metriosis present,  the  final  decision  as  to 
whether  the  conservative  approach  may 
be  adhered  to  depends  finally  upon  what 
is  revealed  when  the  abdomen  is  open. 
First,  adhesions  should  be  lysed  and  le- 
sions excised  from  the  ovaries  so  as  to 
leave  only  normal  tissue  while  making  as 
certain  as  possible  that  the  fimbriated 
ends  of  tubes  are  free  and  mobile  enough 
to  come  into  close  contact  with  the  ovaries. 

The  blueberry  spots  and  puckered  fi- 
brotic  lesions  so  frequently  encountered 
in  the  posterior  cul-de-sac,  along  the  utero- 
sacral  ligaments  and  over  the  peritoneal 
surfaces  should  be  biopsied  and,  if  there 
are  but  few,  excised.  When  these  lesions 
are  widespread,  it  is  better  not  to  attempt 
complete  excision  because  of  the  large 
areas  completely  denuded  of  peritoneum 
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which  would  result.  For  a number  of 
years  the  senior  author  has  split  each 
small  pathologic  area  with  a scalpel  before 
coagulating  the  interior  of  each  half  (us- 
ing the  coagulation  current  of  the  Bovie 
unit).  (Fig.  2).  In  this  way  more  com- 


\\ 


Figure  2.  Splitting  with  scalpel  of  small  en- 
dometrial lesions  following  which  the  endometrial 
cores  of  each  half  are  coagulated. 


plete  destruction  of  the  endometrioma  is 
carried  out.  Recently  Sturgis  7 has  pointed 
out  that  the  most  painful  lesions  of  ex- 
ternal endometriosis  are  those  encased  in 
fibrous  tissue.  This  concept  gives  us  a 
more  concrete  reason  for  using  the  tech- 
nique described  which  we  have  felt  has 
given  us  much  better  symptomatic  relief 
than  other  local  procedures  for  the  de- 
struction of  these  tiny  but  highly  sig- 
nificant pathologic  areas. 

Uterine  suspension  is  done  whenever 
the  uterus  is  retrodisplaced.  The  subperi- 
toneal  Baldy  Webster  operation s is  used 
with  excellent  results.  A modification  of 
this  procedure  is  especially  suited  for 
those  cases  where  one  adnexa  is  removed 
and  the  round  ligament  is  utilized  to  peri- 
tonealize  the  cornual  area  (Figure  3). 
Other  techniques  frequently  bring  about 


Figure  3.  Unilateral  subperitoneal  Baldy-Web- 
ster  operation  for  suspension  of  uterus  after 
removal  of  one  adnexa. 

torsion  or  an  abnormal  pull  upward  on 
one  side  of  the  uterus. 

It  is  important  to  have  evaluated  the 
type  and  distribution  of  pain  before  con- 
servative surgery  is  done.  If  severe  mid- 
line dysmenorrhea  has  been  present,  pre- 
sacral  neurectomy  should  be  carried  out. 
If  there  is  unilateral  pain  in  the  region  of 
an  ovary,  the  infundibulopelvic  ligament 
of  that  side  should  be  divided  (ovarian 
neurectomy).  When  dyspareunia  has  been 
severe,  division  of  the  uterosacral  liga- 
ments interrupting  branches  of  the  pelvic 
nerve  may  provide  relief. 

We  believe  that  well  planned  conserva- 
tive surgical  measures  will  relieve  the 
symptoms  of  most  patients  and  provide  a 
better  opportunity  for  pregnancy  to  oc- 
cur. Twenty-seven  per  cent  of  private 
cases  were  treated  in  this  manner  and  24 
per  cent  became  pregnant  within  two 
years.  In  the  charity  series  19  per  cent 
had  some  conservative  procedure  and  6 
per  cent  became  pregnant  within  four 
years.  The  patient  and  her  family  should 
be  told  that  further  pelvic  surgery  may 
be  necessary  later.  That  such  conserva- 
tive procedures  are  indicated,  however, 
seems  obvious  when  1 out  of  4 of  private 
patients  conceived  within  a comparatively 
short  period  of  time,  whereas  it  has  been 
estimated  by  others  that  not  more  than 
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15  per  cent  will  need  subsequent  surgery. 

When  reproductive  function  cannot  be 
saved,  panhysterectomy  should  be  carried 
out.  If  all  apparent  endometriosis  can  be 
removed,  some  normal  ovarian  tissue  may 
be  saved  with  reasonable  safety  at  the 
time  of  hysterectomy  in  premenopausal 
patients.  It  has  been  stated  that  4 to  5 !l 
per  cent  of  these  cases  will  have  recur- 
rences calling  for  further  surgery  or  irra- 
diation. Definitive  cure  of  external  endo- 
metriosis and  its  complications,  however, 
may  be  brought  about  by  panhysterectomy 
and  the  removal  of  all  ovarian  tissue. 

SUMMARY 

1.  Experiences  with  external  pelvic  en- 
dometriosis in  private  practice  and  in 
white  and  colored  charity  patients  are 
compared  from  the  standpoint  of  inci- 
dence, age,  location  of  lesions,  symptoms, 
associated  pelvic  pathology,  diagnosis  and 
treatment. 

2.  Several  approaches  to  the  manage- 
ment of  this  disease  are  taken  up  from 
the  practical  point  of  view. 

3.  The  value  of  conservative  surgery  is 
stressed  and  certain  new  points  in  tech- 
nique are  described. 

4.  The  importance  of  complete  infer- 
tility study  of  the  patient  and  her  hus- 
band before  conservative  surgery  is  dor.e 
is  emphasized. 
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THERAPEUTIC  ACHIEVEMENTS  IN 
AMEBIASIS  * 

GORDON  McHARDY,  M.  D.  f 
DONOVAN  C.  BROWNE,  M.  D.  f 
ROBERT  J.  McHARDY,  M.  D.  f 
New  Orleans 

Amebiasis  no  longer  presents  the  preva- 
lence, grave  prognosis,  or  therapeutic  re- 
sistance accredited  to  the  disease  in  this 
country  early  during  the  present  century. 

INCIDENCE 

In  1923,  Craig  1 estimated  that  10  per 
cent  of  our  population  was  parasitized 
with  Endamoeba  histolytica.  A survey  by 
one  of  us  (G.  M.),  in  1953,  revealed  a cos- 
mopolitan distribution  of  amebiasis  but  a 
lower  incidence  of  3.7  per  cent,  attrib- 
utable largely  to  improved  water  supply.2 
Contamination  of  drinking  water  by  sew- 
age accounted  for  two  epidemics  in  the 
United  States,  one  in  Chicago,  Illinois,  in 
1933,  and  the  other  in  South  Bend,  Indi- 
ana in  1953. 3 4 * * Unsanitary  food  handling 
and  transfer  of  fomites  probably  accounts 
for  the  high  institutional,  military,  and 
rural  occurrence,  which  is  far  in  excess  of 
that  estimated  for  the  general  population. 

MORTALITY  AND  MORBIDITY 

Fatalities  due  to  untreated  amebiasis  or 
its  complications,  primarily  in  unrecog- 
nized cases,  are  still  recorded. 10  Greater 
awareness  on  the  part  of  physicians,  as 
well  as  improved  diagnostic  aids  and 
therapeutic  results,  have  reduced  the  mor- 
bidity through  intelligent,  complete  eradi- 
cation of  the  parasite  whenever  it  is  de- 
tected. Faust 7 * * indicted  the  term  “carrier 
state”  so  strenuously  that  most  parasitized 
persons  are  now  adequately  managed,  pre- 
cluding transformation  of  this  state  into 
symptomatic  colitis  and  the  dreaded  he- 
patic complications.  Whereas  the  State 
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4,  1955,  New  Orleans,  La. 

f From  the  Department  of  Medicine,  Louisiana 

State  University  Medical  School,  Charity  Hospi- 

tal, and  the  Department  of  Gastroenterology, 
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Boards  of  Health  obviously  cannot  obtain 
accurate  statistics  on  incidence,  death  and 
and  its  cause  are  inseparable,  and  the 
mortality  figures  are  therefore  valid.  In 
Louisiana,  83  deaths  have  been  accredited 
to  amebiasis  during  the  decade  1944-1953, 
as  compared  to  241,868  deaths  from  all 
causes  (a  ratio  of  1 to  2914),  indicating 
the  low  incidence  of  fatalities  from  this 
disease. 

FACTORS  INFLUENCING  THERAPEUTIC  RESPONSE 

Analysis  of  the  extremes  in  therapeutic 
achievement  suggests  variance  in  suscep- 
tibility of  parasitic  strains  and  in  severity 
of  the  disease,  inconsistency  and  inade- 
quacy of  follow-up  examinations,  and  lack 
of  understanding  of  the  proper  management 
of  the  disease  in  its  various  phases.  Our 
study  has  revealed  an  extremely  low  inci- 
dence of  intractability.8-  9 The  assumption 
of  therapeutic  resistance  is  possibly  ex- 
plainable on  two  bases:  (1)  inadequate 

therapy  and  (2)  incorrect  diagnosis.  In- 
adequate treatment  characterized  the  ther- 
apeutic history  in  152  of  238  patients 
labeled  intractable.  The  question  of  incor- 
rect diagnosis  cannot  be  established,  but 
lack  of  any  sustained  therapeutic  response 
during  treatment  and  incompleteness  of 
diagnostic  survey  were  suspected  in  86  of 
these  patients  considered  refractory  to 
treatment.  Technical  accuracy  in  certain 
segregated  laboratory  diagnostic  groups 
with  unusually  high  prevalence  of  intract- 
able amebiasis  is  subject  to  suspicion, 
especially  when  meticulous  studies  else- 
where on  the  same  individuals  fail  to 
confirm  the  original  diagnosis  but  identi- 
fy these  subjects  instead  as  wandering 
psychosomatic  patients.  It  is  distressing 
that  no  simple  diagnostic  test  has  proved 
sufficiently  accurate  to  rule  out  the  patho- 
genicity of  organisms  or  objects  labeled 
E.  histolytica.  If  all  cases  of  so-called  in- 
tractable amebiasis  were  confirmed  by 
iron  hematoxylin  staining  study  of  the 
causative  organisms,  then  the  diagnosis 
could  be  considered  established.  The  simp- 
lified staining  method  of  Suter  and 
Vaughan  is  recommended. 

Additional  factors  that  may  have  al- 


tered the  status  of  clinical  amebiasis  are 
extensive  use  of  the  wide  spectrum  anti- 
biotic agents,  which  have  been  accredited 
direct  or  indirect  amebacidal  efficiency  in 
the  management  of  all  infectious  diseases, 
and  the  tendency  toward  empiric  treat- 
ment of  all  patients  suspected  of  having 
amebiasis.  No  definite  conclusion  regard- 
ing the  influence  of  the  antibiotic  drugs  is 
justified,  for  the  amount  administered  has 
frequently  been  insufficient  to  effect 
amebacidal  action.  In  fact,  it  has  been 
suggested  that  sublethal  doses  enhance 
the  virulence  of  E.  histolytica.  On  the 
other  hand,  empiric  treatment  of  all  pa- 
tients suspected  of  having  amebiasis  seems 
to  be  a definite  contributory  factor.  In  a 
survey  of  3,760  physicians  interviewed  at 
our  exhibit  on  “Antibiotic  Amebacides” 
at  the  meeting  of  the  American  Medical 
Association  in  1954,  3,252  (86.5  per  cent) 
admitted  this  practice.  In  our  personal 
survey  in  1954,  56  patients  with  one  or 
more  of  the  clinical  manifestations,  radio- 
logic  interpretations,  or  proctosigmoido- 
scopic  picture  of  amebiasis,  but  without 
actual  demonstration  of  E.  histolytica, 
have  responded  to  amebicidal  therapy.  In 
the  same  period,  we  have  surveyed  108 
cases  similarly  diagnostically  impressive 
of  amebiasis,  but  again  without  isolation 
of  E.  histolytica,  with  no  response  to  anti- 
amebic  measures.  A presumptive  diagno- 
sis of  amebiasis  may  justifiably  be  enter- 
tained if  the  clinical  picture  is  compatible 
and  the  therapeutic  response  is  prompt 
and  complete.  However,  many  amebacides, 
by  virtue  of  iodine,  arsenic,  and  bismuth 
content,  as  well  as  antibacterial  influence, 
are  effective  in  the  management  of  colonic 
hypersecretory,  hypermotile,  and  inflam- 
matory states.  Furthermore,  bacterial, 
nonbacterial,  and  functional  colonic  dis- 
turbances are  prone  to  spontaneous  remis- 
sion. 

TREATMENT 

The  therapy  of  amebiasis  must  satisfy 
three  requisites:  (1)  symptomatic  relief, 

(2)  curative  promise,  and  (3)  supportive 
adjunct.  Because  of  complex  factors  as- 
sociated with  parasitization  in  some  in- 
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stances,  no  one  amebacidal  agent  has  as 
yet  been  established  as  an  infallible  ame- 
bacide.  Treatment  of  each  patient,  there- 
fore, must  be  individualized  according  to 
the  demands  of  the  case,  i.e.,  specific 
physical  status,  severity  of  manifestations, 
duration  of  involvement,  and  extent  of  tis- 
sue invasion. 

In  reviewing  the  publications  on  newer 
amebacides,  one  must  be  aware,  as  ex- 
pounded by  Hamilton,10  of  the  pragmatic 
problem  of  treating  the  individual  para- 
sitized patient  with  an  established  thera- 
peutic regimen  as  well  as  of  the  indepen- 
dent, experimental  problem  involving  new 
amebacides.  Hamilton,10  stated  : “In  choos- 
ing drugs  for  therapy,  it  is  fair  to  state 
that  one  drug  is  not  necessarily  superior 
to  another.  The  choice  will  be  based  on  a 
number  of  factors,  such  as  the  relative 
toxicity,  the  specific  response  of  patient, 
the  cost  of  drug,  the  desirability  of  ambu- 
latory treatment,  and  the  physician’s  ex- 
perience with  a compound.’’ — a statement 
of  fact  that  the  thearapist  must  not  ig- 
nore. 

Laboratory  evaluation  alone  of  an  ame- 
bacide  is  not  entirely  satisfactory,  since 
some  agents  that  are  ineffective  on  in 
vitro  study  are  extremely  efficient  ameba- 
cides clinically.  Animal  experimentation 
is  more  useful  in  toxicologic  and  tolerance 
study  than  in  evaluation  of  therapeutic 
efficacy  because  of  certain  influencing 
factors  in  human  subjects,  such  as  altera- 
tion in  the  drug,  excitation  of  host  resis- 
tance, and  change  in  colonic  flora.  Esti- 
mates of  efficacy  are  further  hazardized 
by  spontaneous  cures,  cyclic  disappearance 
of  amebae  from  the  feces,  and  environ- 
mental contribution  in  the  way  of  reinfec- 
tion. 

CLINICAL  INVESTIGATIONS  OP  NEWER 
ANTI  AMEBIC  AGENTS 

New  agents  are  of  interest  to  three 
groups  of  people:  (1)  the  producer, 

(2)  the  research  evaluator,  and  (3)  the 
clinician.  Marketing  of  a new,  more  effi- 
cient, and  innocuous  drug  is  the  pharma- 
ceutical aim,  establishment  of  therapeutic 
status  is  the  purpose  of  the  research  clini- 
cian, and  proof  of  clinical  efficacy  de- 


pends on  the  practicing  physician.  The 
drugs  presented  herein  have  withstood 
preliminary  studies  and  may  soon  be  avail- 
able to  the  practicing  physician.  Their 
future  status  will  depend  on  continued 
clinical  evaluation. 

Antibiotic  Amebacides. — Although  anti- 
amebic  qualities  have  been  accredited  to 
many  antibiotic  agents,  only  Fumagillin 
and  Oxytetracycline  have  established  ame- 
bacidal efficacy,  and  this  is  limited  to  the 
intestinal  phases  of  the  disease.11  The 
side  effects  of  both  are  well  recognized. 
The  expensiveness  of  Oxytetracycline  is 
an  additional  disadvantage.  We  have  had 
no  personal  experience  with  Tetracycline, 
but  its  absorbability  with  diminished  fecal 
concentration  would  indicate  a therapeutic 
efficacy  below  that  of  Oxytetracycline. 

We  have  evaluated  two  recently  avail- 
able presumed  antibacterial  antibiotic 
drugs,  Erythromycin  and  Anisomycin. 
Erythromycin  stearate,*  in  the  opinion  of 
Anderson  and  associates,12  has  excellent 
promise.  Since  it  is  well  absorbed,  with 
excellent  hepatic  and  other  tissue  concen- 
trations, it  may  represent  a potentially 
omnipotent  amebacide.  We  are  now  in- 
clined to  conclude  that  Erythromycin,  200 
mg.  administered  four  times  daily  for  ten 
days,  is  an  excellent  conditioning  agent  in 
amebiasis,  enhancing  the  effect  of  other 
amebacides,  presumably  by  altering  bac- 
terial flora,  but  is  not  in  itself  a com- 
pletely efficient  amebacide.  In  a previous 
publication,13  we  reported  Erythromycin 
stearate  to  be  82  per  cent  efficient  when 
used  alone  and,  when  subsequently  com- 
bined with  another  agent,  Win  5047  (Man- 
tomide  t)  in  26  patients,  to  have  a com- 
bined efficacy  of  96.2  per  cent.  Relative 
absence  of  side  effects  outweighed  the  dis- 
advantage of  expense  of  this  drug. 

Anisomycin  (PA-106,  Flagicidin  t)  has 
been  introduced  as  antitrichomonal  and 


* Supplied  by  Abbott  Laboratories,  Research 
Division,  N.  Chicago,  I1L 

f Supplied  by  Sterling-Winthrop  Research  In- 
stitute, Rensselaer,  N.  Y. 

t Supplied  by  Charles  Pfizer  and  Co.,  Antibi- 
otic Division,  Brooklyn,  N.  Y. 
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antiamebic  in  in  vitro  studies.14- 15  Be- 
cause it  gave  such  promise  in  laboratory 
evaluation,  clinical  trial  was  enthusiastic- 
ally sponsored.  A dose  of  10  mg.  thrice 
daily  for  ten  days  was  fairly  well  toler- 
ated by  10  volunteers.  Four  of  these  ex- 
perienced nausea,  abdominal  distention, 
and  mild  diarrhea.  No  hematologic,  renal, 
or  hepatic  abnormality  was  encountered 
on  laboratory  study  at  the  completion  of 
testing.  On  therapeutic  trial  of  30  mg.  of 
Anisomycin  daily  for  ten  days  to  10  pa- 
tients and  40  mg.  daily  to  6 patients,  all 
parasitized  with  E.  histloytica,  this  agent 
was  curative  in  only  5 of  the  first  group 
and  3 of  the  second  group  at  a thirty  day 
post-therapeutic  survey.  More  recently, 
coated  tablets  have  been  used,  permitting 
better  tolerance  of  doses  up  to  60  mg. 
daily.  Of  12  patients  on  a dosage  schedule 
of  60  mg.  for  ten  days,  1 showed  persis- 
tent parasitization  and  3 showed  recur- 
rence within  thirty  days ; there  were  2 
additional  recurrences  at  ninety  days.  All 
cases  have  been  followed  for  hematologic, 
renal,  and  hepatic  toxicity  without  any 
untowrard  reaction  having  been  encoun- 
tered. Nausea  has  been  common  to  over 
50  per  cent  of  patients.  More  extensive 
trial  on  a dosage  schedule  of  60  mg.  daily 
for  ten  days  should  be  carried  out  to 
establish  tolerance  to  Anisomycin  and  its 
efficacy  as  an  amebacide. 

Nonantibiotic  Amebacides. — Of  the  non- 
antibiotic amebacides,  we  have  hoped  for 
an  efficient  nonmetallic  agent  that  would 
eliminate  the  iodine  and  arsenical  side 
effects.  Our  published  work  on  Win  5047, 
indicating  a therapeutic  efficiency  of  88 
per  cent,  favors  its  continued  trial. lfi 

More  recently,  we  have  evaluated  Win 
12051, § N-  (2,4-dichlorobenzyl)  -B-  ( 2-ethox- 
yethyl)  dichloroacetamide,  introduced  as 
a nonmetallic,  nontoxic  compound  potent 
as  an  amebacide  in  both  in  vitro  and  ani- 
mal experimentation.1011  Absorption  and 
excretory  studies  have  demonstrated  that 
it  is  approximately  80  per  cent  recover- 
able from  the  feces,  indicating  its  lack  of 

§ Supplied  by  Sterling-Winthrop  Research  In- 
stitute, Rensselaer,  N.  Y. 


applicability  in  tissue  phases  of  amebiasis. 
Our  initial  studies  in  10  volunteer  human 
subjects  revealed  that  a dose  of  4.5  Gm. 
administered  daily  for  ten  days  was  well 
tolerated,  with  no  evidence  of  untoward 
renal,  hematologic,  or  hepatic  influence 
during  the  treatment  period  or  for  thirty 
days  thereafter.  Eighteen  patients  para- 
sitized with  E.  histolytica  wrere  given  1.5 
Gm.  three  times  a day  for  ten  days.  Fecal, 
hematologic,  renal,  and  hepatic  studies 
w^ere  carried  out  upon  completion  of  treat- 
ment and  again  twenty,  thirty,  and  sixty 
days  thereafter.  There  was  no  clinical  or 
laboratory  evidence  of  intolerance  to  this 
drug.  All  reports  of  fecal  examinations 
were  negative  for  E.  histolytica  at  the 
tenth  day  of  treatment  and  at  twenty 
days.  Amebae  were  isolated  in  2 patients 
at  the  thirty  day  examination  and  in  a 
third  patient  at  the  sixty  day  examination. 

We  now  have  under  consideration  an 
interesting  combined  metallic  agent,  Tria- 
mar  ||  (Diidohydroxyquinoline  glycolylar- 
sanilate)  a combination  of  60  per  cent 
Diodoquin  and  40  per  cent  glycolylar- 
sanilic  acid.  A combination  of  two  heavy 
metals,  iodine  and  arsenic,  it  contains  a 
smaller  dose  of  iodine  than  found  in  Dio- 
doquin and  of  arsenic  than  found  in  either 
Carbarsone  or  Milibis.17  The  recommended 
dose  of  one  tablet  four  times  daily  con- 
tains 1200  mg.  of  Diodoquin  daily  com- 
bined with  222  mg.  of  arsenic.  This  drug 
represents  an  attempt  to  achieve  a sym- 
biotic influence  of  two  proved  amebacidal 
metals  by  use  of  a smaller  fraction  of  each 
heavy  metal,  thus  avoiding  side  effects 
but  achieving  enhanced  amebacidal  influ- 
ence. 

Ten  normal  male  subjects  were  given 
500  mg.  of  Triamar  four  times  daily  for 
ten  days.  Other  than  transient  pruritus 
ani  in  2 patients,  no  side  effects  were 
recognized.  Renal,  hematologic,  hepatic, 
and  electrocardiographic  studies  conducted 
on  the  tenth  day  of  treatment  and  ten 
days  thereafter,  revealed  no  evidence  of 

||  Supplied  by  Research  Laboratories  of  Carroll 
Dunham  Smith  Pharmacal  Co.,  New  Brunswick, 
New  Jersey. 
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toxic  influence  from  the  drug.  Ten  pa- 
tients parasitized  with  E.  histolytica  were 
administered  500  mg.  of  this  drug  four 
times  daily  for  ten  days,  and  4 others 
were  given  1000  mg.  four  times  daily  for 
ten  days.  Fecal,  renal,  and  hepatic  studies 
performed  on  the  tenth  day  of  treatment 
and  again  twenty,  thirty,  and  sixty  days 
thereafter  were  all  reported  normal.  The 
drug  was  tolerated  well,  although  one  pa- 
tient had  a mild  transient  vesicular  der- 
matitis interpreted  as  iodine  dermatitis. 
Fecal  examination  at  the  completion  of 
treatment  was  reported  negative  in  13 
patients,  whereas  E.  histolytica  was  iso- 
lated from  the  stool  of  the  fourteenth.  At 
the  twenty  and  thirty  day  re-examina- 
tions,  stools  of  the  first  13  patients  were 
again  normal.  At  the  sixty  day  examina- 
tions, E.  histolytica  was  found  in  the 
stools  of  3 additional  patients.  None  of 
the  4 patients  given  1000  mg.  of  the  drug 
four  times  a day  for  ten  days  showed 
evidence  of  recurrence  of  E.  histolytica. 

THERAPEUTIC  REGIMEN 

Tried  and  proved  methods  herein  out- 
lined should,  in  our  opinion,  unquestion- 
ably be  incorporated  in  the  management 
of  the  patient  parasitized  with  E.  histoly- 
tica when  individualization  permits  classi- 
fication into  a type  of  involvement. 

Acute  amebic  dysentery  is  manifested 
as  acute  diarrheic  hypermotility  initially, 
followed  in  a few  days  by  bloody  stools 
containing  mucus  and  sloughed  mucosa. 
There  may  be  prompt,  spontaneous  remis- 
sion, gradual  improvement  with  relapses, 
or  progression  to  a fulminating  stage.  De- 
spite authoritative  publication  to  the  con- 
trary, leukocytosis  and  fever  may  possibly 
occur  from  secondary  infection,  and  one 
is  faced  with  the  problem  of  differential 
diagnosis  even  when  E.  histolytica  is  iso- 
lated. The  therapy  advocated  in  such 
cases  is: 

First  ten  days : 

1.  Erythromycin  stearate,  200  mg., 
or  Oxytetracycline,  500  mg.,  every  six 
hours. 

2.  Concomitant  administration  of 
Carbarsone,  0.75  Gm.  daily,  Glycobiar- 


sol,  1.5  Gm.  daily,  or  Diidohydroxy- 
quinoline,  1.9  Gm.  daily. 

Second  ten  days : 

Choice  of : Fumagillin,  60  mg.  daily, 
or  Carbarsone,  Glycobiarsol,  or  Diido- 
hydroxyquinoline.  (Preferably,  no  drug 
used  during  first  ten  days  to  be  re- 
peated.) 

Third  ten  days : 

A drug  selected  from  the  foregoing 
nonantibiotic  group  at  the  same  stipu- 
lated schedule,  again  preferably  no  drug 
previously  used  to  be  repeated. 

In  the  acute  stages  supportive  measures 
should  be  employed,  as  demanded  by  the 
individual  case,  i.e.,  parenteral  fluids,  die- 
tary restriction  to  minimize  residue  of 
either  liquids  or  soft  food,  replacement  of 
blood  if  bleeding  has  been  extensive,  and 
antidiarrheal  measures,  including  admin- 
istration of  bismuth,  kaolin,  sedatives,  and 
opiates,  as  required.  Emetine  hydrochlor- 
ide, 1 gr.  subcutaneously,  daily  for  a max- 
imal period  of  ten  days,  is  given  only  if 
the  diarrheal  manifestations  are  uncon- 
trollable by  antidiarrheal  measures. 

This  stage  of  the  disease  has  been 
known  to  be  spontaneously  reversible.  If 
correctly  diagnosed  as  an  acute  phase, 
complete  cure  is  anticipated  in  all  but  the 
unusual  case,  since  no  invasion  of  deep 
tissue  has  occurred.  The  occasional  in- 
tractable case  deserves  repetition  of  the 
program  outlined,  along  with  administra- 
tion of  Chloroquine  diphosphate,  1 Gm. 
daily  for  twenty  days.  A follow-up  exami- 
nation with  three  fecal  surveys  at  thirty 
day  intervals  should  be  adequate  to  deter- 
mine whether  the  patient  is  “cured.” 

Chronic  amebic  colitis  may  be  charac- 
terized by  intermittent  diarrheal  episodes 
or  by  mild  persistent  diarrhea.  Involve- 
ment of  the  right  side  of  the  colon  is  asso- 
ciated more  often  with  intermittent  diar- 
rhea, whereas  ulceration  of  the  left  side 
of  the  colon  characteristically  causes  per- 
sistent diarrhea.  Tenesmus  is  common. 
This  is  properly  a tissue  phase  of  the  dis- 
ease, with  extension  of  amebic  infiltration 
into  the  submucosal,  but  rarely  into  the 
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muscular,  layers  of  the  intestinal  wall  to 
cause  extensive  mucosal  denudation,  scar- 
ring, and  occasionally  formation  of  granu- 
lomas of  varying  size.  These  granulomas 
may  slough  out  to  form  large  fibrotic 
ulcerations  or  neoplastic-like  “amebomas.” 
True  penetration  is  rare.  Bleeding  may  be 
microscopic  only,  or  it  may  be  massive. 

The  therapeutic  program  for  these  pa- 
tients incorporates  the  three  ten  day 

schedules  outlined  for  acute  amebic  dys- 
entery with  the  requisite  addition  of 

Chloroquine  diphosphate,  1.0  Gm.  daily, 
during  twenty  days  of  the  treatment 
period. 

Persistence  of  E.  histolytica  at  the  end 
of  thirty  days  of  treatment  calls  for  repe- 
tition of  the  entire  schedule,  with  the  ad- 
dition of  Emetine,  administered  during  the 
second  ten  days.  Bed  rest  during  the 

period  of  administration  of  Emetine,  with 
control  electrocardiograms,  is  mandatory 
in  view  of  the  cytotoxic  action  of  this 
drug.  Recurrence,  reported  fairly  fre- 

quently in  such  cases,  but  rare  in  our 
own  experience,  requires  repetition  of  the 
initial  thirty  day  program.  Fecal  exami- 
nations should  be  made  in  these  patients 
every  thirty  days  for  at  least  six  months 
after  completion  of  the  therapeutic  pro- 
gram. 

The  “asyndromic”  or  asymptomatic 
“cyst  passer”  should  be  considered  a pub- 
lic health  problem  (a  source  of  parasitic 
dissemination)  and  a potential  sympto- 
matic case  when  host-parasite  relationship 
is  altered  to  precipitate  symptomatic  ame- 
biasis. This  patient  should  be  treated 
adequately,  but  not  necessarily  as  inten- 
sively as  the  foregoing  two.  It  is  our 
opinion  that  treatment  with  three  consecu- 
tive ten  day  courses  of  any  of  the  intestin- 
al amebacides,  as  outlined  for  acute 
amebic  dysentery,  is  curative. 

E xtraintestinal  amebiasis,  manifested  as 
hepatitis,  hepatic  abscess,  pleuritis,  drain- 
ing sinuses,  peritonitis,  and  peritoneal  ab- 
scesses, and  the  more  bizarre  extremes  of 
the  disease,  which  fortunately  are  rare, 
all  require  the  same  intensive  manage- 
ment outlined  for  chronic  amebic  colitis. 


Irrigation  of  abscesses  with  Emetine  and 
Chloroquine,  along  with  drainage,  is  often 
required. 

Amebiasis  cutis,  in  the  absence  of  a 
fistula,  is  said  to  occur.  Pruritus  ani,  con- 
comitant with  amebiasis,  has  been  as- 
cribed by  some  to  E.  histolytica.  We  have 
not  observed  confirmatory  histopathologic 
changes  and  doubt  this  occurrence  as  a 
true  amebic  cutis.  It  is  further  believed 
that  the  pruritus  ani  in  these  cases  is 
primarily  a traumatic  condition  and  does 
not  necessarily  reflect  cutaneous  involve- 
ment. In  our  experience,  it  subsides  when 
the  diarrhea  is  controlled.  A presump- 
tive diagnosis  of  amebiasis  cutis  may  be 
justified  and  treatment  similar  to  that  en- 
dorsed for  “asyndromic”  or  asymptomatic 
amebiasis  may  be  employed.  Emetine, 
however,  has  been  enthusiastically  en- 
dorsed as  curative  for  cutaneous  amebic 
involvement,18  Therapeutic  response,  how- 
ever, cannot  be  interpreted  as  more  than 
presumptive  that  parasitization  had  ex- 
isted. 

The  Defunctionated  Colon  with  Amebi- 
asis.— On  8 occasions  we  have  encountered 
E.  histolytica  in  colons  defunctionated  by 
ileostomy  or  proximal  colostomy  because 
of  a pathologic  condition  other  than  ame- 
biasis. The  oral,  or  parenteral,  adminis- 
tration of  an  antiamebic  agent  does  not 
permit  adequate  colonic  concentration  of 
the  drug  for  amebacidal  influence.  We 
have  always  had  success  with  combined 
proximal  and  distal  colonic  instillation  of 
Carbarsone  and  Diodoquin  used  alternate- 
ly for  ten  day  periods. 

Prophylactic  Administration  of  Ameba- 
cides.— Persons,  contemplating  visits  to 
out-of-state  areas  where  water,  food  sup- 
ply and  food  handlers  have  been  incrimi- 
nated as  transmitters,  of  amebiasis  fre- 
quently request  a prophylactic  amebacide. 
Few  available  amebacides  are  sufficiently 
innocuous  to  permit  such  use.  We  are  in- 
clined, from  our  experience  with  the  vari- 
ous agents,  to  endorse  Diodoquin  for  this 
purpose  for  two  reasons:  (1)  Fewest  side 
effects  have  been  encountered  with  Diodo- 
quin. (2)  None  of  16  patients  given  Di- 
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odoquin  for  this  purpose  have  experienced 
any  untoward  reaction  nor  has  E.  histo- 
lytica been  isolated  in  any  of  their  stools 
on  examination  following  their  return 
from  areas  in  which  the  population  inci- 
dence exceeded  25  per  cent. 

Surgical  Intervention  in  Amebiasis  has 
been  well  covered  in  three  surgical  trea- 
tises emanating  from  New  Orleans.19'21 

Appendicitis.  — Often,  amebiasis  may 
simulate  or  be  complicated  by  acute  ap- 
pendicitis. In  the  face  of  such  an  occur- 
rence and  the  requirement  for  appendec- 
tomy, an  increased  risk  is  encountered  in 
the  presence  of  an  unhealthy  appendiceal 
stump  leaking.  Parenteral  use  of  Emetine, 
Oxytetracycline,  and  Erythromycin  is  in- 
dicated. The  danger  of  cytotoxic  influence 
of  Emetine  is  justified  by  the  severity  of 
the  situation. 

Amebic  granulomas  may  be  indistin- 
guishable from  a neoplasm.  Whereas  they 
often  respond  dramatically  to  amebacides, 
this  is  not  always  to  be  anticipated,  nor  do 
they  always  subside  without  leaving  a 
residual  questionable  deformity.  Proper 
preoperative  preparation  of  the  intestinal 
tract  with  Oxytetracycline  in  suspected 
cases  should  be  adequate  to  produce  a 
healthy  anastomotic  site.  Use  of  Emetine 
preoperatively  may  not  be  justified,  since 
it  may  increase  the  operative  risk  appreci- 
ably. Postoperative  amebacidal  therapy 
should  be  carried  out  as  with  chronic 
ulcerative  amebiasis. 

Hepatic  and  subphrenic  abscesses  not 
responding  to  adequate  therapy  and  closed 
drainage  may  require  operative  drainage 
for  complete  eradication.  Parasitemia  with 
bizarre  metastases  to  the  brain,5  genito- 
urinary tract,  and  other  sites  requires  all 
possible  therapeutic  aids  supplemented  by 
operation,  if  indicated. 

SUMMARY  AND  CONCLUSION'S 

Therapeutic  achievements  include  the 
more  conscientious  efforts  to  evaluate 
drugs  in  terms  of  dose,  sensitivity  of  ame- 
bic strain,  tissue  distribution,  and  fecal 
concentration  in  order  to  achieve  an  ac- 
curate dosage  schedule.  As  yet,  this  goal 
has  not  been  accomplished,  but  some  index 


of  applicability  in  relation  to  individual- 
ized needs  is  suggested. 

Incorporation  of  the  wide  spectrum 
antibiotic  drugs  as  intestinal  amebacides 
invokes  a new  therapeutic  concept  in 
which  these  agents  theoretically  potentiate 
a four-fold  action:  (1)  amebic  inanition, 
by  disturbance  in  bacterial  flora,  (2)  con- 
trol of  secondary  infection,  (3)  nullifica- 
tion of  invasive  bacterial  aid  to  the  ame- 
bae,  and  (4)  direct  amebacidal  action.  Of 
the  antibacterial  antibiotic  drugs,  Ery- 
thromycin and  Terramycin  are  endorsed 
either  as  conditioning  agents  or  true  ame- 
bacides. Of  the  restricted  bacterial  spec- 
trum antibiotic  agents,  Fumagillin  is  an 
excellent  amebacide.  Anisomycin,  potent 
in  vitro,  will  require  more  extensive  clini- 
cal evaluation  before  its  efficacy  and  in- 
nocuousness can  be  established.  Two  new- 
er chemical  agents,  Win  12051  and  Tria- 
mar  under  preliminary  study  have  been 
indicated  as  potent  amebacides. 
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TRAUMATIC  HYPHEMA* 

J.  A.  WILKINSON,  M.  D. 

Shreveport 

Hyphema,  or  blood  in  the  anterior 
chamber  of  the  eye,  may  be  insignificant 
and  transitory,  or  it  may  be  serious  and 
persistent.  It  may  be  a complication,  of 
disease  or  surgery  or  it  may  be  the  result 
of  injury.  All  of  these  are  important,  but 
we  shall  confine  our  discussion  to  hyp- 
hema of  traumatic  origin.  The  trauma 
may  be  direct  or  indirect,  perforating  or 
nonperforating.  Bleeding  into  the  anterior 
chamber  comes  from  injuries  of  the  iris 
or  ciliary  body,  such  as  iridodialysis,  ani- 
ridia, rupture  of  the  sphincter  or  radial 
and  circular  tears.  The  chief  source  of 
anterior  chamber  hemorrhage  is  a tear  at 
the  root  of  the  iris,  or  iridodialysis.  In 
the  recent  state,  the  blood  is  bright  red 
and  settles  to  the  bottom  of  the  chamber, 
changing  to  a new  level  with  each  change 
in  the  position  of  the  head.  After  a few 

days,  the  blood  becomes  darker  and  may 

clot.  New  hemorrhages  are  recognized  by 
the  bright  red  color  superimposed  on  the 
darker  layer.  Frequently  the  hemorrhage 
completely  fills  the  chamber,  obscuring  all 

* Presented  at  the  Seventy-fifth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  New 
Orleans,  May  3,  1955. 


landmarks  and  making  it  impossible  to 
determine  the  extent  of  the  injury-  The 
majority  of  these  hemorrhages  absorb 
rapidly,  but  may  be  complicated  by  the 
occurrence  of  secondary  hemorrhage  sev- 
eral days  later.  Such  hemorrhages  may 
occur  while  the  patient  is  resting  quietly 
in  bed  and  without  any  known  provoca- 
tion. They  are  seen  more  often  in  older 
people,  though  the  young  are  not  exempt. 
According  to  Duke-Elder,1  these  hemor- 
rhages, on  rare  occasions  may  continue  to 
recur  at  periodic  intervals  for  weeks  or 
even  months,  and  tend  to  be  more  profuse 
than  the  primary  bleeding,  usually  filling 
the  entire  chamber.  He  further  states 
that  the  cause  of  these  secondary  hemor- 
rhages, which  create  so  serious  a thera- 
peutic problem,  is  unknown.  When  the 
hemorrhage  is  massive,  particularly  the 
delayed  type,  an  organized  clot  may  form 
blocking  the  drainage  system  of  the  eye. 
Secondary  glaucoma  may  then  ensue  and 
if  not  relieved  promptly  will  result  in 
blood  staining  of  the  cornea. 

Injury  to  the  deeper  structures  of  the 
eye  may  accompany  or  complicate  hemor- 
rhage into  the  anterior  chamber,  such  as 
traumatic  iridocylitis,  cataract,  vitreous 
hemorrhage,  rupture  of  sclera,  detachment 
of  the  choroid  or  retina. 

Reviewing  the  literature  briefly,  we  find 
considerable  diversity  of  opinion  concern- 
ing the  management  of  hyphema,  par- 
ticularly as  to  the  use  of  mydriatics.  Most 
of  us  were  taught  that  in  any  injury  of 
the  eye  involving  the  iris  or  ciliary  body 
atropine  should  be  instilled.  The  purpose 
of  this  was  to  put  the  injured  muscles  at 
rest  during  the  healing  process,  making 
the  occurrence  of  iridocyclitis  and  syn- 
echiae  less  likely.  In  recent  years,  many 
authorities  have  warned  against  the  rou- 
tine use  of  atropine  because  of  some  seri- 
ous complications. 

Wurdemann2  says,  “The  treatment  of 
hyphema  is  usually  the  same  as  that  of 
the  wound  or  contusion,  namely,  atropine, 
asepsis,  and  rest  in  bed ; — If  radial  tears 
are  seen,  then  atropine  is  contraindicated 
and  esserin  should  be  used  to  contract  the 
pupil  and  draw  the  tears  closer  together.” 
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No  reference  is  made  to  the  possibility  of 
complications  that  might  result  from  the 
use  of  atropine. 

Dunnington,3  discussing  contusions  of 
the  globe  with  intraocular  hemorrhage, 
said  they  should  be  treated  with  complete 
rest,  cold  compresses  and  frequent  in- 
stillations of  atropine  sulphate  solution,  1 
per  cent,  to  guard  against  the  develop- 
ment of  a traumatic  iritis. 

Payne 4 says  the  management  of  con- 
tusions of  the  eye  calls  for  little  action 
and  considerable  patience  on  the  part  of 
the  ophthalmologist.  It  is  suprising  how 
many  contusions  will  heal  without  com- 
plication following  simple  cleansing,  band- 
aging, and  rest.  He  says  further  that  it 
is  not  necessary  and  is  often  dangerous 
to  administer  atropine  solutions  following 
nonperforating  injuries. 

Hardesty,  Green,  and  Luedde  in  dis- 
cussing contusions  of  the  eyeball  warned 
against  indiscriminate  use  of  atropine. 
They  reported  cases  in  which  glaucoma 
immediately  followed  the  use  of  this  drug. 
Thus  it  would  appear  to  be  safer  to  use 
atropine  only  where  iritis  develops. 

Thygeson  and  Beard,5  after  listing  a 
series  of  cases  and  discussing  the  various 
causes  and  significance  of  hyphema,  and 
the  diversified  opinions  of  numerous  au- 
thorities in  regard  to  treatment,  concluded 
that  present  methods  of  management  are 
unsatisfactory.  The  routine  treatment 
which  they  adopted  was  as  follows: 

1.  Hospitalization  at  absolute  bedrest; 

2.  Five  per  cent  homatropine  drops  in 
the  injured  eye  four  or  five  times  daily; 

3.  Rutin  (60  mg.)  and  vitamin  C (300 
mg.)  three  times  daily;  and 

4.  Barbiturates  if  the  patients  were 
children  or  apprehensive  adults. 

Several  years  ago  Rychener,6  in  dis- 
cussing this  subject,  made  the  following 
statement:  “Most  of  the  complications 

may  be  avoided  by  early  and  effective 
treatment,  consisting  only  of  simple  para- 
centesis whenever  the  intraocular  pressure 
is  increased  or  when  the  anterior  chamber 
is  completely  filled  with  blood  and  the  in- 
stillation of  miotics  thereafter.  Indeed,  it 


may  be  possible  in  many  cases  to  avoid 
surgery  entirely  if  miotics  rather  than 
mydriatics  are  employed  before  secondary 
hemorrhage  ensues.” 

So  it  would  seem  that  the  best  treat- 
ment of  anterior  chamber  hemorrhages 
following  blunt  injury  consists  of  rest  in 
bed,  sedation,  and  bandaging  of  the  eyes, 
preferably  binocular.  The  majority  of 
such  hemorrhages  may  absorb  satisfac- 
torily with  no  other  treatment.  Ice  com- 
presses are  soothing  to  the  patient  and 
tend  to  retard  bleeding.  Many  authorities 
still  stress  the  use  of  atropine  to  minimize 
aggravation  of  the  iridodialysis  which 
may  be  present,  to  reduce  the  likelihood 
of  posterior  synechiae  and  to  combat  the 
associated  traumatic  iridocyclitis.  Those 
who  oppose  the  use  of  atropine,  or  any 
other  mydriatic,  point  out  that,  with  an 
undilated  pupil,  a greater  iris  surface  is 
available  and  a more  rapid  absorption  of 
the  hyphema  may  be  expected.  Further- 
more, the  chamber  angle  is  less  likely  to 
be  obstructed ; consequently,  secondary 
glaucoma  is  less  likely  to  occur.  Quoting 
from  Duke-Elder,  he  says:  “On  the  whole, 
any  mydriatic  is  usually  unnecessary  and 
may  be  dangerous.  In  the  presence  of  a 
hyphema,  expectant  treatment  without  the 
instillation  of  atropine  is  probably  the 
safest  course  so  long  as  the  tension  is 
normal  or  low.  If  anxiety  is  felt,  how- 
ever, the  instillation  of  miotics  rather 
than  mydriatics  at  an  early  stage  may 
forestall  the  complications  of  a hyphema 
and  obviate  the  necessity  of  surgery.  In 
secondary  hemorrhages,  and  in  all  cases 
if  the  tension  becomes  raised,  eserine 
should  be  instilled.” 

In  conclusion,  it  would  seem  good  to 
stress  the  following  points: 

1.  Traumatic  hyphema,  though  often 
not  regarded  with  great  concern,  may 
terminate  in  a serious  condition,  even  the 
loss  of  an  eye. 

2.  The  most  frequent  complications, 
aside  from  those  directly  due  to  the  in- 
jury, are  secondary  glaucoma  and  blood 
staining  of  the  cornea. 

3.  The  treatment  should  consist  of  phy- 
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sical  rest,  sedation,  bandaging  of  eyes. 
There  should  be  a period  of  watchful 
waiting,  observing  the  tension  of  the  eye- 
ball, the  absorption  of  the  hemorrhage  or 
the  occurrence  of  new  hemorrhage. 

4.  Should  increased  tension  develop, 
with  the  anterior  chamber  full  of  blood, 
paracentesis  should  be  performed  and  a 
strong  miotic  instilled. 

5.  Atropine  is  usually  unnecessary  and 
may  be  dangerous. 

REFERENCES 

1.  Duke-Elder.  Sir  Stewart:  Traumatic  Hyphema,  Text 
Book  of  Ophthalmology.  6 :5781.  1054,  St.  Eouis,  C.  V. 
Mosby  Co. 

2.  Wiirdemann,  H.  V.:  Injuries  of  the  Eye.  2d  ed.  St. 
Louis,  C.  V.  Mosby  Co.,  1932.  pp  511-512. 

3.  Dunnington,  John  H. : Treatment  of  ocular  injuries, 
Viriginia  M.  Monthly,  69:473,  (Sept.)  1942. 

4.  Payne,  Brittain  F. : Ocular  contusions  in  national 

emergencies,  J.  A.  M.  A.  142:243,  (Jan.  28)  1950. 

5.  Thygeson,  I’.,  and  Beard,  C. : Observations  on  trau- 
matic hyphema.  Am.  .T.  Oph.  35:977  (July)  1952. 

6.  Rycbener,  Ralph  O. : The  management  of  traumatic 
hyphema,  J.  A.  M.  A.  126:763  (Nov.  18)  1944. 

DISCUSSION 

Dr.  James  H.  Allen  (New  Orleans),  I wish  to 
congratulate  Dr.  Wilkinson  for  a very  clear  state- 
ment of  the  problem  and  controversy  concerning 
the  treatment  of  traumatic  hyphema.  As  he  has 
observed,  the  majority  of  cases  of  hyphema  for- 
tunately are  simple  and  probably  cure  themselves. 
In  these  cases  of  short  duration  watchful  waiting 
is  all  that  is  required. 

In  more  severe  injuries  continued  bleeding  may 
be  the  result  of  severe  trauma  to  the  iris,  or  the 
hyphema  may  be  maintained,  or  continued  by  re- 
peated hemorrhage  from  the  ciliary  body.  In  cases 
of  repeated  hemorrhages  the  injury  undoubtedly 
produced  extensive  but  subtotal  damage  to  the 
uveal  vessels.  Thus,  minor  trauma  such  as  rub- 
bing the  eye,  which  the  patient  invariably  denies, 
results  in  further  hemorrhage  from  the  partially 
necrotic  vessels.  Thus,  in  addition  to  general  rest 
and  dressing  of  the  injured  eye,  it  is  important 
to  shield  the  eye  so  the  patient  cannot  even  un- 
consciously rub  the  eye.  For  this  purpose  a rigid 
metal  shield  is  preferable. 

After  having  observed  a number  of  severe 
cases  of  hyphema  treated  by  different  methods  I 
have  been  unable  to  convince  myself  that  either 
miotics  or  mydriatics  have  any  effect  upon  the 
bleeding.  Therefore,  while  I agree  with  Dr.  Wilk- 
inson that  atropine  is  rarely  necessary,  I believe 
that  mydriatics  are  essential  for  the  control  of 
the  traumatic  uveitis. 

Unfortunately  paracentesis  and  irrigation  of 
the  anterior  chamber  is  a poor  means  of  control- 
ling the  glaucoma,  which  may  develop  during  the 
period  of  bleeding,  and  in  addition,  frequently  re- 


activates the  bleeding.  Therefore,  medical  means 
of  treatment  are  preferable.  In  a number  of 
instances  diamox  has  been  useful  in  maintaining 
normal  intraocular  pressure  in  these  cases  even 
in  conjunction  with  mydriatics.  In  such  cases  the 
blood  usually  remains  in  the  anterior  chamber  for 
a longer  period  of  time  but  may  disappear  com- 
pletely overnight  when  the  diamox  is  discontinued. 

Another  measure  we  have  found  to  be  valuable 
both  in  control  of  the  uveitis  and  in  increasing 
the  adsorption  of  the  blood  is  the  use  of  small 
doses  of  intravenous  foreign  protein  therapy. 
For  this  purpose  we  use  doses  of  10,  15  or  20 
million  typhoid  H antigen  daily.  Larger  doses 
producing  a shock  type  reaction  may  be  used  but 
are  more  likely  to  aggravate  the  bleeding. 
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RUPTURE  OF  THE  URINARY 
BLADDER  IN  THE  NEONATAL 
PERIOD  WITH  REPORT  OF  A CASE 
VERNON  R.  KROLL,  M.  D.  * 

F.  NORTON  DICKMAN,  JR.,  M.  D. 

HORACE  CHALSTROM,  M.  D. 

New  Orleans 

Rupture  of  the  urinary  bladder  at  or 
shortly  following  delivery  is  extremely 
rare,  as  shown  by  the  fact  that  a review 
of  the  American  and  British  literature 
reveals  only  two  cases  mentioned,  but  none 
fully  reported.  Factors  which  might  pre- 
dispose to  rupture  of  the  urinary  bladder 
would  be  those  which  would  cause  unusual 
distention,  weakness  in  the  bladder  wall, 
or  combinations  of  the  two  with  or  with- 
out superimposed  trauma.  Trauma  alone 
(to  a normal  bladder)  conceivably  could 
produce  rupture.  Specifically,  neoplasm, 
calculi  or  abscess  in  the  bladder  outlet  or 
urethra,  congenital  stenosis  or  inflamma- 
tory stricture  might  be  mentioned.  In 
boys  extreme  degrees  of  phimosis  and  con- 
genital kinking  of  the  urethra  can  occur 
and  could  predispose  to  bladder  distention 
and  rupture.  LJlceration  of  the  bladder 
wall  (as  in  tuberculosis),  fatty  degenera- 
tion, diverticular  or  trophic  changes  as 
seen  in  central  nervous  system  disease  (es- 
pecially paraplegia)  must  also  be  con- 
sidered as  possible  factors  for  possible 
rupture  of  the  bladder  wall. 

According  to  Smith,1  the  bladder  con- 
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tains  fluid  by  the  fourth  month  of  gesta- 
tion, and  it  is  conceivable  that  unusual 
and  severe  trauma  to  the  mother  during 
pregnancy  could  damage  the  bladder  of 
the  infant.  Trauma  to  the  infant  during 
delivery  might  also  cause  injury  to  the 
bladder,  which  could  underlie  a subsequent 
rupture. 

That  the  bladder  can  tolerate  consider- 
able tension  as  well  as  trauma  (with  the 
exception  of  penetrating  wounds)  is  well 
known.  Rupture  from  any  of  the  above 
causes,  therefore,  is  uncommon.  Camp- 
bell 2 states  that  it  is  doubtful  that  the 
empty  normal  bladder  ever  ruptures  spon- 
taneously, and  that  unnoticed  trauma  to 
a distended  bladder  is  probably  the  most 
common  cause  of  the  so-called  spontaneous 
rupture.  According  to  him,  intraperito- 
neal  rupture  usually  involves  the  dome  and 
accounts  for  one-third  of  bladder  rup- 
tures. It  is  suggested,  especially  in  con- 
sideration of  this  case,  that  a ruptured 
bladder  at  least  be  borne  in  mind  in  any 
case  of  an  acute  abdomen  in  a newborn 
infant.  If  suspected,  a cystogram  would 
be  diagnostically  valuable,  since  rupture 
can  be  readily  demonstrated  by  this  tech- 
nique. 

CASE  REPORT 

The  following  is  a case  report : 

S.  B.,  a five  day  old  white  female  premature 
infant,  was  admitted  to  the  Charity  Hospital  at 
New  Orleans  on  February  11,  1953,  with  a his- 
tory of  vomiting-,  abdominal  swelling,  and  a gen- 
eralized rash  for  one  day.  According  to  the  his- 
tory, the  infant  had  an  uneventful  spontaneous 
delivery  in  a country  town  in  the  vicinity  of 
New  Orleans.  No  marked  abnormalities  were 
noted  during  the  first  four  days  of  life.  No  his- 
tory of  trauma  could  be  elicited  in  regard  to 
either  the  baby  or  the  mother.  Apparently, 
there  were  no  disturbances  of  bowel  or  bladder 
function  as  noted  by  the  parents.  On  the  fifth 
day,  according  to  the  parents,  the  abdomen  be- 
came distended,  the  baby  began  vomiting  and  a 
rash  appeared. 

Physical  examination  on  this  day  revealed  a 
newborn  infant  weighing  slightly  under  five 
pounds  with  abdominal  distention,  but  not  clinic- 
ally dehydrated.  No  abdominal  masses  were  pal- 
pated. Peristalsis  was  present.  X-rays  of  the 
abdomen  revealed  dilated  small  bowel  with  some 
fluid  levels  when  taken  in  the  upright  position. 
No  distention  was  noted,  nor  could  any  air  be 
seen  in  the  colon.  A diagnosis  of  mechanical  in- 


testinal obstruction,  due  probably  to  small  bowel 
stenosis,  was  entertained.  Because  of  the  diag- 
nosis of  the  mechanical  intestinal  obstruction, 
surgery  was  advised. 

Under  general  anesthesia  an  abdominal  ex- 
ploration was  done  several  hours  later.  The  ab- 
domen was  entered  through  a right  rectus  inci- 
sion. Upon  opening  the  peritoneum,  clear  serous 
fluid  with  some  fibrinous  strings  was  found  to 
be  present.  Distended  small  bowel  was  found  to 
be  present  down  to  the  region  of  the  terminal 
ileum,  and  the  most  distant  portions  of  the 
ileum  and  the  large  bowel  were  collapsed.  There 
were  fibrinous  adhesions  in  the  region  of  the 
terminal  ileum,  and  it  was  at  this  point  that  a 
mechanical  obstruction  existed.  The  adhesions 
were  easily  separated,  and  upon  close  inspection 
of  the  intestinal  tract  no  area  of  perforation  or 
abnormality  could  be  noted.  The  urinary  blad- 
der was  distended,  and  it  was  noted  at  this  point 
there  were  several  strings  of  fibrinous  exudate 
seemingly  attached  to  the  dome  of  the  distended 
bladder.  Upon  gentle  separation,  a 2 mm.  per- 
foration was  found  in  the  dome  of  the  bladder, 
through  which  urine  emptied  rapidly  upon  re- 
moval of  the  exudate.  Because  of  the  stage 
under  which  the  sealing  off  process  had  pro- 
gressed, it  was  felt  that  the  perforation  was  at 
least  forty-eight  hours  old.  At  the  operating 
table,  a sterile  catheter  was  placed  into  the 
urethra  and  up  into  the  urinary  bladder.  This 
catheter  was  seen  to  emerge  into  the  free  peri- 
toneum. The  perforation  in  the  bladder  was 
then  sutured  with  several  interrupted  sutures 
of  fine  chromic  catgut. 

The  first  four  post-operative  days  were  unevent- 
ful.  The  infant  was  placed  in  the  premature  nur- 
sery in  an  Isolette  and  the  usual  premature  care 
given.  On  the  fifth  post-operative  day  the  abdo- 
men became  distended,  and  on  the  following  day 
an  evisceration  became  apparent.  It  was  necessary 
to  take  the  infant  back  to  the  operating  room  to 
do  a secondary  closure  with  through  and  through 
interrupted  sutures  of  black  silk.  Following  this, 
recovery  was  uneventful. 

After  two  months  the  genitourinary  depart- 
ment assisted  in  giving  the  infant  a urologic 
work-up.  The  work-up,  including  an  intravenous 
pyelogram  and  cystogram,  was  entirely  normal. 
After  three  months  the  baby  was  apparently  well 
and  was  discharged  from  the  hospital.  The 
weight  at  this  time  was  10  pounds  8 ounces. 
The  infant  was  seen  in  the  out-patient  clinic 
several  times.  A repeat  cystogram  was  again 
normal.  There  have  been  no  further  urinary 
tract  complications. 

As  part  of  the  follow-up  of  this  case,  the  ob- 
stetrician who  originally  delivered  this  infant 
was  questioned.  Especial  note  was  taken  of  the 
possibility  of  the  infant  having  had  any  trauma 
or  having  been  catheterized.  Both  of  these  pos- 
sibilities were  ruled  out. 
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In  discussion  of  this  case,  it  would  seem 
that  a rupture  of  the  urinary  bladder  in 
this  premature  occurred  shortly  before, 
at,  or  shortly  after  delivery.  It  is  probable 
that  the  extravasated  urine  had  caused  a 
low  grade  peritonitis  and  that  the  re- 
sultant fibrinous  exudate  had  managed 
to  seal  off  the  perforation.  The  infant 
was  probably  managing  to  survive  this 
process  very  well  until  adhesions  in  the  re- 
gion of  the  terminal  ileum  and  a fibrinous 
band  caused  a mechanical  intestinal  ob- 
struction. The  peristaltic  waves  in  the 
premature  infant  were  not  sufficient  to 
cause  the  intestinal  contents  to  pass  the 
point  of  the  soft  fibrinous  band,  with  the 
result  that  surgical  intervention  was 
necessary. 

CONCLUSION 

An  extremely  rare  condition,  rupture  of 
the  urinary  bladder  in  the  neonatal  period, 
was  discovered.  To  our  knowledge,  this 
is  the  first  case  fully  presented  in  the 
British  and  American  literature.  A case 
presentation  is  given  with  the  treatment 
and  successful  outcome. 
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The  following  report  is  submitted  by 
the  Charity  Division  of  the  Fact  Finding 
Committee  of  the  East  Baton  Rouge  Par- 
ish Medical  Society.  The  Committee  con- 
sists of  five  members  appointed  by  the 
President  of  the  East  Baton  Rouge  Parish 
Medical  Society  in  September  1953,  for 
the  purpose  of  studying  the  need  for 
charity  facilities  in  East  Baton  Rouge 
Parish.  This  Committee  held  its  first 
meeting  on  September  22,  1953,  to  formu- 


late plans  for  proceeding  with  the  study. 
The  approach  decided  upon  was  to  study 
the  economic  situation  in  East  Baton 
Rouge  Parish  and  to  secure  records  of 
those  patients  from  this  Parish  who  at- 
tended New  Orleans  Charity  Hospital  for 
the  trimester  September-December  1953. 
We  had  excellent  cooperation  from  the 
East  Baton  Rouge  Parish  Chamber  of 
Commerce  and  the  personnel  at  the  New 
Orleans  Charity  Hospital,  who  gave  us  a 
duplicate  copy  of  the  admission  sheet  of 
all  patients  admitted  and  all  new  clinic 
patients  to  Charity  Hospital  for  these  four 
months.  These  duplicate  sheets  were  de- 
livered once  weekly  and  were  compiled  by 
the  Secretary  into  columns  giving  home  of 
patient,  address,  age,  color,  number  of  de- 
pendents and  the  stated  employer  and  in- 
come. 

A list  of  requirements  for  eligibility  to 
Charity  Hospital  was  then  acquired 
(Table  1). 

TABLE  1 

ELIGIBILITY  REQUIREMENTS  FOR  ADMISSION  TO 
LOUISIANA  STATE  CHARITY  HOSPITALS 

Single:  $140.00  monthly 

Couple:  $160.00  monthly 

Dependents : 

1 $175.00  monthly 

2 190.00  monthly 

3 205.00  monthly 

4 „ . 220.00  monthly 

5 235.00  monthly 

6 250.00  monthly 

7 265-00  monthly 

8 280.00  monthly 

9 . 295.00  monthly 

10  310.00  monthly 

$15.00  extra  is  allowed  for  each  dependent 
so  that  a couple  with  ten  dependents  may 
draw  $310.00  monthly  and  meet  eligibility 
requirements.  This  eligibility  requirement 
is  less  for  other  charity  hospitals  through- 
out the  state  but  is  similar  for  the  Shreve- 
port Charity  Hospital. 

While  the  above  Charity  Hospital  sur- 
vey was  being  conducted,  the  Committee 
began  to  look  into  the  economy  of  Baton 
Rouge  and  East  Baton  Rouge  Parish.  A 
pay  scale  was  obtained  from  the  major 
industrial  plants  and  the  building  trades 
crafts.  A copy  of  the  Baton  Rouge 
Chamber  of  Commerce  report  for  Decern- 
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TABLE  2 

ETHYL  CORPORATION  WAGE  RATES  (HOURLY)  PAID  EMPLOYEES 
SODIUM  & TEL  AREAS— BASE  RATES 


Classification 

Effective:  7-1-53 

1st 

2nd 

3rd 

Class 

Class 

Class 

OPERATIONS 

Working  Leader 
Operator 
Junior  Operator 
Operator  Helper 

MAINTENANCE 
Blacksmith 
Carpenter 
Electrician 
Electrical  Inspector 
Cable  Splicer 
Instrument  Inspector 
Instrument  Mechanic 
Insulator,  Cement  Finished,  Plasterer 
Iron  Worker 
Machinist 
Machinist,  Outside 
Mechanical  Inspector 
Painter 
Pipefitter 
Pipefitter  Layout 
Pipefitter  Sketcher 

Pump  House  & Power  Working  Leader 

Pump  House  & Power  Operator 

Reclamation  Mechanic 

Rigger,  Crane  Operator 

Rigger  Inspector 

Sheet  Metal  Worker 

Sheet  Metal  Layout 

Sign  Painter 

Sodium  Service  Mechanic 
Steeple  Jack  Painter 
Welder 

Heavy  Duty  Mechanic 
Helper 

TRAIN  CREW 

Trainman  Leader 
Trainman 

CONTROL  LABORATORY 

Special  Laboratory  Assistant 
Senior  Laboratory  Assistant 
Laboratory  Assistant 
Laboratory  Helper 

SERVICE 

Fireman  (Inspector)  Leader 
Fireman  (Inspector) 

Laundry  Leader 
Laundry  Operator 
Patrol  Leader 
Patrolman 
Escort  Watchman 

STORES 

Stores  Leader 
Warehouseman 
Stores  Helper 


2.75 

— 

— 

2.57 

2.43 

— 

2.22 

— 

— 

2.08 

1.82 

— 

2.59 

2.42 

2.25 

2.59 

2.42 

2.25 

2.70 

2.51 

2.25 

2.77 

— 

— 

2.81* 

— 

— 

2.67 

— 

— 

2.59 

2.42 

2.25 

2.59 

2.42 

2.25 

2.59 

2.42 

2.25 

2.59 

2.42 

2.25 

2.59 

2.42 

2.25 

2.59 

2.42 

2.25 

2.46 

2.35 

2.25 

2.59 

2.42 

2.25 

2.66 

2.59 

— 

2.66 

2.59 

— 

2.75 

— 

— 

2.57 

2.43 

— 

2.59 

2.42 

2.25 

2.59 

2.42 

2.25 

2.67 

— 

— 

2.59 

2.42 

2.25 

2.66 

— 

— 

2.59 

2.43 

— 

2.59 

2.42 

2.25 

2.59 

— 

— 

2.70 

2.51 

2.25 

2.59 

2.42 

2.25 

2.10 

1.92 

1.82 

2.60 



_ 

2.44 

2.40 

2.35 

2.45 



_ 

2.38 

— 

— 

2.24 

2.07 

— 

1.98 

1.89 

1.82 

2.29 



2.17 

1.89 

1.82 

2.29 

— 

— 

2.17 

1.89 

1.82 

2.32 

— 

— 

2.20 

— 

— 

1.98 

1.89 

1.82 

2.41 

_ 

2.24 

2.06 

— 

1.98 

1.89 

1.82 
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ETHYL  CORPORATION 
SODIUM 

TABLE 
WAGE 
& TEL 

2 (Continued) 

KATES  (HOURLY)  PAID  EMPLOYEES 
AREAS— BASE  RATES 

Classification 

Effective : 7-1-53 

1st  2nd 

3rd 

Class  Class 

Class 

LABOK 

Sodium 


Man  Who  Works  Between  Cells 

1.75 

— 

— 

Man  Who  Works  Under  Cells 

1.75 

— 

— 

Office  Porter 

1.75 

— 

— 

CP  Attendant 

1.68 

— 

— 

Laboratory  Man 

1.68 

— 

— 

Man  Who  Sweeps  Under  Cells 

1.68 

— 

— 

Bath  Grinding 

1.68* 

— 

— 

Burner  Room 

1.68* 

— 

— 

Calcium  Oven  Man 

1.68* 

— 

— 

Chlorine  Tank  Car  Cleaner 

1.68* 

— 

— 

Cleaning  Acid  Towers 

1.68* 

— 

— 

Cleaning  Salt  Bins 

1.68* 

— 

— 

Cleaning  Water  Towers 

1.68* 

— 

— 

Slacking  Lime 

1.68* 

- — 

— 

Washing  Sodium  Barrels 

1.68* 

— 

— 

TEL 

Freight  Handler 

1.75 

— 

— 

Railroad  Trackman 

1.75 

— 

— 

TEL  Building  Attendant 

1.75 

— 

— 

Burning  Ground  Job 

1.68 

— 

— 

Central  Shops  Clean-Up  Man 

1.68 

— 

— 

Laboratory  Attendant 

1.68 

— 

— 

Mail  Carrier  (Intraplant) 

1.68 

— 

— 

Safety  Equipment  Man 

1.68 

— 

— 

Sample  Man  (Contaminated  Lead) 

1.68 

— 

— 

Special  Laborer 

1.68 

— 

— 

Storehouse  Man 

1.68 

— 

— 

SODIUM  & TEL 

Truck  Driver  (Outside) 

1.97 

— 

— 

Truck  Driver  Leader 

1.94 

— 

— 

Working  Leader 

1.87 

— 

— 

Truck  Driver 

1.87 

• 

— 

— 

Laborer 

1.61 

1.53 

— 

CAFETERIA  — BASE  RATES 

Cook  Leader 

2.13 

— 

— 

Cook 

1.88f 

1.76+ 

— 

Cook  Assistant 

1.58f 

— 

— 

Cook  on  Mobile  Unit 

To  be 

detailed 

an  additional 

6?  per 

Baker 

hr.,  4 
1.94 

hrs. /shift 

_ 

Storeroom  Clerk 

1.82 

— 

— 

Mobile  Unit  Man 

1.55** 

— 

— 

Kitchen  Helper 

1.48 

— 

— 

Cafeteria  Attendant 

1.32 

— • 

— 

* Detailing  only. 

**  To  lie  used  for  detailing  of  Kitchen  Helpers  only, 
t To  be  used  for  detailing  to  Cook  on  Mobile  1'nit. 


ber  1953  was  also  secured.  This  Commit- 
tee was  astonished  to  find  the  magnitude 
of  the  industrial  pay,  which  was  led  by 
Standard  Oil  Company  and  followed 
closely  by  Ethyl  Corporation.  Table  2 is 


the  pay  scale  at  Standard  Oil  Company 
whose  minimum  rate  for  colored  labor  on 
the  yard  is  $1,741/2  per  hour  or  $13.96 
per  eight  hour  day,  with  increased  pay 
for  night  work,  overtime,  and  holidays; 
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while  the  maximum  colored  rate  is  $2.67 
per  hour  or  $21.36  per  eight  hour  day. 
The  white  general  labor  scale  is  slightly 
higher  at  $2.29  per  hour  as  the  lower 
range  and  $2.76  as  the  higher  rate.  The 
Ethyl  Corporation  also  has  a pay  scale  of 
which  any  company  can  be  proud.  The 
scale  runs  from  $2.75  per  hour  or  $22.00 
per  day  for  working  leader  1st  class  to 
laborer  2nd  class  at  $1.53  per  hour  or 
$12.24  per  day.  There  is  only  one  lower 
scale  which  is  cafeteria  attendant  at  $1.32 
per  hour. 

The  scale  for  the  building  trades  craft 
stands  head  and  shoulders  above  that  of 


the  industrial  plants.  The  high  is  brick 
masons  at  $3.17!/2  per  hour  or  a whop- 
ping $25.40  a day.  Iron  workers  at  $2.85 
per  hour,  plumbers  and  pipefitters  $2.90 
per  hour,  filling  station  attendant  at 
$1,971/2  to  $1,471/2  for  a light  truck  driver 
and  a carpenter  draws  $2,331/2. 

Figuring  the  above  upon  a monthly 
basis  of  23  working  days,  Standard  Oil 
pays  a high  of  $507.84  for  white  labor 
and  a low  of  $421.36  while  the  colored 
laborer  draws  a high  of  $490.28  and  a low 
of  $310.08.  Ethyl  Corporation  pays  a high 
of  $506.00  for  a leader  and  a low  of 
$281.52  for  a laborer  2nd  class.  The  build- 


XABLE  3 

NEW  WAGE  RATES  FOR  BUILDING  TRADES  CRAFTS 
FOR  CONTRACTS  EXTENDING  THROUGH  DECEMBER  31,  1955 


Craft 

New  Rate 
Now 

New  Rate  New  Rate 

July  1, 1954  Sept.  1, 1954 

New  Rate 
Oct.  1 1954 

Brickmasons 
Ironworkers : 

3.10 

3.175 

Structural 

2.775 

2.85 

Reinforcing 

2.65 

2.725 

Laborer,  Common 

1.30 

1.325 

Tender  & Mortar  Mixer 

1.45 

1.475 

Air  Tool  Operator 

1.40 

1.475 

Pipe  Layer 

1.40 

1.475 

Tool  Room  Attendant 

1.45 

1.475 

Millwrights,  journeyman 

2.65 

2.725 

Heavy  Duty  Operators 

2.775 

2.85 

Medium  Duty  Operators 

2.50 

2.575 

Light  Duty  Operators 

2.36 

2.435 

Plasterers 

2.75 

Same 

Plumbers  & Fitters 

Truck  Drivers,  up  to  but  not 

2.90 

Same 

including  1%  tons 
1 % tons  up  to  but  not 

1.475 

1.515 

including  3 tons 
3 tons  up  to  but  not 

1.725 

1.765 

including  5 tons 

1.825 

1.865 

5 tons  and  over 

2.025 

2.065 

Winch  trucks  with  “A”  frame 
General  Warehouseman, 
material  checker,  Stock 
Room  Tool  Issue  & 

2.30 

2.34 

Receiving  Clerk 

1.90 

1.975 

Filling  Station  Attendant 

1.90 

1.975 

Tire  Repairman 

1.75 

1.825 

Cement  Finishers  have  been  offered  5%^ 
considering  it. 

increase  now  and  6%$  additional  July  1. 

They  are 

Lathers  are  requesting  a 

total  of  12%tf. 

Contractors  offering  10^  total. 

Carpenters  are  requesting  a total  of  16%tf  per  hour.  Contractors  have  offered  a total  of 
14%  and  feel  that  this  is  more  than  fair  judging  by  other  crafts.  Carpenters  now  2.33%. 


64 


Report  of  Charity  Hospital  Committee 


ing  trades  come  in  for  a high  of  $584.20 
for  brick  masons  to  a low  of  $278.76  for 
light  truck  drivers.  The  man  who  repairs 
the  tire  at  the  filling  station  rates  $1,821/2 
or  $335.80  monthly. 

The  statement  was  recently  made  in  a 
Baton  Rouge  paper  and  verified  by  the 
Chamber  of  Commerce  that  the  industrial 
worker  in  Baton  Rouge  is  the  third  high- 
est paid  in  the  United  States,  being  topped 
only  by  Flint,  Michigan  and  Casper,  Wy- 
oming.1 A recent  report  by  Sales  Man- 
agement Magazine 2 shows  that  more  than 
half  (50.2  per  cent)  of  the  families  of 
East  Baton  Rouge  Parish  have  an  income 
of  over  $4,000.00  per  year,  with  an  aver- 
age family  income  of  $6,592.00  per  year, 
or  $549.00  per  month,  after  Federal  and 
state  taxes  are  paid. 

The  breakdown  is  as  follows: 

$0  to  2,499.00  31.0% 

2500.00  to  3999.00  18.8% 

4000.00  to  6999.00  36.7% 

7000.00  and  over  13.5% 

By  comparison,  the  family  income  in 
Shreveport  is  $5,505.00 ; New  Orleans 
$5,145.00;  and  Lafayette  $4,128.00,  while 
the  national  average  is  $5,246.00. 

The  estimated  population  of  East  Baton 
Rouge  Parish  in  1954  is  190,700  with  165,- 
100  living  in  the  city  of  Baton  Rouge, 
making  up  47,450  families.  The  labor 
force  of  this  parish  is  made  up  of  74,800 
workers  with  only  2,900  unemployed  at 
the  time  of  the  last  survey  in  1952.  The 
components  of  population  are  approxi- 
mately 37  per  cent  colored  and  63  per 
cent  white. 

To  quote  the  Baton  Rouge  Chamber  of 
Commerce,  “The  Baton  Rouge  family  in- 
come and  buying  power  rank  19  per  cent 
above  the  national  average”  of  $5,246.00 
per  year.3  There  are  65,728  (1954)  auto- 
mobiles exclusive  of  trucks  and  busses  in 
East  Baton  Rouge  Parish,  or  one  per  2.8 
persons.  The  average  family  size  is  four 
people. 

A look  at  the  state  charity  and  welfai’e 
set-up  reveals  evidence  of  abuse  of  the 
free  agencies  of  the  state  so  that  it  is 
called  the  “Share  the  Wealth  State”  by 
Nation’s  Business,  U.  S.  Chamber  of  Com- 


merce magazine.  It  reports  that  Louisi- 
ana has  700  old  aged  per  1000  on  the  pub- 
lic assistance  while  Indiana  has  129  per 
1000  and  the  national  average  is  224  per 
1000.  Louisiana  ranks  second  in  the 
United  States  in  expenditure  for  free 
school  lunches  with  $11,178,558.00  per 
year,  topped  only  by  New  York  State  with 
$19,359,096.00.  Statistics  show  that  8 per 
cent  of  the  (March  1954)  people  in  the 
state  are  now  on  the  welfare  program, 
costing  approximately  $110,000,000.00 
yearly.4  A study  begun  recently  and  not 
yet  complete  (5-3-54)  by  the  Public  Af- 
fairs Research  Council  (P.A.R.)  revealed 
that  of  92  cases  reviewed  in  Orleans  Par- 
ish, 33  cases  or  35.7  per  cent  were  in- 
eligible. In  Tensas  Parish,  26  of  79  cases 
or  32.9  per  cent  were  fraudulent.  The 
Charity  Hospital  situation  reveals  even 
greater  abuse.  There  are  8 general  char- 
ity hospitals  located  in  strategic  points 
throughout  the  state  excluding  several 
tuberculosis  and  mental  institutions.  There 
are  12  private  hospitals  with  contract 
charity  beds  paid  for  by  the  state,  not  to 
mention  the  Veterans  Hospitals  and  the 
Marine  Hospital.  The  total  so-called  free 
beds  in  Louisiana  made  up  of  the  above 
list5  and  the  private  beds  are  shown  in 
Table  4: 


TABLE  4 

HOSPITAL  BEDS  IN  LOUISIANA 


Free  Beds 

U.  S.  Army 

700 

U.  S.  Public  Health 

886 

Veterans  Hospitals 

1,445 

State 

Mental 

8,216 

Tuberculosis 

394 

General  Charity 

4,591 

Total  free 

16,232 

The  Private  Beds  (including 

tuberculosis  and 

mental)  : 

I.  C.  R.  R. 

60 

Psychiatric 

247 

Tuberculosis 

89 

Shrine 

60 

General 

5,589 

Total  pay 

6,045 

These  statistics  (Table  4)  show  that 
there  are  now  about  three  free  beds  to  one 
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private  bed  in  the  state.  These  charity 
hospitals  admitted  as  bed  patients  ap- 
proximately 129,570  patients  in  1953  with 
average  stay  varying  from  3.9  days  per 
patient  at  Lallie  Kemp  Charity  Hospital 
to  13  days  at  Jonesboro  Charity  and  at  a 
cost  per  day  varying  from  $7.86  per  pa- 
tient at  Lafayette  Charity  Hospital  to 
$8.51  per  day  per  patient  at  Jonesboro. 

In  addition  to  those  admitted,  there 
were  approximately  921,129  Clinic  visits.1'’ 
(Table  5)  Mind  you,  the  population  of 
Louisiana  in  the  last  census,  1950,  was 
only  2,683,516.  Of  this  group  there  are 
336,250  veterans  who  are  eligible  general- 
ly for  Veterans  Administration  Hospitals. 
The  following  list  (Table  6)  is  submitted 
in  evidence  of  the  abuse  of  the  charity 
system  as  the  following  patients  were  ad- 
mitted to  a charity  hospital  in  one  month 
(Sept.  1953)  from  one  parish  after  stat- 
ing at  the  admission  visit  they  held  the 


following  jobs  and  drew  the  following 
salaries. 

There  is  also  an  intricate  system  of 
charity  ambulance  service  throughout  the 
state  with  a fleet  at  Baton  Rouge  and 
Lake  Charles.  They  traveled  219,056  miles 
in  1953,  transporting  patients  to  New  Or- 
leans Charity  Hospital. 

The  Committee  survey  of  the  East 
Baton  Rouge  Parish  situation  revealed 
that  there  were  1248  patients  admitted  to 
New  Orleans  Charity  Hospital  or  assigned 
to  the  Clinic  from  September  to  December 
1953,  or  approximately  3,744  per  year,  or 
less  than  2 per  cent  of  population.  Of  this 
group  there  were  1071  (85  per  cent)  col- 
ored and  177  (15  per  cent)  white.  Of  the 
total,  437  (35  per  cent)  were  admitted 
for  delivery.  Of  the  total  group  13  per 
cent  admitted  ineligibility  due  to  income 
when  questioned  at  the  Admitting  Unit. 
Those  admitting  ineligibility  along  with 


TABLE  5 

DEPARTMENT  OF  INSTITUTIONS 
STATISTICS  ON  GENERAL  HOSPITALS 
QUARTER  ENDING  SEPTEMBER  30,  1953 


Hospitals 

Operat- 

ing 

Costs 

Admis- 

sions 

Patient 

Days 

Clinic 
Visits  * 

Units 

of 

Service 

Average 

Days 

Stay 

Cost 

Per 

Day 

Cost 

Per 

Patient 

Lallie  Kemp 

$ 107,260.05 

1,410 

5,595 

11,952 

8,583 

3.9 

$12.50 

$ 49.58 

Charity  Hospital 

429,040.20 

5,640 

47,808 

Huey  P.  Long 

190,445.92 

2,249 

14,918 

18,187 

19,465 

6.6 

9.78 

64.90 

Charity  Hospital 

761,783.68 

8,996 

72,748 

Lafayette  Charity 

234,907.63 

3,676 

26,869 

11,988 

29,866 

7.3 

7.86 

57.49 

Hosp.  & T.B.  Unit 

1,099,630.52 

14,704 

47,952 

Wash-St.  Tammany 

77,577.23 

1,065 

4,757 

6,255 

6,321 

4.5 

12.27 

54.82 

Charity  Hospital 

310,308.92 

4,260 

25,020 

Jonesboro  Charity 

10,628.09 

10 

130 

8 

132 

13.0 

80.51 

1,046.71 

Hospital 

42,512.36 

40 

32 

E.  A.  Conway 

190,415.09 

3,000 

16,697 

9,565 

19,088 

5.5 

9.97 

55.52 

Memorial  Hospital 

761,660.36 

12,000 

38,260 

Quarterly : 

$ 811,234.01 

11,410 

68,966 

57,955* 

83,455 

6.0 

$ 9.72 

$ 58.75 

Annual : 

3,244,916.04 

45,640 

231,820 

Admissions  1951-2 

New  Orleans  Charity  Hospital 
Clinic 

Shreveport  Charity  Hospital 
Clinic 

Admissions  1953 

Total  Out  Patients 
Total  In  Patients 


62,705 

613,138 

20,733 

76,171 

921,129 

129,570 


Total  Charity  Hospital  1,050,699 

About  6%  of  population  in  charity  hospital  in  1951-1952. 


• Out-patient  visit  evaluated  at  one-fourth  In-patient  day. 


66 


Report  of  Charity  Hospital  Committee 


those  already  certified  by  the  Welfare 
were  dropped  from  the  list  to  be  investi- 
gated, leaving  approximately  884  for  the 
four  months.  Due  to  limited  funds  of  this 
Committee  only  126  of  these  were  selected 
for  investigation.  A trained  investigator 
was  then  hired  and  paid  on  basis  of  an 


agreed  amount  per  family  to  look  into  the 
family  financial  set-up.  He  was  furnished 
a copy  made  from  the  Charity  Hospital 
admission  sheet  listing  name,  address,  age, 
color,  stated  number  of  dependents,  place 
of  employment  and  stated  income.  He 
then  visited  the  home  and  reported  upon 


TABLE  6 

CHARITY  HOSPITAL  SURVEY 


1.  Inpatient  and  outpatient  treatment: 

9-  1 thru  10-  2-53:  Inpatients 

....  391  (346 

colored,  45  white) 

9-15  thru  9-29-53:  Outpatients 

..  52  ( 44 

colored,  8 white) 

443  390 

53 

Average  cost  per  day:  $10.80 

Average  days  12 

Outpatients,  1946  (last  year  survey  made)  21,000. 

2.  Ineligible  by  own  admission  of  income  (admit  sheet)  51  persons  or  approximately  12%. 

3.  Incomes  of  some  ineligibles: 

Occupation 

Monthly 

Income 

Dependents 

1.  Lab.  Stone  and  Webster 

$200 

1 

2.  Service  station 

184 

0 

3.  Truck  driver 

240 

4 

4.  Insulator 

260 

8 

5.  City-Parish 

160 

0 

6.  Plasterer 

200 

2 

7.  Floor  sander 

200 

4 

8.  City-Parish 

180 

1 

9.  Laborer-Industrial  contractor — $180; 

Wife — Domestic  @ $40 

220 

1 

10.  Waiter — Picadilly 

180 

1 

11.  Wolf’s  Bakery — Truck  driver 

226 

3 

12.  Saleslady — Department  store* 

180 

1 

13.  Insurance  Salesman 

200 

2 

14.  Truck  driver 

160 

0 

15.  Mechanic — Sears  Roebuck* 

180 

1 — (Has  hospital  & 

16.  Owner  cafe* 

240 

surgical  insurance) 

1 

17.  Carpenter  @ 324,  Wife  @ 80 

404 

1 

18.  Standard  Oil 

220 

3 

19.  Brakeman,  I.  & A.  R.R. 

200 

1 

20.  Furniture  salesman 

194 

0 

21.  Solvay  Construction  Co. 

220 

2 — (25  colored 

22.  Construction  company* 

168 

11  white) 

1 

23.  Ethyl  Corporation 

200 

2 

24.  Laborer  @ 140,  Wife — Cook  @ 140 

280 

2 

25.  Kaiser  Aluminum* 

284 

1 

Clinic 

1.  Construction  work 

200 

1 

2.  B.  R.  Engineering  Depot 

192 

3 

3.  Parking  lot 

180 

1 

4.  Electrician 

363 

6 

5.  School  teacher 

288 

2 

6.  ? Occupation  unlisted 

180 

1 

* (Mark  indicates  new  born  infant,  in  addition  to  raother). 
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TABLE  7 

DEPARTMENT  OF  INSTITUTIONS 
FREE  AMBULANCE  SERVICE— STATE  OFFICE 
QUARTER  ENDING  SEPTEMBER  30,  100:5 


Units 

Operating 

Costs 

Miles 

Traveled 

Number 
of  Trips 

Average 

M.P.T. 

Cost  per 
Trip 

Number  of 
Patients 

Lake  Charles 

$2,454.40 

21,565 

78 

276.5 

$31.47 

103 

Baton  Rouge 

4,096.68 

33,199 

167 

198.8 

24.53 

303 

Totals 

$6,551.08 

54,764 

245 

223.5 

$26.74 

406 

the  house,  furniture,  automobile  and  num- 
ber of  dependents.  The  investigator  then 
contacted  the  employer  to  certify  stated 
income.  When  the  study  was  completed 
and  all  figures  compiled,  it  was  noted  that 
13  per  cent  admitted  ineligibility  before 
investigation  and  another  31.5  per  cent  of 
those  investigated  were  found  to  be  in- 


eligible. It  was  also  noted  that  35  per 
cent  of  those  admitted  were  for  delivery. 
A check  with  the  local  obstetricians  re- 
vealed that  a patient  may  receive  pre- 
natal care,  delivery,  post-natal  care  and 
hospitalization  for  approximately  $200.00 
which  could  be  paid  in  installments  over 
a period  of  nine  months  to  a year.  There 


TABLE  8 

DEPARTMENT  OF  INSTITUTIONS 
STATISTICS  ON  CONTRACT  BED  HOSPITALS 
QUARTER  ENDING  SEPTEMBER  30.  1953 


Costs 

Operating 

Admissions 

Patient 

Days 

Average 
Days  Stay 

Cost 
Per  Day 

Cost  Per 
Iu-patieiit 

Baton  Rouge  General  Hospital 

$ 317.90 

6 

21 

3.5 

$15.14 

$52.98 

Baton  Rouge,  Louisiana 

1,271.60 

24 

Beauregard  Memorial  Baptist 

549.70 

13 

Hospital,  DeRidder,  La. 

2,198.80 

52 

51 

3.9 

10.78 

42.28 

Franklin  Foundation  Hospital 

976.00 

13 

66 

5.1 

14.79 

75.07 

Franklin,  Louisiana 

3,904.00 

52 

Franklin  Medical  Center 

58.00 

1 

3 

3.0 

19.33 

58.00 

Franklin,  Louisiana 

232.00 

4 

LaSalette  Memorial  Hospital 

762.00 

8 

52 

6.5 

14.65 

95.25 

Loreauville,  Louisiana 

3,048.00 

32 

Natchitoches  Hospital 

407.24 

10 

29 

2.9 

14.04 

40.72 

Natchitoches,  Louisiana 

1,628.96 

40 

Ruston  Hospital 

105.05 

3 

8 

2.7 

13.13 

35.02 

Ruston,  Louisiana 

420.20 

12 

St.  Charles  Legion  Memorial 

613.68 

14 

78 

5.6 

7.87 

43.83 

Hospital,  Newellton,  La. 

2,454.72 

56 

St.  Patrick  Hospital 

2,782.45 

40 

207 

4.8 

13.44 

64.71 

Lake  Charles,  La. 

11,129.80 

172 

St.  Elizabeth  Hospital 

739.73 

10 

36 

3.6 

20.55 

73.97 

Paincourtville,  La. 

2,958.92 

40 

Dr.  Steven’s  Clinic-Hospital 

48.00 

2 

3 

1.5 

16.00 

24.00 

Lake  Charles,  La. 

192.00 

8 

Our  Lady  of  the  Lake  Sanitarium 

829.97 

10 

63 

6.3 

13.17 

82.99 

Baton  Rouge,  La. 

3,319.88 

40 

TOTALS  Quarterly: 

$ 8,189.72 

133 

617 

5.0 

$13.27 

$66.58 

Annual : 

32,758.88 

532 
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TABLE  9 

DEPARTMENT  OF  INSTITUTIONS 


DENTAL  PROGRAM 
QUARTER  ENDING  SEPT.  30. 

1953 

Operating 

Costs 

Personal  Services 
Fees  for  Professional  Services 
Contractual  Services 
Traveling  Expense 
Materials  & Supplies 

$ 2,685.00 
6,455.00 
100.59 
947.00 
918.02 

TOTAL  Quarter: 

$11,105.61 

x 4 

Annual : 

$44,422.44 

are  also  many  insurance  companies  in 
this  area  who  carry  health  and  accident 
benefits  at  a reasonable  rate  within  the 
reach  of  most  of  these  individuals. 

A survey  in  1950  of  the  hospital  facili- 
ties in  East  Baton  Rouge  Parish  revealed 
a slight  deficit  of  beds,  our  average  being 
3.76  beds  per  1000  population  whereas  4.1 
beds  per  1000  is  desirable,  U.  S.  Public 
Health  estimate.  This  does  not  include 
charity  bed  allotment.  This  deficit  has 
probably  been  increased  some  since  the 
population  has  increased  25,000  since  1950. 
However,  at  the  present  time  there  are 
525  beds  in  Baton  Rouge  and  a drive  is 
now  on  to  build  an  annex  to  the  Baton 
Rouge  General  Hospital  allowing  approxi- 
mately 100  beds  (new)  in  the  near  future. 
The  1950  survey  also  showed  that  the 
available  beds  were  never  100  per  cent 
filled.  There  are  also  125  beds  at  New 
Orleans  Charity  Hospital  allotted  to  East 
Baton  Rouge  Parish. 

A recent  report  by  the  Administrator 
of  the  Baton  Rouge  General  Hospital,  sub- 
mitted January  1954,  revealed  that  ap- 
proximately 7 per  cent  of  traumatic  cases 
treated  in  the  emergency  room  were  con- 
sidered charity  and  turned  over  to  the 
state  for  payment.  However,  upon  in- 
vestigating this  situation,  it  was  found 
that  many  of  these  cases  were  turned  over 
within  a few  days  after  treatment  with- 
out having  been  billed  or  contacted  for 
payment.  The  administrator  also  revealed 
in  his  report  that  approximately  60  per 
cent  of  all  admissions  in  Baton  Rouge  last 


year  had  some  type  of  hospitalization  and 
surgical  insurance. 

SUMMARY 

Criterion  of  indigency  at  Charity  Hos- 
pital of  Louisiana  appears  to  be  sound  as 
a family  with  ten  dependents  may  draw 
$310.00  monthly  and  meet  requirements. 

Louisiana  has  been  called  the  Welfare 
State  (“Share  the  Wealth  State”)  of  the 
Union  with  the  highest  welfare  roll  and 
old  age  pension  roll  in  the  nation. 

Louisiana  has  the  highest  number  of 
charity  beds  per  capita  of  any  state  in  the 
nation  with  eight  charity  hospitals  stra- 
tegically located  and  twelve  private  hos- 
pitals with  contract  charity  beds.  There 
are  approximately  three  free  beds  to  each 
pay  bed  in  Louisiana. 

There  is  a free  charity  ambulance  serv- 
ive  covering  Louisiana  with  a fleet  of 
ambulances  stationed  in  both  Baton  Rouge 
and  Lake  Charles,  La.,  the  only  major 
cities  without  Charity  Hospitals. 

There  is  evidence  of  gross  abuse  of  the 
free  facilities  of  the  state  by  people  not 
meeting  eligibility  requirements.  The  sur- 
very  showed  that  in  one  hospital  13  per 
cent  of  those  admitted  were  found  in- 
eligible by  their  own  statement  at  time 
of  admission  and  31.5  per  cent  of  those 
investigated  by  this  committee  were  found 
ineligible.  It  was  also  noted  that  35  per 
cent  of  those  admitted  from  this  Parish 
were  for  delivery  which  is  a relatively  in- 
expensive service. 

Baton  Rouge  was  found  to  have  the 
third  highest  income  per  family  in  the 
nation  with  an  average  of  over  $6,500.00 
per  family  unit  after  Federal  and  State 
taxes  were  paid. 

There  are  approximately  two  auto- 
mobiles per  family  in  Baton  Rouge. 

The  number  of  hospital  beds  in  Baton 
Rouge  and  surrounding  area  is  slightly 
below  the  desired  national  average  but 
with  a current  program  for  expansion 
under  way,  there  should  be  adequate  beds 
in  the  near  future. 

Charity  hospital  beds  allotted  to  this 
Parish  are  not  included  in  the  above  sur- 
vey. 


Report  of  Charity  Hospital  Committee 


69 


The  survey  also  reveals  that  less  than 
2 per  cent  of  the  population  of  East  Baton 
Rouge  Parish  is  registered  for  care  in 
the  year  studied. 

CONCLUSIONS 

A change  in  the  system  of  admissions 
to  our  charity  hospitals  to  eliminate  those 
ineligible  should  provide  adequate  charity 
facilities. 

The  per  capita  income  of  Baton  Rouge 
and  East  Baton  Rouge  Parish  is  such  that 
health  and  accident  insurance  is  within 
the  reach  of  all  citizens,  and  nearby  fa- 


cilities are  adequate  for  the  truly  indigent. 

The  state  is  at  present  over-burdened 
with  welfare  and  charity  systems.  There 
is  no  need  to  build  a Charity  Hospital  in 
Baton  Rouge. 
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THE  POLIO  SITUATION  AND 
VACCINATION  IN  LOUISIANA 
This  is  the  time  for  physicians  in  Louisi- 
ana to  undertake  the  vaccination  against 
polio.  The  experience  in  1954  in  the  mas- 
sive field  trials  of  polio  vaccine  of  the 
Salk  type  was  favorable,  and  it  was  shown 
to  give  approximately  75  per  cent  pro- 
tection. During  the  late  spring  and  early 
summer  of  1955,  interest  in  use  of  the 
vaccine  declined.  This  was  the  natural 
consequence  of  general  suspicion  aroused 


by  the  reporting  of  cases  of  polio  immedi- 
ately following  the  use  of  the  vaccine. 
This  was  traced  to  certain  batches  of  a 
particular  vaccine,  following  which  the 
use  of  all  vaccines  was  temporarily  sus- 
pended. In  succeeding  weeks  the  manu- 
facture and  testing  of  all  vaccines  was 
reviewed.  Retesting  was  accomplished, 
and  revised  standards  of  safety  were  es- 
tablished. Administration  of  the  vaccine, 
manufactured  in  accordance  with  these  re- 
vised standards  of  safety,  has  continued, 
and  no  suspicion  of  the  induction  of  polio 
has  been  raised.  Up  to  the  present,  ap- 
proximately ten  million  children  in  five 
countries  have  been  vaccinated  against 
poliomyelitis  with  no  ill  effects  apart  from 
the  comparatively  few  cases  mentioned 
above.  The  experience  in  these  five  coun- 
tries has  been  favorable.  Using  the  vac- 
cine manufactured  under  the  revised  stan- 
dards of  safety,  typical  experience  in  the 
United  States  may  be  briefly  stated  as 
follows:  In  New  York  State,  out  of 

450.000  children  from  6 to  10  years  of 
age  who  were  vaccinated,  153  contracted 
polio.  Of  these  18  suffered  from  the  para- 
lytic form  of  the  disease.  These  figures 
may  be  compared  with  a “control”  group 
of  280,000  children  of  the  same  age  group 
among  whom  there  were  178  cases,  59 
being  paralytic.  The  rates  of  incidence  of 
the  paralytic  form  obtained  by  this  study 
were  4 per  100,000  for  vaccinated  groups, 
and  21  per  100,000  for  unvaccinated.  In 
Minnesota,  in  a similar  report,  the  rate 
for  the  paralytic  form  of  polio  was  2.7  per 

100.000  for  vaccinated  children  against 
30.1  for  unvaccinated. 

The  experience  in  our  own  state  is  con- 
tained in  an  article  in  this  issue  by  Dr. 
J.  D.  Martin,  Epidemiologist  of  the  State 
Board  of  Health.  It  is  stated  there  that 
between  April  18  and  December  15,  1955, 
there  were  164,910  children  in  the  first 
and  second  grades  at  school  in  Louisiana. 
Of  these,  81,695  received  two  injections 
of  the  polio  vaccine.  Eighty-three  thou- 
sand two  hundred  and  fifteen  elected  not 
to  be  vaccinated.  A study  of  occurrence 
of  poliomyelitis  in  the  two  groups  shows 
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that  more  than  seven  times  as  much  para- 
lytic polio  and  more  than  five  times  as 
much  of  all  the  forms  of  polio  occurred 
in  the  nonvaccinated  group  as  in  the  vac- 
cinated. The  obvious  deduction  is  that 
polio  vaccination  is  effective  in  lowering 
the  occurrence  of  paralytic  poliomyelitis 
and  in  decreasing  the  occurrence  of  all 
forms  of  polio. 

Dr.  Salk  who  developed  the  vaccine  ad- 
vises three  injections,  the  third  being  as  a 
booster  seven  months  after  the  second. 
About  sixty  days  is  required  to  develop 
optimum  protection. 

The  polio  season  in  Louisiana  begins  in 
April.  If  injections  were  given  during  the 
current  month  and  again  in  sixty  days, 
optimum  protection  would  be  afforded  by 
the  middle  of  the  spring  when  the  season 
starts. 

The  State  Poliomyelitis  Advisory  Com- 
mittee, composed  of  representatives  of 
the  Louisiana  State  Medical  Society  and 
the  State  Department  of  Health,  met  with 
the  State  Health  Officer  on  January  4, 


1956,  and  reviewed  the  facts  of  the  situa- 
tion as  given  above.  This  Committee  sug- 
gests that  physicians  immunize  all  preg- 
nant women  and  all  persons  20  years  of 
age  and  under  as  quickly  as  they  can. 

The  vaccine  is  readily  available  and  may 
be  obtained  as  usual  through  regular  com- 
mercial channels  or  from  Parish  health 
units  in  accordance  with  existing  regula- 
tions. The  distribution  of  the  vaccine  in 
this  state,  in  accordance  with  the  wishes 
of  the  State  Health  Officer,  Dr.  S.  J. 
Phillips,  in  keeping  with  the  express  pref- 
erences of  the  Louisiana  State  Medical 
Society,  has  depended  chiefly  upon  ad- 
ministrations by  the  private  physician. 
Administration  by  Parish  Health  units  has 
been  under  conditions  similar  to  that  un- 
der which  other  inoculations  have  been 
routinely  administered. 

The  distribution,  administration,  and 
the  results  in  Louisiana  of  polio  vaccina- 
tion have  been  most  fortunate.  It  is  in 
the  interests  of  the  profession  and  of  the 
public  that  the  private  physician  continue 
to  keep  it  this  way. 
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ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


INFORMATION  OF  THE  JOINT  COMMISSION 
ON  ACCREDITATION  OF  HOSPITALS 
M edical  Records 

Medical  records  are  an  important  tool  in  the 
practice  of  medicine.  They  serve  as  a basis  for 
planning  patient  care,  they  provide  a means  of 
communication  between  the  physician  and  other 
professional  groups  contributing  to  the  patient’s 
care,  they  furnish  documentary  evidence  of  the 
course  of  the  patient’s  illness  and  treatment,  and 
they  serve  as  a basis  for  review,  study,  and  evalu- 
ation of  the  medical  care  rendered  to  the  patient. 
For  these  reasons  the  Joint  Commission  on  Ac- 
creditation of  Hospitals  considers  the  quality  of 
medical  records  an  important  indication  of  the 
quality  of  patient  care  given  in  a hospital. 

Since  medical  records  reflect  patient  care,  the 
Commission  evaluates  a medical  record  on  the 
basis  of  whether  or  not  it  contains  sufficient  re- 


corded information  to  justify  the  diagnosis  and 
warrant  the  treatment  and  end  results.  In  agree- 
ment with  this  principle,  the  Commission  has 
established  certain  standards  of  record  keeping 
which  it  thinks  are  essential  for  good  patient 
care. 

I.  CONTENT — Medical  records  should  contain 
the  following  information: 

1.  Identification  data 

2.  Provisional  diagnosis 

There  should  be  a provisional  or  admitting 
diagnosis  made  on  every  patient  at  the  time  of 
admission.  If  a patient  requires  hospitalization, 
the  hospital  staff  deserves  this  information  to 
proceed  intelligently. 

3.  Chief  Complaint 

4.  Present  Illness 

5.  History  and  Physical  Examination 
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Only  physicians  and  house  staff  are  competent 
to  write  or  dictate  medical  histories  and  physical 
examinations.  All  pertinent  positive  and  negative 
findings  should  be  recorded.  Nurses,  medical 
record  librarians,  or  secretaries  should  not  be 
permitted  to  take  medical  histories. 

6.  Consultations 

Consultations  imply  an  examination  of  the  pa- 
tient and  the  patient’s  record.  The  consultation 
note  should  be  recorded  and  either  signed  or  au- 
thenticated by  the  consultant. 

7.  Clinical  Laboratory  Reports 

The  original  signed  laboratory  report  should 
be  entered  in  the  patient’s  record.  Duplicates  are 
filed  in  the  laboratory. 

Reports  from  laboratories  outside  the  hospital 
are  acceptable  in  lieu  of  tests  performed  in  the 
hospital  if  the  following  safeguards  are  main- 
tained : 

a.  Work  is  done  in  a laboratory  approved  by 
the  city  or  state.  Laboratory  work  performed  in 
a physician’s  office  by  a technician,  nurse,  or  of- 
fice assistant  is  not  acceptable.  Since  the  hospi- 
tal is  held  responsible  for  the  quality  of  labora- 
tory work  reported  in  the  medical  record,  it  must 
limit  outside  laboratory  work  to  approved  labora- 
tories. 

b.  The  test  is  recent  enough  to  be  pertinent 
to  the  individual  case.  For  example,  a serological 
test  for  syphilis  or  an  Rh  determination  done  any 
time  during  the  prenatal  period  would  be  accept- 
able. A urinalysis  done  prior  to  48  hours  of  ad- 
mission would  not. 

c.  The  original  laboratory  report  is  made  part 
of  the  medical  record. 

8.  X-ray  Reports 

The  original  signed  radiological  report  should 
be  entered  in  the  patient’s  record.  Duplicates  are 
filed  in  the  department. 

9.  Tissue  Report 

Since  all  tissues  removed  in  surgery  are  sent 
to  the  laboratory,  at  least  an  acknowledgment 
that  the  tissue  has  been  received  and  a gross 
description  should  be  made  part  of  the  record.  If 
a microscopic  examination  is  done,  a description 
of  the  findings  should  be  made  a part  of  the 
record.  Whether  or  not  a microscopic  examina- 
tion is  done  should  be  determined  by  the  medical 
staff  and  the  pathologist  according  to  the  rules 
and  regulations  of  the  hospital. 

10.  Treatment — Medical  and  Surgical 

All  treatment  procedures  should  be  documented 
in  the  medical  record.  Except  in  cases  of  grave 
emergency,  the  patient  should  receive  a complete 
diagnostic  work-up  before  surgery.  Operative 
notes  should  be  dictated  immediately  after  sur- 
gery and  should  contain  both  a description  of  the 
findings  and  a detailed  account  of  the  technique 
used  and  tissues  removed. 

11.  Progress  Notes 

Progress  notes  are  important  in  that  they  give 


a chronological  picture  and  analysis  of  the  clini- 
cal course  of  the  patient.  The  frequency  with 
which  they  are  made  is  determined  by  the  condi- 
tion of  the  patient. 

12.  Final  Diagnosis 

A definitive  final  diagnosis  based  on  the  terms 
specified  in  the  Standard  Nomenclature  of  Dis- 
eases and  Operations  should  be  written. 

13.  Summary 

A summary  of  the  patient’s  condition  on  dis- 
charge and  course  in  the  hospital  is  valuable  as 
a recapitulation  of  the  patient’s  hospitalization. 

14.  Autopsy  Findings 

When  an  autopsy  is  performed  a complete 
protocol  of  the  findings  should  be  made  a part 
of  the  record. 

II.  SIGNATURES 

1.  In  hospitals  without  house  officers  the  at- 
tending physician  should  separately  sign  the  his- 
tory, physical  examination,  operative  report,  pro- 
gress notes,  drug  and  other  orders,  and  the  sum- 
mary. Standing  orders  should  be  reproduced  on 
the  record  and  signed  by  the  physician. 

2.  In  hospitals  with  house  officers,  the  attend- 
ing physician  should  countersign  at  least  the  his- 
tory, physical  examination  and  summary  written 
by  the  house  officer.  Aside  from  the  fact  that 
this  is  a legal  requirement  in  many  states,  it  is 
a protection  to  the  individual  physician.  It  is 
not  considered  necessary  to  countersign  progress 
notes  or  drug  and  treatment  orders  written  by 
house  officers.  In  all  instances  a physician 
should  sign  the  clinical  entries  which  he  himself 
makes. 

3.  A single  signature  of  the  physician  on  the 
face  sheet  of  the  medical  record  does  not  suffice 
to  authenticate  the  entire  content  of  the  record. 

4.  The  use  of  rubber  stamp  signatures  is  ac- 
ceptable under  the  following  strict  conditions: 
able  under  the  following  strict  conditions: 

a.  The  physician  whose  signature  the  rubber 
stamp  represents  is  the  only  one  who  has  pos- 
session of  the  stamp  and  is  the  only  one  who 
uses  it. 

b.  The  physician  places  in  the  administrative 
offices  of  the  hospital  a signed  statement  to  the 
effect  that  he  is  the  only  one  who  has  the  stamp 
and  is  the  only  one  who  will  use  it. 

5.  Initials  in  place  of  a full  signature  are  ac- 
ceptable provided  that  the  initials  can  be  recog- 
nized as  having  been  placed  there  by  a particular 
physician  who  can  be  identified  by  those  initials. 

III.  OBSTETRICAL  RECORDS 

There  should  be  a prenatal  history  and  physi- 
cal examination  on  every  obstetrical  patient.  If 
the  hospital  and  medical  staff  permit  and  records 
are  of  good  quality  on  forms  approved  by  the 
hospital,  a copy  of  the  prenatal  record  kept  by 
the  physician  in  his  office  may  be  substituted 
for  a history  and  physical  examination  done  in 
the  hospital. 
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IV.  READMISSIONS 

If  a patient  is  re-admitted  within  a month’s 
time  for  the  same  condition,  the  previous  history 
and  physical  examination  with  an  interval  note 
will  suffice. 

V.  NURSES’  NOTES 

The  Commission  has  no  requirements  concern- 
ing nurses’  notes.  It  is  the  responsibility  of  the 
local  medical  and  nursing  staffs  to  develop  poli- 
cies concerning  the  type  and  extent  of  nurses’ 
notes  to  be  kept. 

VI.  FORMS 

1.  The  Joint  Commission  on  Accreditation  of 
Hospitals  recommends  no  specific  medical  record 
forms.  Records  are  evaluated  on  the  basis  of  con- 
tent and  whatever  forms  the  hospital  finds  most 
useful  are  acceptable.  It  is  common  experience 
that  check-off  lists  do  not  adequately  provide  suf- 
ficient information  to  substantiate  the  diagnosis 
and  treatment. 

2.  Short  Forms 

A short  form  medical  record  is  acceptable  in 
certain  treatment  and  diagnostic  cases  of  a minor 
nature  which  require  less  than  48  hours  hospi- 
talization. Short  forms  may  be  appropriate  for 
such  conditions  as  tonsillectomies,  cystoscopies, 
lacerations,  plaster  casts,  removal  of  superficial 
growths,  and  accident  cases  held  for  observation. 
The  short  form  should  at  least  include  identifica- 
tion data,  a description  of  the  patient’s  condition, 
pertinent  physical  findings,  an  account  of  the 
treatment  given  and  any  other  data  necessary  to 
justify  the  diagnosis  and  treatment.  The  record 
should  be  signed  by  the  physician. 


VII.  FILING  AND  MAINTENANCE  OF 
MEDICAL  RECORDS 

1.  Current  records  should  be  completed  inso- 
far as  possible  within  24-48  hours. 

2.  After  discharge,  records  should  be  com- 
pleted insofar  as  possible  within  10-15  days. 

3.  A system  of  identification  and  filing  to  in- 
sure the  rapid  location  of  a patient’s  medical 
record  should  be  maintained.  The  unit  number 
system  is  suggested;  however,  a serial  number 
system  or  modification  of  this  is  acceptable. 

4.  Records  should  be  indexed  according  to  dis- 
ease, operation,  and  physician. 

5.  If  medical  records  are  coded,  it  is  suggested 
that  the  Standard  Nomenclature  be  used. 

VIII.  PRESERVATION  OF  MEDICAL 
RECORDS 

The  Joint  Commission  on  Accreditation  of 
Hospitals  has  no  standards  governing  the  preser- 
vation of  medical  records.  The  length  of  time  a 
medical  record  is  preserved  is  a matter  which 
should  be  determined  by  the  local  hospital  and 
local  laws. 

Methods  of  preservation  by  microfilming  or 
other  means  of  storage  is  a decision  for  the  in- 
dividual hospital  to  make. 

IX.  OWNERSHIP 

The  medical  record  is  the  property  of  the  hos- 
pital and  is  maintained  for  the  benefit  of  the 
patient,  the  physician  and  the  hospital.  It  is  the 
responsibility  of  the  hospital  to  safeguard  the 
information  on  the  record  against  loss,  tamper- 
ing, or  use  by  unauthorized  persons. 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

Calcasieu 

East  Baton  Rouge 

Morehouse 

Natchitoches 

Orleans 

Ouachita 

Rapides 

Sabine 

Tangipahoa 

Second  District 

Shreveport 

Vernon 


Date 

Fourth  Tuesday  every  other  month 
Second  Tuesday  of  every  month 
Third  Thursday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Thursday  of  every  month 
First  Monday  of  every  month 
First  Wednesday  of  every  month 
Second  and  fourth  Thursdays 
of  every  month 

Third  Thursday  of  every  month 
First  Tuesday  of  every  month 
First  Thursday  of  every  month 


Place 

Lake  Charles 
Baton  Rouge 
Bastrop 

New  Orleans 

Monroe 

Alexandria 


Independence 

Shreveport 


SPECIAL  REQUEST 

Since  supply  of  the  February,  1955  issue  of 
the  Journal  is  exhausted  it  will  be  greatly  appre- 
ciated if  available  copies  are  sent  to  the  Journal 
office,  1430  Tulane  Avenue,  New  Orleans. 


THE  NEW  ORLEANS  GRADUATE  MEDICAL 
ASSEMBLY 

Dr.  G.  Foard  McGinnes  of  Washington,  D.  C., 
will  speak  on  “The  Present  Status  of  Poliomyeli- 
tis Vaccine”  on  Tuesday,  February  28,  8:30  p.m., 
Municipal  Auditorium. 
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Dr.  McGinnes  has  been  serving  as  a medical 
consultant  to  the  National  Foundation  for  In- 
fantile Paralysis  since  1953  and  as  director  of 
the  National  Foundation’s  vaccine  program. 
Prior  to  joining  the  medical  staff  of  the  Nation- 
al Foundation,  Dr.  McGinnes  was  associated 
with  the  American  Red  Cross  since  1943  and 
served  as  Red  Cross  vice  president  for  health 
services  from  1947  until  he  assumed  his  pres- 
ent position.  Before  his  affiliation  with  the  Red 
Cross,  Dr.  McGinnes  had  had  nearly  twenty 
years  of  administrative  and  teaching  experience 
in  public  health  and  preventive  medicine. 

The  sum  of  experience  with  the  Salk  vaccine 
proves  it  to  be  a safe  and  effective  means  of 
preventing  paralytic  poliomyelitis.  This  discus- 
sion will  take  up  the  development  of  the  vaccine, 
including  its  manufacture  and  safety-testing; 
the  evidence  supplied  by  1955  experience  for 
its  high  degree  of  effectiveness;  current  recom- 
mendations for  its  administration,  and  an  esti- 
mate of  its  availability  before  the  1956  polio 
season. 

A question  and  answer  period  will  follow. 


AMERICAN  ACADEMY  OF  OBSTETRICS  AND 
GYNECOLOGY 

The  fourth  annual  interim  meeting  of  District 
VII  of  The  American  Academy  of  Obstetrics 
and  Gynecology  will  be  held  at  the  Peabody 
Hotel,  Memphis,  Tennessee,  March  9-10,  1956. 


A two  day  program  has  been  planned,  con- 
sisting of  11  scientific  papers  by  Fellows,  6 un- 
usual case  reports,  9 short  papers  by  Residents 
and  16  Luncheon  Round  Tables. 

The  Academy  banquet  with  entertainment  to 
follow  will  be  held  on  Friday  evening,  March 
9th. 

Wives  are  invited. 

Doctor  William  T.  Black,  Jr.,  is  Chairman  of 
the  local  Arrangements  Committee. 


LOCAL  DOCTORS  INDUCTED  INTO 
FELLOWSHIP  IN  THE  AMERICAN  ACADEMY 
OF  OBSTETRICS  AND  GYNECOLOGY 

The  American  Academy  of  Obstetrics  and 
Gynecology  has  announced  that  the  following 
doctors  were  inducted  into  Fellowship  in  The 
Academy  at  the  Annual  Business  Meeting  dur- 
ing the  Fourth  Annual  Clinical  Meeting  of  the 
organization  at  The  Conrad  Hilton,  Chicago, 
December  12-14,  1955:  Herman  R.  Cohen,  M.  D., 
Earl  Conway  Smith,  M.  D.,  and  Aynaud  M.  He- 
bert, M.  D.,  all  of  New  Orleans. 

The  American  Academy  of  Obstetrics  and 
Gynecology  was  organized  in  1951  to  foster  and 
stimulate  interest  in  obstetrics  and  gynecology 
and  all  aspects  of  the  work  for  the  welfare  of 
women  which  properly  come  within  the  scope  of 
obstetrics  and  gynecology.  It  is  an  organization 
of  physicians  whose  practices  are  limited  to  the 
medical  specialty  of  obstetrics  and  gynecology. 
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Modem  Diagnosis  and  Treatment  of  the  Minor 
Venereal  Diseases;  by  Orlando  Canizares,  M.  D., 
Springfield,  Illinois,  Charles  C Thomas,  1954. 
Pp  131,  Price  $3.75. 

This  is  an  excellent  little  monograph.  It  is  not 
an  authoritative  source  but  it  gives  all  of  the 
necessary  practical  information  required  to  diag- 
nose and  treat  lymphopathia  venereum,  granulo- 
ma inguinale,  and  chancroid.  Since  these  diseases 
are  lightly  treated  in  standard  texts  this  mono- 
graph is  an  important  contribution. 

Fred  M.  Hunter,  M.  D. 

Standard  Values  in  Nutrition  and  Metabolism;  bv 
E.  C.  Albritton,  (Editor),  Philadelphia,  W.  B. 
Saunders,  1954,  Pp.  380,  Price  $6.50. 

As  noted  in  the  foreword,  this  volume  is  the 
second  in  a series  of  Handbooks  of  Biological 
Data.  For  the  monumental  task  of  compiling  and 
arranging  the  data  the  editorial  committee  de- 
serve a vote  of  thanks  fi-om  their  colleagues. 

On  the  assumption  that  the  information  given 
in  the  tables  with  which  the  reviewer  is  not  fa- 
miliar is  as  accurate  as  that  with  which  he  has 
some  acquaintance  the  values  presented  have  been 


carefully  selected  and  usefully  tabulated. 

The  value  of  the  book  to  the  clinician  would 
appear  to  be  questionable  since  relatively  little, 
except  perhaps  in  the  section  on  Nutrition  of 
Foodstuffs,  is  concerned  with  man.  Most  of  this 
same  data  is  also  readily  available  elsewhere.  For 
those  who  are  involved  in  the  basic  sciences,  how- 
ever, the  book  may  prove  to  be  of  considerable 
use  in  saving  the  time  involved  searching  the 
original  literature  for  standard  values  of  an 
obscure  nature. 

Alan  G.  C.  White,  M.  D. 


PUBLICATIONS  RECEIVED 

The  C.  V.  Mosby  Co.,  St.  Louis:  The  Inter- 
pretation of  the  Unipolar  Electrocardiogram,  by 
Gordon  B.  Myers,  M.  D. 

Simon  and  Schuster,  N.  Y. : The  Complete 
Medical  Guide,  by  Benjamin  F.  Miller,  M.  D. 

Charles  C Thomas,  Publisher,  Springfield,  111.: 
Physiology  and  Pathology  of  Infant  Nutrition,  by 
L.  F.  Meyer,  M.  D.,  and  Erich  Nassau,  M.  D. ; 
Postural  Back  Pain,  by  Milton  C.  Cobey,  M.  D.; 
Causal  Factors  in  Cancer  of  the  Lung,  by  Carl 
V.  Weller,  M.  D. 
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SMOOTHAGE  ACTION  IN  CONSTIPATION 


Roentgenographic  pattern  of  colon 

(1)  Ascending  colon  filled. 

(2)  Unsegmented  mass  propelled  through 
transverse  colon. 

(3)  Propulsive  force  follows  mass  through 
descending  colon. 

(4)  Pelvic  colon  reservoir  filled. 


mass  propulsion z1 


Reestablishing  Bowel  Reflexes  with  Metamucil’’ 

Nervous  fatigue , tension , injudicious  diet , failure  to  establish  regularity,  too  little 
exercise,  excessive  use  of  cathartics — all  factors  which  contribute  to  constipation.1 


Sufficient  bulk  and  sufficient  fluid  form  the  basic 
rationale  of  treatment  of  constipation.  Metamucil 
(the  mucilloid  of  Plantago  ovata)  produces  a bland, 
smooth  bulk  when  mixed  with  the  intestinal  con- 
tents. This  bulk,  through  its  mass  alone,  stimulates 
the  peristaltic  reflex  and  thus  initiates  the  desire  to 
evacuate,  even  in  patients  in  whom  postoperative 
hesitancy  exists. 

Correction  of  constipation  logically,  therefore, 
lies  in  the  suitable  adjustment  of  such  factors  as 
nervous  fatigue  and  tension,  improper  intake  of 
fluid,  improper  dietary  habits,  failure  to  respond  to 
the  call  to  stool,  lack  of  physical  exercise  and  abuse 
of  the  intestinal  tract  through  excessive  use  of 
laxatives.2 

The  characteristics  of  Metamucil  permit  the  cor- 
rection of  most  of  these  factors:  it  provides  bulk; 
it  demands  adequate  intake  of  fluids  (one  glass  with 
Metamucil  powder,  one  glass  after  each  dose);  it 
increases  the  physiologic  demand  to  evacuate;  and 


it  does  not  establish  a laxative  “habit.”  Metamucil, 
in  addition,  is  inert,  and  also  nonirritating  and  non- 
allergenic. 

The  average  adult  dose  is  one  rounded  teaspoon- 
ful of  Metamucil  powder  in  a glass  of  cool  water, 
milk  or  fruit  juice,  followed  by  an  additional  glass 
of  fluid  if  indicated. 

Metamucil  is  the  highly  refined  mucilloid  of 
Plantago  ovata  (50%),  a seed  of  the  psyllium 
group,  combined  with  dextrose  (50%)  as  a dis- 
persing agent.  It  is  supplied  in  containers  of  one 
pound  — also  four  ounces  and  eight  ounces.  G.  D. 
Searle  & Co.,  Research  in  the  Service  of  Medicine. 


1 . Best,  C.  H..  and  Taylor.  N B : The  Physiological  Basis  of 
Medical  Practice:  A Text  in  Applied  Physiology, ed.  5.  Balti- 
more, The  Williams  & Wilkins  Company.  1 950,  pp.  579-583. 

2.  Bargen.  I A : A Method  of  Improving  Function  of  the 
Bowel.  Gastroenterology  /.?:275  (Oct  ) 1949 
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EXISTING  LIGHTING. 


Hydrochloride 


Tetracycline  HC1  Lederle 


idely  prescribed  because  of  these  important  advantages: 

) rapid  diffusion  and  penetration 
) prompt  control  of  infection 
) negligible  side  effects 

) true  broad-spectrum  activity  (proved  effective 
against  a wide  variety  of  infections  caused  by 
Gram-positive  and  Gram-negative  bacteria,  rick- 
ettsiae,  and  certain  viruses  and  protozoa) 

) every  gram  produced  in  Lederle’s  own  labora- 
tories under  rigid  quality  control,  and  offered 
only  under  the  Lederle  label 
) a complete  line  of  dosage  forms 

EDERLE  LABORATORIES  DIVISION  American  GjcwamiJ  company  PEARL  RIVER,  NEW  YORK 

EG.  U.  S.  PAT.  OFF. 
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What  makes  Wceroy 
different  from 
other  filter  cigarettes  ? 


ONLY  VICEROY  GIVES  YOU  THAT 
FRESH,  CLEAN,  REAL  TOBACCO 
TASTE  BECAUSE  VICEROY  HAS 


AS  THE  OTHER  TWO  LARGEST 
SELLING  FILTER  BRANDS! 


The  VICEROY  filter  tip  contains  20,000 
tiny  filters  made  exclusively  from  pure 
cellulose  . . . soft,  snow-white,  natural. 
This  is  twice  as  many  filters  as  the  other 
two  largest-selling  filter  brands. 


That  is  why  VICEROY  gives  you  such 
a fresh,  clean  taste — that  real  tobacco 
taste  you  miss  in  other  filter  brands.  No 
wonder  so  many  doctors  now  smoke  and 
recommend  King-Size  VICEROYS. 


JfUs  you  CSh~k// 

-fhe.  c/tfference.  klmc/’tolcted ( % 


King-Size 
Filter  Tip 


Viceroy 


Viceroy 

filter  ^Jip 

CIGARETTES 

KING-SIZE 
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New  Study  Shows  Gelatine 
Restores  Brittle  Fingernails  to  Normal 


Directions  for  making  the  Knox  Gelatine  drink  in  every  packagt 


Brittle,  fragile  or  laminating  fingernails  are  the 
bane  of  many  a woman’s  existence.  Yet  this 
highly  prevalent  and  distressing  condition  often 
has  gone  uncontrolled  for  lack  of  effective  ther- 
apy. Now,  you  can  promise  these  patients  sub- 
stantial relief  in  a large  percentage  of  cases. 

In  a recent  study1  that  confirmed  previous 
work2  Knox  Gelatine  was  used  to  treat  36 
women  with  fragile,  brittle,  laminating  finger- 
nails. The  response  was  most  gratifying.  Except 
for  three  patients  who  discontinued  the  therapy, 
three  diabetics,  and  two  women  who  had  con- 
genital deformities,  the  splitting  ceased  and  all 
other  patients  were  able  to  manicure  their  nails 
to  a full  point  by  the  time  the  study  ended. 

Optimal  dosage  proved  to  be  one  envelope  (7 
grams)  of  Knox  Gelatine  administered  daily  for 


three  months.  Improvement,  however,  was  noted 
after  the  first  month.  If  you  would  like  more 
complete  details  of  this  work,  just  use  the  coupon. 

1.  Rosenberg,  S.  and  Oster,  K.  A.,  “Gelatine  in  the  Treatment  of 
Brittle  Nails,”  Conn.  State  Med.  J.  19171-179,  March  l9Jo. 

2.  Tyson,  T.  L.,  J.  Invest.  Dermal.  14-:323,  May  1950. 

J -r 

i 

Chas.  B.  Knox  Gelatine  Company,  Inc. 

Professional  Service  Dept.  SJ-14 
Johnstown,  N.  \ . 

Please  send  me  a reprint  of  the  article  by  Rosenberg 
J and  Oster  with  illustrated  color  brochure . 

YOUR  NAME  AND  ADDRESS 

1 

I 

I 

I 


22 


ADVERTISEMENT  DEPARTMENT 


ffiac/e  ftom  'l&tade  tylilka 


filade  fiiQm  Cj'tade  A 


BAKtR'S  - BAKiRS 


Both  forms  of  Baker’s  Modified  Milk 
— Powder  and  Liquid  — contain  all 
requirements  for  complete  infant 
nutrition  and  may  be  fed  inter- 
changeably. 

The  Powder  form  is  particularly 
adaptable  for  feeding  prematures, 
and  for  use  as  complemental  or  sup- 
plemental feedings. 

For  routine  infant  feeding,  the  Liquid 


is  generally  preferred  because  of  its 
greater  ease  of  preparation. 

Both  forms  of  Baker’s  Modified  Milk 
are  supplied  gratis  to  all  hospitals  for 
your  use. 

Normal  Dilutions 

20  calories  per  ounce 

Liquid  form  — 1 fl.  oz.  milk  to  1 f).  oz.  water 
Powder  form  — 1 Tbsp.  powder  to  2 fl.  oz.  of  water. 
*U.S.  Public  Health  Service  Milk  Code 


THE  BAKER  LABORATORIES,  INC. 

MilA  Pnaducfa  Zxcludiiielif.  Jhe  Medical  P'lofeAAioM 

Main  Office:  Cleveland  3,  Ohio  • Plant:  East  Troy,  Wisconsin 
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Hydro  spray 


NASAL- 

SUSPENSION 


(HYDROCORTONE®  WITH  PROPADRINE®  AND  NEOMYCIN  I 

Anti-inflammatory — 
Decongestant — Antibacterial 


MAJOR  ADVANTAGES:  New  synergistic  anti-inflammatory,  decongestant 
and  antibacterial  formula.  High  steroid  content  assures  effective  response. 


Topically  applied  hydrocortisone1  in  therapeutic 
concentrations  has  been  shown  to  afford  a sig- 
nificant degree  of  subjective  and  objective  im- 
provement in  a high  percentage  of  patients 
suffering  from  various  types  of  rhinitis.  Hydro- 
spray provides  Hydrocortone  in  a concentra- 
tion of  0.1  % plus  a safe  but  potent  decongestant, 
Propadrine,  and  a wide-spectrum  antibiotic. 
Neomycin,  with  low  sensitization  potential.  This 
combination  provides  a three-fold  attack  on  the 
physiologic  and  pathologic  manifestations  of 
nasal  allergies  which  results  in  a degree  of  relief 
that  is  often  greater  and  achieved  faster  than 
when  any  one  of  these  agents  is  employed  alone. 
INDICATIONS:  Acute  and  chronic  rhinitis,  vaso- 
motor rhinitis,  perennial  rhinitis  and  polyposis. 


SUPPLIED:  In  squeezable  plastic  spray  bottles 
containing  15  cc.  Hydrospray,  each  cc.  sup- 
plying 1 mg.  of  Hydrocortone,  15  mg.  of 
Propadrine  Hydrochloride  and  5 mg.  of  Neo- 
mycin Sulfate  (equivalent  to  8.5  mg.  of  neo- 
mycin base). 


Philadelphia  1,  Pa. 
division  of  MERCK  & CO..  Inc 


REFERENCE:  1.  Silcox.  L.  E..  A.M.A.  Arch.  Otolarvne.  60:431.  Oct.  1934 
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THE  LEON  AH  D WRIGHT  SANATORIUM 

Tel.  Lakeside  4-4101  BYHALIA,  MISSISSIPPI  Reservations  Necessary 


• Located  24  miles  S.  E.  of  Memphis,  Tenn..  on  highway  78.  20  acres  of  beautifully  landscaped 

grounds  sufficiently  removed  to  provide  restful  surroundings  and  a capacity  limited  to  insure  individual 
treatment.  The  building  is  AIR  CONDITIONED. 

• Specializing  in  the  treatment  of  ALCOHOLIC  and  DREG  ADDICTION  and  MILD  NERVOUS  DIS- 
ORDERS. ACE  and  ACTH  therapy  if  indicated.  Antabuse  is  given  if  requested. 

• The  Sanatorium  is  a Member  ‘of  THE  AMERICAN  HOSPITAL  ASSOCIATION  and  of  THE  NA- 
TIONAL ASSOCIATION  of  PRIVATE  PSYCHIATRIC  HOSPITALS. 


“Premarin”  relieves 
menopausal  symptoms  with 
virtually  no  side  effects,  and 
imparts  a highly  gratifying 
“sense  of  well-being.” 

“Premarin"®— Conjugated  Estrogens  (equine) 
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POSTGRADUATE  COURSES-1 955-1 956 

INDUSTRIAL  MEDICINE 
Ap.il  12  and  13,  1956 

A continuation  course  designed  to  provide  information 
of  current  interest  and  practical  import  to  physicians 
engaged  in  industrial  medicine  programs,  part-time  or 
fu.l-time.  Subjects  for  discussions,  to  be  led  by  emi- 
' nently  qualified  individuals,  will  be  so  selected  as  to 
allow  for  thorough  coverage. 

POSTGRADUATE  MEDICAL  TRAINEE  PROGRAM 

This  program,  available  in  most  of  the  clinical  depart- 
ments, is  a means  of  offering  postgraduate  training 
adapted  to  the  interests  and  needs  of  individual  physi-  | 
cians.  Letters  of  application  describing  the  duration 
(one  week  to  one  year)  and  type  of  program  desired 
are  reviewed  with  the  department  concerned  and  ac- 
cepted whenever  possible. 

j _ | 

For  additional  information  write: 

Director  of  Graduate  Medicine 
Tulane  University  School  of  Medicine 
1430  Tulane  Avenue 
New  Orleans  12,  Louisiana 


Foot-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 


• Insole  extension  and 
of  heel  where  support  is 

• Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintain  the  appearance 
of  normal  shoes. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  orthopedic  advice. 

•NOW  AVAILABLE!  Mon''-  conductive  shiss.  N B F J 
spen'i  cat  ions.  Fir  sirg  ions  and  onritivj  ri)  n pjrsai  1 1 

• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio,  club 
feet  and  all  types  of  abnormal  feet  than  any  other 
manufacturer. 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 


in  its  completeness 


Digitalis 

( Davie*.  Ro»e  i 

0.1  Gram 

twn.  JV4  grain*) 

CAUTION:  Federal 
luw  prohibits  dispens- 
ing without  p mu-rip- 
Lion 


MtIB.  ROSE  t Cl.,  ltd. 
•WM.  Bass..  8 S » 


— 


Each,  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 

Physiologically  Standardized 
therefore  always 
dependable* 


Clinical  samples  sent  to 
physicians  upon  request. 


Davies,  Rose  & Co.,  Ltd. 
Boston,  18,  Mass. 


6/21/55 

DISCHARGE  SUMMARY 

On  5/23/55  this  patient  (colored  female,  age  24)  under- 

1 ' ' 

. 

went  an  excisional  biopsy  of  a breast  tumor.  On  5/24 

tumor  was  removed  and  patient  discharged  from  hospi- 

tal  on  following  day. 

On  6/3/55  patient  was  readmitted  because  of  purulent 

discharge  from  wound.  On  6/3  a hemolytic  Staph. 

aureus  (coag.  4-)  was  isolated  from  abscess  with  the 

following  disk  sensitivities:  penicillin.  1.  5 units; 

erythromycin.  10  meg;  tetracycline,  10  meg.  Patient 

-A 

was  placed  on  penicillin.  600.000  units  b.  i.  d.  for  10 

W 

— 

days.  On  this  schedule  patient  improved  but  progress 

' 

was  unsatisfactorv  and  wound  continued  to  discharge 

small  amount  ofq^urulent  material. 

, 

On  6713  penicillin  was  discontinued  and  erythromycin 

started  in  dosape  of  200  mgm.  q.  i.  d.  Bv  6/17  the  dis_ 

charge  had  stopped  and  wound  was  completely  healed 

by  6/19.  Ervthromvcin  was  continued  until  the  patient 

was  discharged  from  hospital  on  6/21.  Temp,  was 

normal  throuphout  hospital  stay. 

L 

. ..  _ . 

Final  diapnosis:  breast  abscess  due  to  Staph,  aureus. 

rf 

Result:  rapid  and  complete  recovery  on  erythromycin 

following  failure  of  penicillin. 

: - 

^gJPTrv 

If 

Communication  to  Abbott  Laboratories. 

b 

J|F  j- 

j^ig^  1 1 " \ 

• -^  ! • 

._  J ._ 




Now,  you  can  prescribe  an  antibiotic  ( Filmtab 
ERYTHROCIN)  that  provides  specific  therapy  against 
staph-,  strep-  or  pneumococci.  Since  these 
organisms  cause  most  bacterial  respiratory  infections 
(and  since  they  are  the  very  organisms  most  sensitive 
to  Erythrocin)  doesn’t  it  make  good  sense  to 
prescribe  Erythrocin  when  the  infection  is  coccic? 


STEARATE 


Since  Erythrocin  is  inactive  against  gram- 
negative organisms,  it  is  less  likely  to  alter  intestinal 
flora— with  an  accompanying  low  incidence  of  side 


effects.  Also,  your  patients  seldom  get  the  allergic 
reactions  sometimes  seen  with  penicillin.  Or 
loss  of  accessory  vitamins  during  Erythrocin 
therapy.  Filmtab  Erythrocin  (100 
and  250  mg.),  bottles  of  25  and  100.  (JjuvOtt 


f'totab’ 


STEARATE 


^Filmtab — Film  sealed  tablets;  patent  applied  for. 
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the  efficacy  and  safety  of 
Pentids  have  been  confirmed 
by  clinical  experience  in 
many  millions  of  patients 


Pentids 

Squibb  200,000  Units  Penicillin  G Potassium 


tablets  (buffered) 

bottles  of  12  and  1 00 

>ENTioa*®  ia  a aguiBB  trademark 


Squibb 


capsul  eS  (unbuffered) 

bottles  of  24  and  100 

for  infants  and  children 


NOW  IN  TWO  POTENCIES 

fpv  iMtnt  ftMcodZ,  tl&daatL 


Both  tablets  are  deep-scored  and  of  the 

SAME  DISTINCTIVE  “FINGER-GRIP”  SIZE  AND  SHAPE 
for  ease  of  handling  and  breaking  by  arthritic  fingers. 

anti-rheumatic/anti-allergic/anti-inflammatory 

supplied:  Pink,  1 mg.  oral  tablets,  bottles  of  lOO. 

White,  5 mg.  oral  tablets,  bottles  of  20  and  lOO. 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  New  York 

j 

*brand  of  prednisolone  | 
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OranO 


POLYMYXIN  B-BACITRACIN  OINTMENT 


& mum  'tlmfbtf 


For  topical  use:  in  Vi  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  '/•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


Penicillin  V,  Crystalline 
(Phenoxymethyl  Penicillin) 


‘Trademark 


the  totally  new  penicillin  for  decisive  oral  dependability 

• Formulated  specifically  for  oral  use 

• Acid-stable — virtually  unaffected  by  gastric  acid 

• Alkaline-soluble — optimally  absorbed  in  duodenum 

• Certain,  high  blood  levels 


Supplied:  Tablets,  125  mg.  (200,000  units),  bottles  of  36;  300  mg.  (500,000  units), 
bottles  of  12.  Also  available:  Tablets  Bicillin®»Vee,  100  mg.  (100,000  units)  of 
benzathine  penicillin  G and  62.5  mg.  (100,000  units)  of  penicillin  V,  bottles  of  36. 
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One-tube  economy 

plus 

two-tube  performance 


YOURS  with  the  200-ma 
MAXICON®  X-ray  Unit 

This  modestly  priced  single-tube  unit  brings  you  fully  profes- 
sional radiographic  and  fluoroscopic  facilities.  These  include  the 
generous  full-length  table  . . . broad-coverage  independent  tube 
stand  . . . powerful  200-ma  transformer  . . . high-power  rotating- 
anode  tube.  You  also  get: 

Full-wave  rectification  — Brings  you  full  200-ma  power  for  clear, 
sharp  radiographs.  Shorter  exposures  stop  motion  even  when  work- 
ing with  obese  patients. 

Quality  that  cuts  costs  — Professionally  scaled  components  mean 
economical,  dependable  service. 

Room  to  grow  — Later,  should  you  desire  to  expand  your  Maxicon 
installation,  you  can  add  a separate  under-table  tube. 

No  need  to  buy!  — If  you  prefer,  enjoy  all  these  advantages  on  the 
G-E  Maxiservice®  rental  plan  with  no  capital  investment.  Your  G-E 
x-ray  representative  will  give  you  full  details.  Contact  him  at  the 
address  below. 


“Progress  Is  Our  Most  Important  Product 

GENERAL  ill  ELECTRIC 


Direct  Factory  Branches: 

NEW  ORLEANS — 1001  Camp  Street 

SHREVEPORT  — Physicians  and  Surgeons  East  Building,  1513  Line  Avenue 
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New  Evidence 

again  demonstrates  the  antihypertensive  value  of 

Rauwiloid 


THE  ORIGINAL  ALSEROXYLON 


I 

RaUWlloK  I j In  Mild  Labile  Hypertension 

Up  to  80  % of  mild  hypertensives  respond1 . . . and  with  less  danger 
of  depression2  than  with  single  alkaloidal  preparations. 

Easy  to  prescribe ...  uncomplicated  dosage...  two  2 mg.  tablets 
at  bedtime. 

Rauwiloid 5 + Veriloid  / In  Moderate  to  Severe  Hypertension 

Single-tablet  medication  combines  3 mg.  Veriloid  (alkavervir),  a 
potent  hypotensive  agent  noteworthy  for  its  safety,3  with  1 mg. 
Rauwiloid.  High  efficacy  from  lower  Veriloid  dosage,  with  greatly 
reduced  side  actions  to  Veriloid.  Initial  dose,  one  tablet  t.i.d.,  p.c. 

Rauwiloid0  + Hexamethonium  / 

In  Severe,  Otherwise  Intractable  Hypertension 

Combines  ganglionic  blockade  action  of  hexamethonium  chloride 
dihydrate  (250  mg.  per  tablet)  with  Rauwiloid  (1  mg.)  in  a single 
tablet  for  easier,  safer,  ambulatory  management  of  severe  cases. 

Initial  dose,  34  tablet  q.i.d. 

1.  Moyer,  J.H.,  in  discussion  of  Galen,  W.P.,  and  Duke.  Alone  (Orally)  for  Therapy  of  Ambulatory  Patients 
J.F.:  Outpatient  Treatment  of  Hypertension  with  with  Hypertension,  A.M.A.  Arch.  Int.  Med.  96: 530 
Hexamethonium  and  Hydralazine,  South.  M.J.  47: 858  (Oct.)  1955. 

(Sept.)  1954.  3.  Wilkins,  R.W.;  Stanton,  J.R.,  and  Freis,  E.D.:  Es- 

2.  Moyer,  J .H.;  Dennis,  E.,  and  Ford,  R.:  Drug  Therapy  sential  Hypertension.  Therapeutic  Trial  of  Veriloid.  a 
(Rauwolfia)  of  Hypertension.  1 1 A Comparative  Study  New  Extract  of  Veratruin  viride,  Proc.  Soc.  Exper. 
of  Different  Extracts  of  Rauwolfia  When  Each  Is  Used  Biol.  & Med.  72:302  (Nov.)  1949. 


When  Angina  Complicates  Hypertension 


Pentoxylon® 

LOS  ANGELES 


Each  long-acting  tablet  contains  I mg.  Rauwiloid  and  10  mg. 
pentaerythritol  tetranitrate  (PETN).  Lessens  incidence  and  sever- 
ity of  attacks,  overcomes  tachycardia,  calms  fear  and  tension. 
Lowers  elevated,  but  not  normal  blood  pressure.  Dosage:  one 
to  two  tablets  q.i.d.,  before  meals  and  on  retiring. 
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Optimal 
Resistance 
to  Infection 


Sturdy  growth  of  the  infant  and  resistance  to  disease 
depend  largely  on  nutritional  status. 

Undernourished  or  premature  infants  can  be  advanced 
toward  optimal  resistance  by  properly  improved  nutri- 
tion. Lowered  resistance  of  a healthy-appearing  infant 
not  infrequently  is  due  to  subclinical  deficiencies;  such 
an  infant,  too,  needs  a complete  formula. 

The  completeness  of  Pelargon's  formula — mildly  acidi- 
fied with  lactic  acid— requires  no  supplementation  and 
assures  optimal  nutrition  for  normal  infants,  those  with 
digestive  difficulties,  and  premature  or  marasmic  infants. 


NESTLE-4  time-honored  name  in  the . 


field  of  infant  nutrition 


No  other  infant  formula  offers 
more  authoritative  formulation, 
better  digestibility  or  greater  pro- 
phylactic nutrition  than  Pelargon. 


THE  NESTLE  COMPANY,  INC. 

Professional  Products  Division 
White  Plains,  New  York 


Upjolm 


Ulcer  protection 
that 

lasts  all  night: 


Pamine-Phenobarbital 

BROMIDE 


Tablets 

Each  FULL-STRENGTH  tablet  contains: 

Phenobarbital  15.0  mg.  (Vt  gr.) 

Methscopolamine  bromide 2.5  mg. 

Dosage : 

One  tablet  one-half  hour  before  meals,  and  1 to  2 
tablets  at  bedtime. 

Each  HALF-STRENGTH  tablet  contains: 


Phenobarbital 8.0  mg.  (%  gr.) 

Methscopolamine  bromide 1.25  mg. 

Dosage: 


While  the  dosage  and  indications  are  the  same  as  for 
the  full-strength  tablets,  this  tablet  allows  greater 
flexibility  in  regulating  the  individual  dose,  and  may 
be  employed  in  less  severe  gastrointestinal  conditions. 

Supplied: 

Both  strengths  in  bottles  of  100  tablets. 

REGISTERED  TRADEMARK  FOR  THE  UPJOHN  BRAND  OF  METHSCOPOLAMINE 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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in  arthritis 
and 

allied  disorders  . . . 


nonhormonal  anti  - arthritic 


« 

© 

♦ 

o 


0 


liUTAZOLI  DIN 

(brand  of  phenylbutazone) 


relieves  pain  • improves  function  • resolves  inflammation 


Employing  the  serum  protein-polysaccharide  ratio  (PR)  as  an  objective 
criterion  of  rheumatoid  activity,  it  has  again  been  shown  that 
Butazolidin  "...produces  more  than  a simple  analgesic  effect  in 
rheumatoid  arthritis."' 

Clinically,  the  potency  of  Butazolidin  is  reflected  in  the  finding  that 
57.6  per  cent  of  patients  with  rheumatoid  arthritis  respond  to  the  extent 
of  "remission"  or  "major  improvement."2 

Long-term  study  has  now  shown  that  the  failure  rate  with  Butazolidin 
in  rheumatoid  arthritis,  and  particularly  in  rheumatoid  spondylitis,  is 
significantly  lower  than  with  hormonal  therapy.3 

(1)  Payne,  R.  W.;  Shetlar,  M.  R.;  Farr,  C.  H.;  Hellbaum,  A.  A.,  and  Ishmael,  W.  K.:  J.  Lab.  & 
Clin.  Med.  45:331,  1955.  (2)  Bunim,  J.  J.;  Williams,  R.  R.,  and  Black,  R.  L.:  J.  Chron.  Dis. 
1 : 168,  1955.  (3)  Holbrook,  W.  P.:  M.  Clin.  North  America  39:405,  1955. 

Butazolidin  - (brand  of  phenylbutazone).  Red  coated  tablets  of  100  mg. 

Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar  with  its  use  are  urged 
to  send  for  literature  before  instituting  therapy. 


GEIGV  PHARMACEUTICALS  Di  vision  of  Geigy  Chemical  Corporation 

220  Church  Street,  New  York  13,  N.  Y. 
s 1 1 5 5 In  Canada:  Geigy  Pharmaceuticals,  Montreal 
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There  was  an  old  woman  who  lived  in  a shoe 
She  had  so  many  children  but  she  knew  what  to  do 

She  bundled  them  up  and  whisked  them  away 
For  a DTP  injection  to  safeguard  their  day. 


• One  complete  immunization 

• 092  of  nonspecific  protein  removed 


AND  TETANUS  TOXOIDS  AND  PERTUSSIS  VACCINE 
COMBINED.  Alum  Precipitated  or  Plain. 

• Meets  most  rigid  specifications 

• Freedom  from  tissue  irritation 

• Maximum  antigenicity  with  mini* 
mum  of  untoward  reactions 
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Additional  products  in  The  National  Drug  Company’s  ^ 
most  complete  line  of  biologicals. 

W 


TETANUS  ANTITOXIN  T 

INFLUENZA  VIRUS  VACCINE,  jj 

POLYVALENT  £ 

SMALLPOX  VACCINE  ? 

GAS  GANGRENE  ANTITOXIN,  H 

TRIVALENT  q 

TETANUS-GAS  GANGRENE  ANTITOXIN,  > 
POLYVALENT  p 

ID 


Tetanus  Toxoid,  Alum  Precipitated  or  Plain.  Diph- 
theria Antitoxin.  Diphtheria  Toxin  for  Schick  Test. 
Diphtheria  Toxoid,  Alum  Precipitated  or  Plain.  Diph- 
theria and  Tetanus  Toxoids,  Alum  Precipitated.  Per- 
tussis Vaccine,  Alum  Precipitated  or  Plain.  Rabies 
Vaccine.  Rhus  Tox  Antigen.  Typhoid  Vaccine.  Ty- 
phoid-Paratyphoid Vaccine.  Catarrhalis  Combined  Vac- 
cine for  prophylaxis  and  treatment  of  the  bacterial 
complications  of  the  common  cold.  Staphylococcus- 
Toxoid-Vaccine  Vatox.  Strepto-Combined  Vaccine. 
Strepto-Staphylo  Vatox.  Yellow  Fever  Vaccine. 

Established  for  Highest  Quality 

Careful  selection  and  processing  of  all  ingredients 
under  supervision  of  leading  bacteriologists  guarantees 
uniformly  high  potency,  purity  and  efficacy  of  each 
product.  Minimum  of  untoward  reactions. 

Complete  directions,  including  dosage,  route  and  tech- 
nique of  administration,  precautions  and  contraindica- 
tions if  any,  are  given  in  the  individual  package  inserts 
which  accompany  each  product. 

A supply  of  records  of  immunizations  and  tests  are 
available  to  physicians  on  request. 
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'They  that  drinhe  wyne  customly 


with  measure , it  doth  profit 


them  much  and  maheth 


good  digestion... 


— BuLlein,  JT.:  Government  oj  Health , 1595, 


Through  the  centuries  wine  has  been  traditionally  re- 
garded as  a valuable  food  and  medicine;  acclaimed  not 
only  as  an  aliment  but  as  a pleasant  aperitif,  whose  taste 
and  bouquet  add  zest  to  a meal  and  favorably  influence 
both  appetite  and  digestion. 

In  recent  years,  however,  there  has  developed  within 
the  medical  profession  a demand  for  more  fact  and  less 
conjecture  regarding  the  virtues  and  values  of  wine  in 
clinical  practice. 

Accordingly  extensive  research  programs  have  been  in 
progress  for  some  15  years,  studying  the  chemistry  of 
wine,  its  physiological  action  in  the  body  and  hence  its 
true  clinical  rationale. 

In  consequence,  we  now  have  evidence  to  show  why  a 
glass  of  Port,  Sherry,  Burgundy,  Rhine  Wine — depending 
on  individual  taste — can  actually  stimulate  the  lagging 
appetite  and  digestion  of  your  geriatric,  post-surgical, 
sick  or  convalescent  patient. 

Similarly,  there  is  evidence  to  show  that  wine  can  pro- 
vide safe  as  well  as  effective  sedation  in  many  patients 
and  thus  has  proved  invaluable  for  the  treatment  of  the 
insomniac,  the  irritable,  the  restless  or  depressed  patient. 

Reports  on  these,  and  on  many  other  medical  attributes 
of  wine,  have  been  condensed  into  a small,  readable  bro- 
chure entitled — “Uses  of  Wine  in  Medical  Practice.”  A 
copy  is  available  to  you — at  no  expense — by  writing  to: 
Wine  Advisory  Board,  717  Market  Street,  San  Francisco 
3,  California. 
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A valuable  aid  in 
rehabilitating  the  arthritic  patient 


MAJOR  ADVANTAGES:  Greater  anti-rheumatic  activity  than  cortisone; 
smaller  doses  produce  clinical  improvement  faster  and  more  uniformly.' 


Hydrocortone  is  a practical  long-term  thera- 
peutic measure  in  the  majority  of  patients  suffer- 
ing from  rheumatoid  arthritis.  The  use  of  small 
doses  of  Hydrocortone  in  conjunction  with 
conservative  general  measures  will  permit  the 
safe  management  of  these  arthritics  for  pro- 
longed periods  of  time.  Such  a program  has  been 
shown  to  provide  moderate  to  great  relief  in  a 
very  high  percentage  of  patients.2  In  severely 
handicapped  people,  Hydrocortone  plus  physi- 
cal therapy  will  frequently  allow  the  rehabilita- 
tion of  arthritics  who  would  not  be  helped 
appreciably  by  either  measure  alone.3 
OTHER  INDICATIONS:  Still’s  Disease,  rheuma- 
toid spondylitis,  psoriatic  arthritis,  traumatic 


arthritis,  osteoarthritis,  and  bursitis. 

SUPPLIED:  ORAL — Hydrocortone  Tablets:  20 
mg.,  bottles  of  25,  100,  and  500  tablets;  10  mg., 
bottles  of  50,  100,  and  500  tablets;  5 mg.,  bottles 
of  50  tablets.  INTRASYNOVIAL  — Saline  Suspen- 
sion Hydrocortone-T.B.A.:  25  mg./cc.,  vials 
of  5 cc.  Saline  Suspension  Hydrocortone 
Acetate:  25  mg./cc.,  vials  of  5 cc. 


PHILADELPHIA  I.  PA. 
DIVISION  OF  MERCK  & CO..  INC 


REFERENCES:  1.  Boland,  E.  W.  and  Headley,  N.  E.,  J.A.M.A.  148:981,  March  22,  1952.  2.  Ward,  L.  E.,  Polley,  H.  F.,Slocumb. 
C.  H.  and  Hench,  P.  S.,  J.A.M.A.  152:119,  May  9,  1953.  3.  Snow,  W.  B.  and  Coss,  J.  A.,  N.Y.  State  J.  Med.  52:319,  Feb.  1,  1952. 
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For  the  modification  of 
measles  and  the  prevention 
or  attenuation  of  infectious 
hepatitis  and  poliomyelitis. 


LEDERLE  LABORATORIES  DIVISION 


AMERICA j 


, ( yiuuumd 


COM  PAM  y 


PEARL  RIVER,  NEW  YORK 


in  very  special  cases 


a very  superior  brandy... 


specify 

KENHESSY 


★ ★ ★ 


COGNAC  BRANDY 

84  Proof  | Schieffelin  & Co.,  New  York 


THE  EARLE  JOHNSON 
SANATORIUM 

I 

: 

“In  the  Mountains  of  Meridian” 

j 

ROUND  E.  TOMS,  M.  D. 
Psychiatrist-in-Chief 

j 

Diplomate  in  Psychiatry  of  the  American  Board 
of  Psychiatry  and  Neurology. 

Specialized  treatments  in  mental  disorders  and  al- 
coholic and  drug  addictions,  including: 

Electro-convulsive  therapy 
Mid-brain  stimulation 
Deep  insulin  therapy 
Psychotherapy 

Geriatrics  j 

Write  P.  O.  Box  106 

I 

or  | 

Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 


Doctor,  when  you  peruse  the  adver- 
tising pages  of  our  journal,  remem- 
ber this : All  ads  are  carefully 

screened  — the  items,  services  and 
messages  presented  are  committee- 
accepted.  Our  standards  are  of  the 
highest.  The  advertisers  like  our 
journal  — that’s  why  they  selected  it 
for  use  in  their  promotional  pro- 
gram. They  seek  your  patronage  and 
your  response  encourages  continued 
use  of  our  publication.  In  turn,  the 
advertisers’  patronage  helps  us  to 
produce  a journal  that  is  second  to 
none  in  our  state.  When  you  send 
inquiries,  tell  them  that  you  read 
their  advertisement  in  The  Journal 
of  the  Louisiana  State  Medical 
Society. 
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In  Colds 


• • • Anywhere . . . Any  time  . . . 


Neo-Svnephrine 

Prompt  and  Prolonged  Decongestion 
Sinus  Drainage  and  Aeration 

NO  IRRITATION  • NO  SEDATION  • NO  EXCITATION 


‘X’Nasal  Solutions  0.25%,  0.5%  and  1% 


Nasal  Spray  0.5% 

•SfPediatric  Nasal  Spray  0.2 5%, 

with  Zephiran®  chloride  1:5000, 
antibacterial  wetting  agent  and  preservative 
for  greater  efficiency 


plastic,  unbreakable 
squeeze  bottle 
leakproof,  delivers 
a fine  mist 


Neo-Synephrine  (brand  of  phenylephrine) 
and  Zephiran  (brand  of  benzalkonium, 
as  chloride,  refined), 
trademarks  reg.  U.S.  Pat.  Off. 


NEW  YORK  18,  N.  Y.  • WINDSOR,  ONT. 
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What  Is  YOUR  Solution  to  the  SHORTAGE 
Of  PATHOLOGISTS? 


Louisiana  doctors  may  do  well  to  advise  medical  students  to  examine  the  opportunities  in 
Pathology.  More  pathologists  are  needed;  this  is  the  “number  one”  shortage  in  medical  school 
faculties,  as  reported  in  the  JOURNAL  OF  THE  AMERICAN  MEDICAL  ASSOCIATION  in 
1954.  Hospital  opportunities  are  abundant. 

Here  is  an  extract  of  a JOURNAL  OF  THE  AMERICAN  MEDICAL  ASSOCIATION  edi- 


“The  practice  of  pathology,  one  of  the  most  appealing  fields  of  medicine,  provides  a 
unique  approach  to  the  study  of  human  disease.  But  this  science  has  not  had  so  strong 
an  appeal  to  the  young  medical  graduate  as  have  the  clinical  branches  of  medicine. 
Lack  of  understanding  of  what  pathology  can  offer  and  the  strong  appeal  of  personal 
relationships  with  patients  and  the  usually  better  financial  outlook  inherent  to  suc- 
cessful clinical  practice  may  be  responsible  in  part  for  this  lack  of  interest.  With  the 
exception  of  those  persons  who  have  found  pathology  intellectually  satisfying,  this 
science  sometimes  has  been  a second  choice  to  physicians  who  have  failed  to  find 
appointment  in  clinical  fields  satisfying. 

“The  pathologist  has  a singular  viewpoint  in  medicine,  since  he  must  constantly  be 
thinking  in  terms  of  the  causes,  the  processes  and  the  effects  of  disease;  he  is  impor- 
tant in  any  medical  program.  The  Council  on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association  and  the  American  College  of  Surgeons,  realizing  this, 
have  stipulated  that  the  pathology  service  in  all  registered  hospitals  must  meet  a cer- 
tain minimum  requirement.  However,  there  are  not  enough  certified  pathologists  to 
provide  this  coverage.  The  American  Board  of  Pathology  has  certified  1,658  physicians 
since  its  organization,  in  1936,  of  which  some  are  now  deceased  or  retired.  If  the 
number  is  divided  among  the  6,572  registered  hospitals,  there  is  one  pathologist  for 
every  four  hospitals.  Moreover,  this  number  is  less  than  is  actually  needed  for  the 
1,079  approved  hospitals  having  resident  and  fellowship  training  programs,  since  each 
approved  hospital  should  have  at  least  one  pathologist  and  the  university  teaching 
centers  always  have  several. 

“If  the  present  supply  does  not  satisfy  the  present  demand,  which  is  known  to  be 
increasing  rapidly,  a critical  situation  will  arise.  It  becomes  even  more  critical  when 
one  realizes  that  of  the  estimated  1,001  approved  residencies  in  pathology,  there  are 
105  appointments  unfilled.  The  expected  yearly  output  of  pathologists  is  a little  over 
200;  this  number  is  reduced  to  an  estimated  180  by  the  unfilled  positions.  This  situ- 
ation should  demand  the  immediate  attention  of  all  persons  interested  in  high  stand- 
ards of  medical  practice. 


“Physicians  considering  pathology  should  be  made  cognizant  of  the  great  opportunity 
in  this  relatively  new  medical  specialty.  The  unique  scientific  position  of  pathology 
and  the  pathologist  in  the  practice  of  medicine  should  be  a strong  inducement  to  scien- 
tifically minded  physicians.  PATHOLOGY  SHOULD  HAVE  NO  DIFFICULTY  IN 
ATTRACTING  THE  NECESSARY  NUMBER  OF  CANDIDATES  FOR  SPECIALI- 
ZATION IF  THE  YOUNG  MEDICAL  GRADUATE  FREELY  APPRECIATES  THE 
AVAILABLE  OPPORTUNITIES.”* 

•JOURNAL  OF  THE  AMERICAN  MEDICAL  ASSOCIATION,  October  21,  1950,  Vol.  144,  page  690.  modified  from 


torial : 


PATHOLOGISTS  NEEDED 


editorial. 


THE  MEMBERS  OF  THIS  SOCIETY  PLEDGE  FULL  SUPPORT  AND  CO- 
OPERATION TO  THEIR  FELLOW  LOUISIANA  PHYSICIANS  IN 
THE  PRACTICE  OF  MORAL  AND  ETHICAL  MEDICINE 
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PROFESSIONAL  CARDS 


The  Baton  Rouge  Clinic 

134  North  I9th  St.  Telephone  8-5361 


Ear,  Nose  & Throat 
Gerald  Joseph,  M.  D. 


Eye 

Dalton  S.  Oliver,  M.  D. 


Internal  Medicine 

Cheney  Joseph,  M.  D. 
Charles  Prosser,  M.  D. 
Roger  J.  Reynolds,  M.  D. 

Obstetrics  & Gynecology 
Melvin  Schudmak,  M.  D. 
J.  P.  Griffon,  M.  D. 


Urology 

Mortimer  Silvey,  M.  D. 


Surgery 

Joseph  Sabatier,  M.  D. 
Charles  Mosely,  M.  D. 


SELLERS  AND  SANDERS  CLINIC 

4414  Magnolia  Street 

New  Orleans 

Gynecology  and  Obstetrics 

Surgery 

Dr.  Thomas  Benton  Sellers 

Dr.  John  T.  Sanders 

Dr.  Simon  V.  Ward 

Dr.  Charles  R.  Walters 

Dr.  Julius  T.  Davis 

Green  Clinic 

709  South  Vienna  Street 

Ruston,  Louisiana 

Surgery 

Radiology 

Marvin  T.  Green,  M.D. 

M.  Ragan  Green,  M.D. 

LaMoyne  C.  Bleich,  M.D. 

Internal  Medicine 
Henry  S.  Roane,  M.D. 

Obstetncs  and  Gynecology 

Robert  W.  Sharp,  M.  D. 

Carl  L.  Langford,  M.D. 

Joe  L.  Smith,  Jr.,  M.D. 

David  M.  Hall,  M.D. 

Dentistry 

L.  Felton  Green,  D.D.S. 

Pediatrics 

Benjamin  C.  Baugh,  D.D. 

Bruce  W.  Everist,  M.D. 

Eye,  Ear,  Nose  and  Throat 

0.  Wharton  Brown,  Jr.,  M.D. 

Harold  H.  Harms,  M.D. 

D.  A.  CASEY,  M.  D. 

DR.  R.  ROSS,  JR. 

Otolaryngology 

Fenestration  Surgery 

SKIN  DISEASES 

503  California  Bldg.  CAnal  3195 

3915  Jefferson  Highway  CEdar  7256 

802  Pere  Marquette  Bldg.  CA.  0202 

DR.  EUGENE  L.  WENK 

DR.  RICHARD  W.  VINCENT 

GERIATRICS 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

206  Physicians  & Surgeons  Bldg. 

1320  ALINE  STREET 

SHREVEPORT,  LA. 

UPtown  4797 
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DR.  NATHAN  H.  POLMER 

Physical  Medicine Rehabilitation 

2209  Carondelet  St. 

2-5  P.  M. 

Off.:  JA  3318  Re*.:  JA  3180 


DR.  B.  G.  EFRON 
DR.  STANLEY  COHEN 

ASTHMA,  HAY  FEVER,  AND  OTHER 
ALLERGIC  DISEASES 

1441  Delachaise  Street  New  Orleans 


JAMES  W.  BURKS,  JR.,  M.  D. 

for 

DISEASES  OF  THE  SKIN 
SCAR  REMOVAL  BY  ABRASION 

Maison  Blanche  Building 
New  Orleans  16,  La. 

RA.  4829 


KENNETH  A.  RITTER,  M.  D. 
ROBERT  G.  HEAD,  M.  D. 

Psychiatry  and  Neurology 
8211  Apricot  Street 
New  Orleans 

WA.  2324  By  Appointment 


DR.  C.  S.  HOLBROOK 

PRACTICE  LIMITED  TO  NERVOUS 
AND  MENTAL  DISEASES 

Hours:  10  to  12,  by  Appointment 
Office:  3431  Prytania  Street 
Opposite  Touro  Infirmary 


DR.  CARL  N.  WAHL 
Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg. 
MAgnolia  3216 


BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
CAnal  7697  By  Appointment 


THE  OWENS  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  Street 
New  Orleans  13,  Louisiana 
Telephone:  CAnal  0106 


DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  CH.  4094 

New  Orleans 


DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Blanchs  Building 
MA.  5317  By  Appointment 


J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  JA.  6681  -0796 


FRANK  H.  MAREK,  M.  D. 
Radiologist 

2204  So.  Ryan  Street  Lake  Charles,  la. 

Phone  4071  or  6-9242 

Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 


DR.  HARRY  ZOLLER 

TEMPORAL  BONE  SURGERY 
and 

FENESTRATION  FOR  OTOSCLEROSIS 

1109  Pere  Marquette  Building 
RA.  2535  By  Appointment 


POLIOMYELITIS  VACCINATION 

The  State  Poliomyelitis  Advisory  Committee  composed  of  repre- 
sentatives of  the  Louisiana  State  Medical  Society  and  the  State 
Department  of  Health  met  with  the  State  Health  Officer  Wednesday, 
January  4,  1956  and  reviewed  the  experience  of  the  State  Depart- 
ment of  Health  with  poliomyelitis  vaccinations. 

This  experience  indicates  that  polio  vaccination  is  very  effective 
in  lowering  the  occurrence  of  paralytic  poliomyelitis  and  in  decreas- 
ing the  occurrence  of  all  forms  of  poliomyelitis. 

Of  the  164,910  children  in  the  1st  and  2nd  grades  of  school, 
81,695  received  two  injections  of  polio  vaccine  and  83,215  were  not 
vaccinated.  More  than  7 times  as  much  paralytic  polio  and  more 
than  5 times  as  much  of  all  forms  of  polio  occurred  in  the  non- 
vaccinated  group  as  in  the  vaccinated  group. 

About  60  days  is  required  for  vaccination  to  produce  optimum 
protection.  The  polio  season  usually  starts  about  April  15th  in 
Louisiana.  To  assure  as  wide  protection  as  possible  before  the  1956 
polio  season  starts,  the  State  Polio  Advisory  Committee  suggests  that 
physicians  immunize  all  pregnant  women  and  all  persons  20  years 
of  age  and  under  as  quickly  as  they  can. 

Vaccine  is  readily  available  and  may  be  obtained  as  usual 
through  regular  commercial  channels  or  from  parish  health  units  in 
accord  with  existing  regulations. 

ooo 

Louisiana  State  Department  of  Health 

S.  J.  PHILLIPS,  M.D.,  M.P.H., 

State  Health  Officer 


Sick  patients 


need  food 


for  therapy 


THAT  MAN  MUST  EAT  to  remain 
well  is  a concept  as  old  as  medicine. 
But  only  recently  has  it  been  estab- 
lished (1)  that  nutritional  needs  are 
increased  in  illness;  (2)  that  food  suffi- 
cient to  meet  these  needs  is  well  uti- 
lized, and  (3)  that  therapeutic 
nutrition  prevents  many  of  the  debili- 
tating effects  of  disease  and  injury. 

Unfortunately,  because  of  the  ano- 
rexia accompanying  illness,  effective 
nutritional  therapy  requires  added 
care  on  the  part  of  the  physician. 
Food  comes  from  familiar  kitchens 
and  lacks  the  impressive  aura  of  more 
dramatic  therapeutic  agents.  Thus  it 
is  often  difficult  to  convince  the 
patient  that  food,  too,  is  therapeutic 
— that  although  drugs  may  arrest 
disease  only  food  can  repair  the 
ravages  of  disease. 

Whatever  the  nutritional  problem — 
whether  caused,  by  anorexia,  mechan- 
ical difficulty  in  eating  or  limitation  of 
gastric  capacity  or  tolerance — only 
an  assured  food  intake  will  solve  it. 
The  use  of  Sustagen,  a food  formu- 
lated for  therapeutic  nourishment, 
will  overcome  many  difficulties  in  the 
therapeutic  feeding  of  sick  patients. 
A foundation  for  therapy  thus  may 
be  established. 

The  development  of  Sustagen  ex- 
emplifies the  continuous  effort  of 
Mead  Johnson  & Company  to  provide 
the  medical  profession  with  products 
basic  to  the  management  of  illness 
and  the  restoration  of  health. 


Sustagen 

Therapeutic  Food  for 
Complete  Nourishment 

Sustagen®  is  the  only  single  food  which 
contains  all  known  nutritional  essentials: 
protein,  carbohydrate,  fat,  vitamins  and 
minerals.  It  may  be  given  by  mouth  or  tube 
as  the  only  source  of  food  or  to  fortify  thfe 
diet  in  brief  or  prolonged  illness. 


repairs  tissue 
restores  appetite 
overcomes  asthenia 


s 


ustagen 


in 

cirrhosis 
peptic  ulcer 
geriatrics 
infections 
trauma 

chronic  disease 
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ADVERTISEMENT  DEPARTMENT 


THE  LOUISIANA  STATE  DEPARTMENT 
OF  HEALTH 

wishes  to  report 

1.  That  a large  number  of  Venereal  Disease  cases  are 
still  being  reported  and  treated 

2.  That  after  a decade  of  wide-spread  general  use  of 
the  antibiotics,  we  still  have  not  eliminated  Venereal 
Disease 

3.  That  one  out  of  every  200  teen-agers  contracted  gon- 
orrhea in  1953 

4.  That  about  25%  of  primary  and  secondary  syphilis 
reported  in  1953  was  in  the  15-19  age  group 

5.  Despite  this,  the  early  latent  syphilis  cases  in  the  15- 
19  age  group  were  more  than  3 times  the  number  of 
primary-secondary  cases  reported,  indicating  that 
many  early  infections  among  youngsters  are  being 
missed. 
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for  today’s  problem  pathogens 


Resistant  microorganisms  frequently  cause  poor, 
delayed,  or  no  response  to  antibiotic  therapy. 
Because  in  vitro  sensitivity  tests  are  valuable 
guides  in  determining  the  antibiotic  most  likely 
to  produce  optimal  clinical  response,  it  is  important 
that  such  tests  be  employed  whenever  possible. 
Recent  clinical  and  laboratory  studies1'12  show  that 
CHLOROMYCETIN  (chloramphenicol,  Parke-Davis) 
is  effective  against  more  strains  of  microorganisms 
than  other  commonly  used  antibiotics. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  be- 
cause certain  blood  dyscrasias  have  been  associated  with 
its  administration,  it  should  not  be  used  indiscriminately  or 


for  minor  infections.  Furthermore,  as  with  certain  other 
drugs,  adequate  blood  studies  should  be  made  when  the 
patient  requires  prolonged  or  intermittent  therapy. 

references  : (l)  Altemeier,  W.  A.;  Culbertson,  W.  R.;  Sher- 
man, R.;  Cole,  W.;  Elstun,  W„  & Fultz,  C.  T.:  /.A.Af.A.  157:305, 
1955.  (2)  Weil,  A.  J.,  & Stempel,  B.:  Antibiotic  Med.  1:319,  1955. 
(3)  Jones,  C.  P;  Carter,  B.;  Thomas,  W.  L.,  & Creadick,  R.  N.:  Obst. 
& Gynec.  5:365,  1955.  (4)  Austrian,  R.:  New  York  J.  Med.  55:2475, 
1955.  (5)  Murphy,  E D.,  & Waishren,  B.  A.,  in  Murphy,  E D.:  Medi- 
cal Emergencies:  Diagnosis  and  Treatment,  ed.  5,  Philadelphia,  E A. 
Davis  Company,  1955,  P.  557.  (6)  Felshin,  G.:  J.  Am.  M.  Women's 
A.  10:51,  1955.  (7)  Kass,  E.  H.:  Am.  J.  Med.  18:764,  1955.  (8) 
Tebrock,  H.  E.,  & Young,  W.  N.:  New  York  J.  Med.  55:1159,  1955. 
(9)  Stein,  M.  H.,  & Gechman,  E.:  Nciv  England  J.  Med.  252:906, 
1955.  (10)  Branch,  A.;  Starkey,  D.  H.;  Rodgers,  K.  C.,  & Power,  E. 
E.,  in  Welch,  H.,  & Marti-Ibanez,  E:  Antibiotics  Annual,  1954-1955, 
New  York,  Medical  Encyclopedia,  Inc.,  1955,  p.  1125.  (11)  Munroe, 
D.  S.,  & Cockcroft,  W.  H.:  Canad.  M.  A.  J.  72:586,  1955.  (12)  Norris, 
J.  C.:  M.  Times  83:253,  1955. 
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The  “Do  s”  of 
Low  Sodium  Diets 


You  know  the  "dont’s"  of  sodium  restriction — the 
list  is  long.  Here  are  some  “do’s”  that  will  add  zest 
to  your  patient’s  diet.  And  with  new  flavors  to  re- 
place salt,  he'll  have  a diet  he  can  stick  to. 

Here's  what  can  be  used  — 

Spices  and  herbs,  lemon  and  lime,  variously  flavored 
vinegars  are  all  acceptable.  And  fresh-ground  pepper  has 
a pungency  that  never  came  out  of  a shaker! 

Here's  how  — 

Hamburger  takes  well  to  a pinch  of  thyme,  another 
of  marjoram,  and  a sprinkle  of  pepper.  Chicken's  delicious 
with  a squeeze  of  lemon,  a touch  of  rosemary,  and  a sweet 
butter  to  baste.  And  broiled  steak  speaks  for  itself. 

Vegetables  are  even  easier.  Your  patient  may  like 
them  livened  with  vinegar — white  wine  vinegar  with  mild 
flavored  vegetables,  red  with  more  robust  flavors.  Broc- 
coli and  asparagus  are  especially  good  with  lemon  juice. 

If  butter  is  a “must,”  make  it  sweet  butter  with  nut- 
meg or  rosemary  on  string  beans.  Savory  brings  out  the 
best  in  limas,  while  tarragon  teams  with  carrots,  basil 
with  tomatoes.  And  onions  boiled  with  whole  clove  and 
thyme  would  delight  the  taste  of  an  epicure! 

With  these  flavor  tricks  to  add  zest  to  his  meals — and 
a glass  of  beer*,  at  your  discretion,  for  a morale  boost— 
your  patient  is  more  likely  to  follow  his  diet.  And  your 
treatment  will  have  a chance  to  show  its  effectiveness. 


United  States  Brewers  Foundation 

Beer  — America’s  Beverage  of  Moderation 

*Sodium:  7 mg./lOO  gm.,  17  mg./8  OZ.  glass  (Average  of  American  Beers) 


If  you’d  like  reprints  of  12  different  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 


ADVERTISEMENT  DEPARTMENT 


11 


THE  EARLE  JOHNSON 
SANATORIUM 


•+ 

i 


‘In  the  Mountains  of  Meridian” 


ROLAND  E.  TOMS,  M.  D. 
Psychiatrist-in-Chief 


Diplomats  in  Psychiatry  of  the  American  Board 
of  Psychiatry  and  Neurology. 


Specialized  treatments  in  mental  disorders  and  al 
coholic  and  drug  addictions,  including: 


Electro-convulsive  therapy 
Mid-brain  stimulation 
Deep  insulin  therapy 
Psychotherapy 
Geriatrics 


Write  P.  O.  Box  106 
or 

Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 


"The  substitution  of  oral 
Neohydrin 

for  parenteral  meralluride 
was  successfully 
accomplished  in  97  percent 
of  70  ambulatory 
clinic  out-patients  with 
chronic  congestive 
heart  failure."* 


Lawrence,  W.  E.;  Kahn,  S.  S.,  and  Riser,  A.  B.. 
South.  M.  J.  47:105,  1954., 


■— * 


Vow!  Palatable  Oral  Suspension  Gives 
Uglier,  Faster  Blood  Levels  than  Twice 
he  Dose  of  Injected  Procaine  Penicillin 


■ PEN*VEE*  Suspension, 
300,000  units 


. Procaine  Penicillin  G, 
600,000  units  (one  injection) 


This  ready-mixed,  stable,  and  pleasant! 
flavored  suspension  is  supplied  as  follows:  PEh 
Vee ’Suspension,  300,000  units  per  5-cc.  te; 
spoonful,  bottles  of  2 fl.  oz.  Also  available 
Pen* Vee* Ora/  Tablets,  200,000  units,  score* 
bottles  of  36;  500,000  units,  scored,  bottles  of  1 


Pen  - Vee*  Suspensio 


Benzathine  Penicillin  V Oral  Suspension 


ORAL  PENICILLIN 


Hours  alter  Administration 


WITH 

INJECTION  PERFORMANCE 


Philadelphia  I,  Pa 


•Tra< 


12 


ADVERTISEMENT  DEPARTMENT 


C-REACTIVE  PROTEIN  - WHAT  IS  ITS  STATUS? 


1.  For  the  detection  of  inflammatory  processes 

2.  To  measure  more  accurately  the  adequacy  of  anti-inflammatory 


C-reactive  protein  is  a specific  protein  which  appears  in  human 
blood  in  response  to  a variety  of  inflammatory  conditions.  It  is  absent 
from  normal  serum.  It  is  found  in  sera  from  patients  during  the  acute 
phase  of  pneumococcal  pneumonia  as  a precipitate  formed  upon  the 
addition  of  the  somatic  C-polysaccharide  of  pneumococcus.  It  is  specific 
for  pneumococcal  pneumonia  but  also  occurs  in  patients  with  acute  rheu- 
matic fever,  staphylococcal  osteomyelitis,  subacute  bacterial  endocarditis, 
myocardial  infarction,  coronary  occlusion  or  insufficiency  accompanied 
by  inflammation,  infections  of  the  colon-thyroid  group,  streptococcal  em- 
pyema, viral  hepatitis  and  conditions  characterized  by  an  inflammatory 
reaction.  In  patients  with  vague  complaints  of  “growing”  or  joint  pains, 
anorexia,  malaise,  mild  anemia,  a negative  CRP  indicates  the  lack  of 
any  inflammatory  disease.  Others  have  reported  the  relationship  of 
this  reaction  to  the  condition  of  rheumatic  fever  patients  during  and 
following  Cortisone  and  ACTH  therapy. 

It  must  be  emphasized  that  the  test  for  C-reactive  protein  (CRP)  is 
not  specifically  diagnostic  for  any  particular  disease.  It  does,  however, 
indicate  an  acute  inflammatory  condition  and  gives  a more  accurate 
measure  of  the  intensity  of  such  reaction  and  the  response  of  the  patient 
to  therapy,  than  does  the  sedimentation  rate. 

At  present  the  most  widely  used  test  to  determine  the  presence  of 
an  inflammatory  process  is  the  Erythrocyte  sedimentation  rate  (ESR). 
A number  of  different  factors  influence  the  rate  of  fall  of  red  blood 
cells.  These  factors  vary  in  different  diseases,  and  also  with  the  individ- 
ual. Because  a multiplicity  of  factors — unrelated  to  an  inflammatory 
condition — may  influence  sedimentation  rate,  the  ESR  is  often  mislead- 
ing. For  example:  in  certain  types  of  anemia  the  ESR  is  elevated 

because  the  number  of  red  blood  cells  is  reduced. 

In  contrast,  the  CRP  depends  on  only  one  factor — the  presence  of 
C-reactive  protein  in  the  serum  of  a natient.  THEREFORE.  FALSE 
POSITIVE  TESTS  DO  NOT  OCCUR  SINCE  CRP  IS  NOT  PRESENT. 
EVEN  IN  TRACE  AMOUNTS,  IN  NORMAL  SERA. 

WATCH  FOR  IMPORTANT  BULLETIN  NEXT  MONTH 


THE  MEMBERS  OF  THIS  SOCIETY  PLEDGE  FULL  SUPPORT  AND  CO-OPERATION  TO 
THEIR  FELLOW  LOUISIANA  PHYSICIANS  IN  THE  PRACTICE  OF 
MORAL  AND  ETHICAL  MEDICINE. 
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SURGERY  OF  THE  BILIARY  TRACT 
HOWARD  MAHORNER,  M.  D.  * 

New  Orleans 

From  time  to  time  it  is  necessary  to 
re-evaluate  our  viewpoint  concerning  sur- 
gery for  biliary  tract  lesions.  Advances 
in  recent  years  have  made  it  possible  to 
segregate  more  definitely  medical  from 
surgical  lesions,  but  this  is  still  a weak 
feature  as  far  as  both  surgeon  and  clini- 
cian are  concerned,  and  honest  judgment 
becomes  in  the  final  analysis  the  real  line 
of  decision.  No  advice  for  surgery  is 
without  its  just  content  of  philosophy,  a 
necessary  ingredient  in  treating  the  pa- 
tient and  not  just  the  disease,  and  all  ad- 
vice to  operate  must  have  one  basis  for 
its  validity,  absolute  integrity  on  the  part 
of  the  surgeon.  The  indications  for  sur- 
gery are  never  purely  scientific,  but  what 
is  not  obvious,  is  the  fact  that  they  are 
never  debatable  for  the  conclusion  justi- 
fying surgery  depends  solely  in  the  last 
analysis  on  what  is  good  for  the  patient. 
It  is  the  application  of  judgment  in  this 
respect  which  may  be  fallacious  and  de- 
batable, influenced  as  it  is  by  so  many 
variables.  Among  the  infinite  variables 
there  is  one  which  is  seldom  acknowl- 
edged, but  which  is  of  tremendous  im- 
portance. The  patient  may  be  the  same 
and  the  circumstances  and  other  condition 
the  same,  but  the  ability  of  the  surgeon 


* From  the  Department  of  Surgery,  Louisiana 
State  University,  School  of  Medicine.  Read  at  the 
Meetings  of  the  Third  District  Medical  Society, 
Lafayette,  October  1,  1955,  and  of  the  Fourth  Dis- 
trict Medical  Society,  Shreveport,  October  4,  1955. 


not  only  may  influence  the  decision  for 
or  against  surgery,  it  also  may  influence 
tremendously  the  type  and  the  extent  of 
the  procedure.  It  is  all  well  and  good  to 
say  remove  the  gallbladder  when  it  is 
acutely  inflamed  but  this  may  be  techni- 
cally very  difficult  and  it  is  not  neces- 
sarily a uniform  rule  or  the  best  pro- 
cedure in  the  hands  of  all  surgeons,  for 
what  may  be  safe  for  one  may  result  in 
tragedy,  an  injured  common  duct,  in  the 
hands  of  another.  The  implication  is  not 
that  the  latter  should  not  operate  but 
that  he  should  modify  the  procedure  to 
conform  to  the  stage  of  his  technical  per- 
fection and  experience.  Ultimately  the 
latter  may  become  better  than  the  prior 
surgeon  but  no  general  rule  can  be  made 
as  to  what  is  the  best  thing  to  do.  It  is  a 
justified  conclusion  that  indications  for 
operations  exist  not  only  in  patients  but 
also  in  the  surgeons  because  of  variations 
in  abilities  even  in  the  same  man  at  dif- 
ferent stages.  Let  not  the  atmosphere  of 
science  dissipate  the  truth  that  when  a 
serious  operation  is  contemplated,  par- 
ticularly if  it  is  of  tremendous  importance, 
there  are  many  able  surgeons  but  credit 
for  the  part  technical  aspects  play  in  their 
make-up  has  been  de-emphasized  by  the 
march  of  scientific  improvements  and  the 
justified  emphasis  placed  upon  it.  A sur- 
geon is  still  a surgeon  and  his  most  im- 
portant job  is  surgery. 

Let  us  turn  to  a consideration  of  some 
of  the  changing  aspects  in  the  more  com- 
mon surgical  lesions  of  the  biliary  system. 
The  ones  which  I choose  to  comment  upon 
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are  the  ones  which  more  frequently  come 
to  our  attention  and  the  comments  are 
made  particularly  because  they  seem  to 
me  to  be  more  interesting  features  of 
modern  changes. 

CHOLELITHIASIS 

Gallstone  is  the  most  common  lesion  of 
the  biliary  tract  requiring  surgery  and 
it  is  a very,  very  common  disease.  The 
first  point  about  which  I wish  to  com- 
ment is  the  question  : — “Should  gallstones 
be  removed  simply  because  they  have  been 
discovered?”  The  answer  is  no.  They 
should  be  removed  if  their  removal  is 
better  for  the  patient  and  there  are  nu- 
merous influences  which  are  brought  to 
bear  on  making  the  decision  in  any  given 
case.  Actually  I feel  that  a patient,  who 
is  young  and  has  gallstones  and  never  has 
had  symptoms,  should  have  them  out.  The 
procedure  of  removing  the  gallbladder 
from  such  a patient  by  capable  hands  is 
a negligible  risk  far  overbalanced  by  the 
threat  of  illness  resulting  from  recurrent 
attacks  in  the  future  or  some  complica- 
tion which  might  increase  the  risk.  In 
older  people  also  the  quiet  gallstone  pro- 
poses a problem  in  conscientious  judg- 
ment. The  older  patient  with  gallstone 
colics  has  a very  serious  illness  and  re- 
peated attacks  drag  them  down.  If  one 
waits  and  procrastinates  until  sugery  just 
has  to  be  done  to  prolong  life  or  restore 
health,  it  is  often  done  at  tremendously 
increased  risks.  Therefore,  if  there  is  no 
contraindication,  I feel  that  when  such  a 
person  has  some  symptoms,  even  though 
not  of  a major  type,  she  should  be  ad- 
vised to  have  the  gallbladder  removed  but 
no  importuning  pressure  or  forceful 
threatening  argument  should  be  given 
them  in  order  to  make  them  accept  this. 
For  then  the  insistence  may  make  the  ad- 
vice more  fortuitous  for  the  surgeon  than 
it  is  for  the  patient.  The  patient  has  a 
perfect  right  to  choose  without  the  har- 
rowing, threatening  insistence  of,  among 
other  things,  “the  question  of  malignancy” 
being  brought  up  just  to  get  them  to  ac- 
cept surgery.  It  is  perfectly  obvious  that 
patients  with  recurrent  gallstone  attacks 
should  have  their  gallbladder  removed. 


They  are  running  more  risk  with  it  than 
they  are  writh  operation  under  normal  cir- 
cumstances. The  way  for  them  to  get  rid 
of  the  disease  is  by  surgery  and  few  would 
debate  the  justifiable  application  of  it  in 
these  instances. 

I would  like  to  make  brief  comment 
about  certain  features  of  the  technical 
procedure  which  seem  important  and  are 
insufficiently  emphasized.  Immediately 
after  a surgeon  opens  the  abdomen  for  a 
biliary  tract  lesion  he  should  turn  his  at- 
tention not  to  the  gallbladder  or  common 
duct  but  to  the  evaluation  of  other  fea- 
tures in  the  abdomen  which  may  or  may 
not  have  a bearing  on  the  symptoms.  If 
he  makes  a policy  of  doing  this  first  and 
with  a definite  routine  he  will  not  forget 
it,  for  such  evidence  may  be  of  inestima- 
ble value  in  forestalling  postcholecystec- 
tomy syndrome  or  properly  evaluating  it 
should  it  develop.  It  is  a good  plan  to 
begin  in  the  left  upper  quadrant,  feel  the 
spleen,  then  check  the  esophageal  hiatus 
for  hernia,  then  examine  the  stomach  by 
palpation  and  as  far  as  possible  by  visible 
means.  Then  he  should  feel  the  entire 
pancreas  and  compare  the  consistency  of 
the  tail  and  body  and  head,  note  carefully 
its  size,  then  carefully  examine  the  liver, 
feel  the  superior  surface  for  tumor  or 
abscess,  look  at  the  liver,  then  by  palpa- 
tion the  kidneys  and  retroperitoneal  areas 
and  unless  there  is  a very  acute  process 
check  the  pelvis.  Finally  after  all  of  this, 
attention  is  turned  to  the  gallbladder  and 
common  duct.  Such  a careful  routine  will 
obviate  overlooking  something  which  could 
be  contributing  to  the  symptoms. 

There  may  be  time  for  comment  about 
the  one  single  feature  in  performing  cho- 
lecystectomy. It  is  the  most  important 
maneuver  of  all  and  in  principle  it  means 
seeing  and  knowing  where  you  are.  The 
common  duct  must  be  visualized  above  and 
below  the  entrance  of  the  cystic  duct  and 
these  three  limbs  must  be  clearly  identi- 
fied before  any  clamps  are  applied.  In 
order  to  accomplish  this  it  is  necessary 
to  carefully  cut  the  peritoneum  on  either 
side  of  the  ampulla  of  the  gallbladder  and 
the  cystic  duct  and  down  over  the  common 
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duct.  The  peritoneum  is  then  pushed  aside 
just  as  in  liberating  the  bladder  from  the 
lower  uterine  and  cervical  segments.  Then 
after  carefully  pushing  back  loose  areolar 
tissue  the  ducts  come  into  view.  Unless 
such  clear  anatomic  disclosure  is  accom- 
plished the  gallbladder  should  not  be  re- 
moved. 

CHOLEDOCHOL I TH I A S 1 S 

Stones  in  the  common  duct  become  an 
additional  problem.  The  common  duct  was 
explored  in  26  per  cent  of  a series  of  312 
private  cases  operated  upon  for  benign 
lesions  of  the  biliary  tract.  Common  duct 
stones  were  found  in  36  per  cent  of  those 
in  whom  the  common  duct  was  explored 
and  in  10  per  cent  of  the  patients.  Eighty 
per  cent  of  the  patients  with  stones  in  the 
common  duct  are  jaundiced  and  20  per 
cent  are  not.  In  the  group  of  patients 
who  have  obstructive  jaundice,  40  per  cent 
of  them  will  have  no  stones.  There  are 
other  benign  causes  for  obstructive  jaun- 
dice, among  which  the  most  common  are 
pancreatitis  and  stenosis  of  the  papilla  of 
Vater.  These  lesions  must  be  considered, 

i.e.,  thought  about  at  the  time  surgery  is 
being  performed  for  common  duct  obstruc- 
tion. In  this  way  only  will  their  presence 
be  detected,  and  proper  measure  to  obvi- 
ate them  be  undertaken. 

The  indications  we  use  for  opening  the 
common  duct  are  approximately  those 
which  appear  in  the  literature,  but  there 
is  considerable  variation  in  the  percentage 
of  the  common  ducts  explored  from  that 
reported  by  some  surgeons.  We  explored 
the  common  duct  in  approximately  26  per 
cent  and  stones  were  found  in  36  per  cent 
of  these  with  evidence  of  obstruction  of 
an  additional  type  such  as  ampulla  stenosis 
in  an  additional  23  per  cent.  Approxi- 
mately 40  per  cent  of  duct  explorations 
yielded  negative  findings. 

The  indications  which  influence  us  to 
open  the  duct  are  as  follows : 

1.  The  enlargement  or  dilatation  of  the 
common  duct. 

2.  Thickening  of  the  common  duct 
when  it  cannot  be  explained  on  the 
basis  of  edema  of  the  gastrophrenic 
omentum  due  to  acute  cholecystitis. 


3.  Enlargement  and/or  increased  con- 
sistency of  the  pancreas  indicating 
chronic  or  recurrent  pancreatitis. 

4.  Jaundice  or  a history  of  previous 
jaundice. 

5.  Palpable  stones  in  the  duct. 

We  do  not  include  in  these  indications  the 
presence  of  small  stones  in  the  gallbladder. 
That  certainly  would  raise  the  number  of 
ducts  we  explore  up  to  a very  high  level 
because  the  incidence  of  at  least  some 
very  small  stones  in  all  gallbladders  con- 
taining stones  is  relatively  high. 

PANCREATITIS 

Pancreatitis  is  probably  a very  much 
more  common  disease  than  we  formerly 
realized.  Since  this  discourse  is  not  par- 
ticularly concerned  with  it,  no  discussion 
of  its  types  is  given.  It  is  possible  of 
course  to  diagnose  severe  pancreatitis 
with  a certain  degree  of  accuracy  pre- 
operatively,  but  the  increasing  incidence 
of  pancreatitis  is  occasioned  by  finding 
evidences  of  pancreatitis  at  operation. 
The  pancreas  should  be  palpated  carefully 
in  all  biliary  tract  operations.  In  oper- 
ations for  benign  lesions  of  the  biliary 
tract  we  have  found  an  enlarged  hard 
pancreas  in  4.6  per  cent.  Such  evidence 
is  more  often  disclosed  when  there  is  his- 
tory of  radiation  of  pain  through  to  the 
back  on  the  left.  Fat  necrosis  need  not  be 
present  for  sufficient  justification,  for  the 
diagnosis  of  pancreatitis  at  operation  is 
simply  enlargement  and  hardness  of  the 
pancreas. 

When  evidences  of  pancreatitis  are 
found  at  surgery  an  attempt  is  made  to 
do  something  about  it.  The  obstruction 
or  potential  obstruction  at  the  ampulla  of 
Vater  is  relieved  by  transduodenal  am- 
pullotomy.  A high  percentage  of  pancre- 
atitis of  the  chronic  or  the  acute  type  is 
caused  by  partial  obstruction.  For  that 
reason  I take  a very  aggressive  attitude 
toward  the  relief  of  it.  The  common  duct 
is  explored  and  intubated.  If  it  is  not  of 
the  fulminating  acute  variety,  a transduo- 
denal ampullotomy  under  direct  vision  is 
performed  and  a T-tube  is  placed  trans- 
vaterianally  into  the  duodenum.  Excellent 
results  have  been  obtained  as  evaluated 
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by  follow-up  of  patients  (14  ) treated  in 
this  aggressive  fashion.  If  the  patient  has 
an  acute  hemorrhagic  type  of  pancreatitis, 
I feel  it  is  still  advisable  to  decompress 
the  binary  tract,  but  when  there  is  such 
massive  edema  the  duodenum  is  not 
opened,  a tube  may  be  placed  into  the  gall- 
bladder which  decompresses  the  biliary 
tract,  or  else  if  it  can  be  revealed  without 
too  much  dissection,  a T-tube  is  placed  in 
the  common  duct. 

Transduodenal  choledochoampullotomy 
should  not  be  undertaken  lightly.  It  is  a 
potentially  dangerous  procedure  though 
we  have  been  able  to  accomplish  it  42 
times  in  our  series  and  without  a fatality. 
In  81  common  duct  explorations  the  supra- 
duodenal was  the  only  method  used  in  39 
and  the  combined  supraduodenal  and 
transduodenal  in  42.  There  were  two 
deaths,  both  among  the  supraduodenal  ex- 
plorations. I am  convinced  surgeons  will 
resort,  in  the  future,  more  frequently  to 
the  combined  supraduodenal  and  trans- 
duodenal approach  when  there  is  any 
doubt  about  the  passage  of  the  sound 
through  the  papilla. 

STRICTURE  OF  THE  COMMON  BILE  DUCT 

Stricture  of  the  common  bile  duct  is 
either  congenital  or  acquired.  Most  of  the 
congenital  types  are  intrahepatic  and  re- 
lief of  it  surgically  is  difficult  or  impossi- 
ble. Extrahepatic  congenital  stricture  may 
be  treated  surgically  with  brilliant  results, 
but  it  is  rare.  The  majority  of  benign 
strictures  of  the  common  bile  duct  are  ac- 
quired ; and  unfortunately  much  to  the 
discredit  of  the  profession,  always,  they 
are  man  made.  It  is  naive  for  a man  to 
think  that  the  patient  upon  whom  he  oper- 
ated for  an  acute  gallbladder  and  who 
subsequently  developed  stricture  of  the 
common  bile  duct,  did  so  because  inflam- 
mation in  that  region  resulted  in  damage 
to  the  duct.  The  truth  of  the  matter  is 
the  stricture  resulted  from  his  cutting  out 
part  of  the  common  duct.  We  must  realize 
these  things  and  acknowledge  them  and 
then  we  will  become  better.  Any  bizarre 
type  of  explanation  for  stricture  of  the 
common  duct  other  than  the  horrible  truth 
is  not  acceptable.  Because  these  strictures 


are  man  made  they  are  the  result  of  poor 
technique.  A surgeon  must  always  know 
where  he  is  when  operating  on  the  biliary 
tract,  and  he  must  see  it  and  see  it  with- 
out question  before  he  makes  a destructive 
move  with  a clamp  or  a knife  or  scissors. 
If  he  does  not  lose  his  equanimity,  which 
may  be  defined  as  a quietness  of  spirit, 
the  basis  of  which  is  integrity,  he  should 
stop  and  reflect  and  decide  to  do  less  than 
he  had  hoped  to  accomplish  if  this  less  is 
the  better  path.  Certainly  he  should  not 
remove  the  gallbladder  unless  the  ducts 
are  visible  and  well  defined. 

In  the  repair  of  strictures  it  is  impor- 
tant to  get  beautiful  exposure,  to  get  the 
lesion  right  up  in  the  hands  and  before 
one’s  eyes.  They  are  notably  difficult 
operations  and  the  little  experience  I have 
had  with  them  makes  me  believe  that  the 
thoraco-abdominal  incision  which  brings 
the  lesion  closer  and  more  in  the  open  is 
the  best  one  unless  the  stricture  is  very 
low  in  the  common  bile  duct.  A Roux-Y 
type  of  construction  bringing  a loop  of 
jejunum  up  and  anastomosing  the  proxi- 
mal stump  of  the  common  duct  to  it  such 
as  Warren  Cole  advises,  is  probably  the 
best  technical  procedure  in  most  instances, 
although  of  course  if  the  duct  itself  can 
be  reconstructed  after  excision  of  the 
stricture,  that  is  more  advisable. 

MALIGNANT  LESIONS 

Malignant  lesions  causing  obstruction  of 
the  biliary  tract  are  now  amenable  to  sur- 
gery. Carcinoma  of  the  ampulla  of  Vater 
carries  a reasonable  hope  of  five  years’ 
survival  after  pancreatectomy  and  for  that 
reason  it  is  not  debatable  that  this  oper- 
ation should  be  performed.  The  risk  is 
considerable  for  pancreatectomy  but  it 
can  be  accomplished  with  less  risk  than 
is  incurred  by  a neglected  carcinoma  of 
the  ampulla  of  Vater.  Less  aggressive 
surgery  such  as  by-pass  operations  are 
not  justified  as  an  alternative.  Carcinoma 
of  the  pancreas,  on  the  other  hand,  which 
causes  a similar  type  of  obstruction  has 
been  a very  discouraging  and  disappoint- 
ing surgical  lesion.  The  operation  of  pan- 
createctomy is  a big  one.  Many  of  the 
cases  are  inoperable  because  of  extension 
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at  the  time  they  are  explored  and  those 
which  are  presumably  confined  to  the 
pancreas  have  a high  rate  of  recurrence 
after  pancreatectomy.  In  my  own  limited 
experience  of  11  pancreatectomies  for  ma- 
lignancy only  one  patient  had  a survival 
time  of  as  long  as  two  and  one-half  years. 
The  rest  of  them  died  of  recurrences 
within  a briefer  period  or  from  the  oper- 
ation. Therefore,  many  able  men  have  be- 
gun to  feel  that  the  aggregate  survival 
of  patients  after  pancreatectomy  for  car- 
cinoma, even  granting  that  1 in  100  is 
cured,  is  less  than  the  average  survival 
time  of  a similar  group  of  patients  if  no 
surgery  is  performed.  This  unhappy  view- 
point is  to  a certain  extent  justified  at 
the  present  time,  but  I personally  think 
that  resection  of  the  pancreas  should  be 
done  for  the  carcinoma,  if  the  appearance 
at  surgery  is  that  extension  has  not  oc- 
curred beyond  that  organ.  In  my  experi- 
ence also  the  operation  of  pancreatectomy 
is  one  of  the  most  formidable  in  the  realm 
of  surgery.  It  is  hard  and  it  takes  a long 
time,  and  I have  found  it  far  more  tech- 
nically difficult  than  pneumonectomy  for 
example  or  gastrectomy  or  even  an 
esophagogastrectomy  or  even  excision  of 
the  abdominal  aorta  and  graft.  All  of 
these  major  type  procedures  in  my  experi- 
ence can  be  done  in  shorter  time  than 
pancreatectomy. 

CARCINOMA  OF  THE  LIVER 

Carcinoma  of  the  liver,  if  it  is  uni- 
lateral and  primary,  is  amenable  to  sur- 
gery. Hemihepatectomy  may  be  accom- 
plished to  eradicate  it.  There  is  increas- 
ing evidence  that  carcinoma  of  the  liver 
begins  in  cirrhotics  and  in  multiple  places 
but  unless  it  is  obviously  a bilateral  dis- 
ease the  surgeon  can  remove  one  lobe,  left 
or  right,  and  can  possibly  obviate  the 
otherwise  fatal  illness.  A different  atti- 
tude, however,  maintains  as  far  as  I am 
personally  concerned  with  regard  to  he- 
patic metastasis  even  though  they  are 
single  ones.  As  a surgeon,  I hate  muti- 
lating operations,  those  that  prolong  the 
patient’s  life  or  just  the  upper  half  of  his 
body  with  no  possible  hope  of  cure  or 
health  so  that  he  suffers  more  with  the 


inevitable  dragged  out  into  a lingering 
illness.  There  comes  a time  when  patients 
should  be  permitted  the  mercy  of  death, 
though  I am  not  intimating  that  it  must 
be  made  for  them.  Resection  of  the  liver 
for  metastatic  malignancy,  even  though 
one  nodule  is  found,  as  far  as  I am  con- 
cerned, belongs  in  the  category  of  muti- 
lating operations.  This  type  of  surgery 
cannot  possibly  help  people.  Suppose  it 
does  prolong  their  life  some  months  and 
suppose  the  surgeon  has  done  some  big 
technical  procedures  and  had  another 
operation,  from  my  own  personal  viewr- 
point  and  philosophy  it  is  not  for  the  best 
interest  of  the  patient. 

SUMMARY 

Biliary  tract  surgery  is  making  prog- 
ress. It  is  being  done  with  increasing  fre- 
quency. People  continue  to  have  gallstones 
and  until  some  means  is  found  to  prevent 
them  on  a biologic  basis  or  some  means 
such  as  sound  waves  is  found  to  fracture 
and  dissipate  them  and  prevent  their  re- 
currence, surgery  will  be  a beneficent 
method  of  management  in  these  patients. 

Other  benign  lesions  justify  surgery  of 
the  biliary  tract  and  can  produce  brilliant 
results.  I believe  pancreatitis  will  be 
found  among  these  in  increasing  fre- 
quency. Brief  experience  has  shown  it  to 
be  amenable  to  aggressive  action,  more  so 
than  to  indirect  or  conservative  measures. 

Malignancy  necessitates  surgery  of  the 
biliary  tract,  and  operations  for  it  though 
formidable  may  offer  a real  chance  for 
restored  health. 

o 

CARDIAC  SURGERY  IN  A 
COMMUNITY  HOSPITAL; 

A REPORT  OF  14  CASES  * 
CHARLES  A.  BESKIN,  M.  D. 

Baton  Rouge 

There  has  been  remarkable  progress 
made  in  the  field  of  cardiovascular  sur- 
gery during  the  past  several  years.  While 
many  of  the  acquired  and  congenital  dis- 
eases of  the  heart  are  still  wanting  for 
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successful,  practical  surgical  treatment, 
they  are  being  attacked  with  promise  in 
the  research  laboratory  and  in  isolated 
clinical  studies.  Several  of  the  acquired 
and  congenital  defects  have  already  been 
successfully  treated  in  great  numbers  by 
standardized,  proven  surgical  procedures. 
Among  the  latter,  the  patent  ductus,  tet- 
ralogy of  Fallot,  coarctation  of  the  aorta, 
pulmonary  valvular  stenosis,  mitral  steno- 
sis, constrictive  pericarditis,  and  aneurys- 
mal and  occlusive  disease  of  the  aorta 
have  all  met  with  gratifying  results. 

With  the  clarification  of  diagnostic  cri- 
teria. the  increasing  number  of  comprehen- 
sively trained  thoracic  surgeons,  and  the 
improvement  in  hospital  facilities  to  meet 
this  challenge,  cardiac  surgery  can  now  be 
successfully  executed  in  many  community 
hospitals  on  the  periphery  of  the,  “medi- 
cal center”.  There  must,  of  course,  be 
available  competent  medical  and  pediatric 
consultation.  Expert  anesthesia  is  a requi- 
site. Trained  nursing  and  first  rate  clini- 
cal, laboratory,  and  radiological  facilities 
are  essential.  One  must,  of  course,  have 
the  basic  physical  equipment  to  carry  out 
the  needed  diagnostic  and  surgical  pro- 
cedures. All  of  the  foregoing  are  richly 
available  in  Baton  Rouge  in  both  of  its 
hospitals,  Our  Lady  of  the  Lake  Sanatori- 
um and  the  Baton  Rouge  General  Hospital. 

The  purpose  of  this  report  is  to  outline 
my  experience  with  14  consecutive  cardio- 
vascular surgical  cases  performed  during 
the  period  November  19,  1953,  through 
March  5,  1955.  No  attempt  will  be  made 
to  document  the  details  of  diagnosis,  sur- 
gical selection  or  surgical  technique,  all 


of  which  have  been  adequately  covered  in 
the  literature  within  recent  years. 

The  first  elective  cardiac  surgical  pro- 
cedure in  Baton  Rouge  was  performed  on 
November  19,  1953.  The  cases  were  about 
equally  divided  between  the  two  hospitals. 
Three  cases  had  preoperative  cardiac 
catheterization  performed  at  the  Heart 
Station  of  Charity  Hospital,  New  Orleans, 
Louisiana. 

Though  the  series  is  small,  a wide  vari- 
ety of  congenital  lesions  are  represented. 
There  was  one  postoperative  death,  in  the 
mitral  stenosis  group.  All  of  the  remain- 
ing patients  are  living  and  well  at  the 
time  of  writing. 

MITRAL  STENOSIS 

There  have  been  six  mitral  commis- 
surotomies. (Table  1)  The  technique  and 
approach  has  been  that  standardized  by 
Harken  and  Bailey,  designed  to  split  or 
cut  the  fused  valve  commissures  so  as  to 
approximate  normal  valvular  function.  In 
one  case,  because  of  an  atretic,  fibrotic 
appendage,  it  was  necessary  to  approach 
the  valve  through  the  atrial  wall.  Anes- 
thesia was  expertly  administered  in  each 
case,  with  the  patient  awake  on  return 
from  the  operating  room. 

The  one  death  was  in  a 28  year  old 
female,  severely  disabled  from  mitral 
stenosis  and  intractable  right  sided  fail- 
ure. There  was  no  history  of  previous 
embolic  accident.  She  was  fibrillating  at 
the  time  of  surgery.  A tight  stenosis  was 
found  and  what  was  felt  to  be  an  excel- 
lent fracture  obtained.  On  return  from 
the  operating  room,  though  fully  reacted, 
she  was  seen  to  have  right  sided  weakness. 


TAP.LE  1 

MITRAL  STENOSIS  (IROI  P 


Patient 

Age 

I’reopei 

Classifii 

rative 

ration 

Finding  at  Surgery 

Complication 

Postoperative 

Improvement 

R.  H. 

(f> 

56 

M.  S. 

IV 

Tight  stenosis 

0 

Excellent 

D.  B. 

(f) 

41 

M.  S. 

IV 

Tight  stenosis 

Pneumonitis 
R.  L.  L. 

Excellent 

R.  S. 

(m) 

28 

M.  S. 

III 

Mitral  stenosis 
& insufficiency 

0 

Good 

G.  S. 

(f) 

28 

M.  S. 

IV 

Tight  stenosis 

Left  middle 
cerebral  embolus 

Died  4 days  P.O. 

M.  C. 

(m) 

47 

M.  S. 

& M.  I.  IV 

Mitral  stenosis 
& insufficiency 

0 

Fair 

V.  P. 

(m) 

27 

M.  S. 

IV 

Tight  stenosis 

0 

Good 
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Within  a few  hours,  she  showed  complete 
right  hemiplegia  and  aphasia  and  over  the 
ensuing  seventy-two  hours  became  less  re- 
active, with  a temperature  rise  to  104 
degrees.  She  expired  on  the  fourth  post- 
operative day.  It  was  of  interest  that  her 
rhythm  reverted  to  normal  following  sur- 
gery and  she  at  all  times  seemed  to  dem- 
onstrate improved  cardiac  function. 

Patients  have  been  classified  preopera- 
tively  as  to  their  surgical  risk  and  mor- 
bidity status  by  the  grouping  I through 
IV  advocated  by  Ellis  and  Harken,  and 
widely  accepted. 

Selection  for  surgery  was  difficult  in  2 
cases  in  which  a systolic  apical  murmur 
was  heard  in  the  presence  of  otherwise 
classical  signs  and  symptoms  of  stenosis. 
Both  of  these  cases  were  in  the  group  IV 
salvage  category,  and  at  surgery  were 
found  to  have  associated  insufficiency,  but 
with  a stenotic  element  as  well.  Both  of 
these  patients  survived  surgery  and  seem 
to  show  moderate  improvement  thus  far. 
The  3 patients  who  had  pure  stenosis  are 
remarkably  rehabilitated,  and  all  3 were 
advanced  group  IV  cases.  Three  of  the 
6 patients  had  had  preoperative  embolic 
accidents.  Case  V.  P.  had  two  severe  em- 
bolic episodes  two  years  earlier  as  well 
as  subacute  endocarditis.  His  valve  was 
found  to  be  markedly  calcified,  and  was 
the  only  case  which  required  instrumental 
valvotomy  (Brock  valvulotome).  The  strik- 


ing evidence  is  that  advanced  cases  such 
as  these,  in  a generally  above  average  age 
group,  can  be  taken  through  surgery  with 
a reasonable  mortality  risk,  much  reduced 
over  the  experience  of  a few  years  ago. 

CONGENITAL  GROUP 

There  were  8 cases  of  congenital  heart 
disease  in  the  opei’ated  group  (Table  2). 
It  is  interesting  to  note  that  with  the  ex- 
ception of  the  2 cases  of  tetralogy  of 
Fallot  and  1 ductus  case,  the  remaining 
5 were  told  at  earlier  ages  that  they  had, 
“heart  trouble”.  However,  it  was  not 
until  shortly  before  surgery  that  a defini- 
tive diagnosis  was  made.  Three  of  the 
cases,  the  two  tetralogies  and  the  case  of 
pulmonic  stenosis  had  preoperative  car- 
diac catheterization  at  the  Heart  Station  of 
Charity  Hospital,  New  Orleans.  The  diag- 
nosis of  each  of  these  was  made,  however, 
on  the  basis  of  fairly  classical  clinical  and 
fluoroscopic  evidence. 

TETRALOGY  OF  FALLOT 

Both  cases  had  the  classical  auscultatory 
findings,  the  ischemic  lung  fields,  and  the 
typical  coeur  en  sabot.  Catheterization 
studies  suggested  an  infundibular  type  of 
pulmonic  stenosis  in  each  case.  Both  ’had 
left  sided  aortas.  The  surgical  approach 
in  both  cases  was  through  the  left  side. 

Case  W.  D.  was  the  most  severe,  with 
intense  cyanosis  and  marked  exertional 
dyspnea.  She  had  never  been  able  to 
attend  school  and  exhibited  marked  club- 
bing and  polycythemia.  She  has  had  a 


TABLE  2 

CONGENITAL  GROUP 


Patient 

Age 

Defect 

Operation 

Complication 

Result 

W. 

D. 

(f) 

9 

Tetralogy  of 
Fallot 

L.  pulm.  artery  subclavian 
anastomosis  (1-22-54) 

O 

Good 

B. 

C. 

(f) 

9 

Tetralogy  of 
Fallot 

L.  pulm.  artery  subclavian 
anastomosis  (8-21-54) 

P.  O.  Cerebral 
Anoxia 

Fair 

P. 

S. 

(m) 

10 

Patent  Ductus 

Triple  ligation  (11-19-53) 

O 

Good 

L. 

B. 

(f) 

19 

Patent  Ductus 

Division  (12-20-54) 

Transient  Lt.  Re- 
current Palsy 

Good 

T. 

F. 

(m) 

32 

Pulmonary  Valvular 
Stenosis 

Pulmonary  valvotomy 
(6-10-54) 

P.  O.  Bleeding 

Good 

S. 

A. 

(f) 

18 

Coarctation 

Resection  with  anastomosis 
(8-25-54) 

O 

Good 

P. 

T. 

(m) 

24 

Coarctation 

Resection  with  anastomosis 
(10-22-54) 

Transient  Lt. 
Leg  Weakness 

Good 

J. 

L. 

(m) 

24 

Coarctation 

Resection  with  insertion 
of  homograft  (2-6-55) 

O 

Good 
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remarkable  clinical  improvement  from  a 
left  subclavian  pulmonary  artery  anasto- 
mosis. She  is  now  at  school  and  able  to 
partake  of  almost  unlimited  activity.  She 
is  no  longer  cyanotic  and  there  has  been 
some  regression  of  the  clubbing. 

Case  B.  C.  was  quite  cyanotic  but  able 
to  attend  school,  though  unable  to  tolerate 
exercise.  On  the  second  postoperative  day, 
after  a satisfactory  anastomosis  and  im- 
mediate recovery,  while  being  transferred 
from  nasal  oxygen  to  an  oxygen  tent,  she 
had  a convulsion,  lost  consciousness,  and 
exhibited  a bilateral  flaccid  paralysis.  She 
slowly  recovered  over  a period  of  two 
weeks,  but  with  residual  leg  weakness 
which  has  only  recently  returned  to  nor- 
mal. It  is  felt  that  she  suffered  cerebral 
anoxemia  during  the  immediate  postopera- 
tive handling.  Her  cyanosis  is  today  al- 
most gone,  except  on  exercise.  Her  overall 
result  has  not  been  as  dramatic  as  the 
first  case,  but  she  is  able  to  ride  a bicycle 
and  has  a much  improved  exercise  toler- 
ance. 

PATENT  DUCTUS 

In  the  ductus  group,  patient  P.  S.  had  a 
long  ductus  and  was  ligated  after  the 
technique  described  by  Blalock,  using  two 
transfixion  sutures  at  each  end.  He  was 
asymptomatic  before  surgery  and  has  done 
very  well,  with  some  diminution  in  the 
size  of  his  heart  on  x-ray  comparison. 

Case  L.  B.  is  a college  student  who  had 
just  recently  begun  to  note  tachycardia 
and  mild  exertional  dyspnea.  She  had  had 
a continuous  murmur  in  the  second  left 
interspace  noted  since  birth,  but  a diag- 
nosis of  patent  ductus  had  not  been  made 
until  her  initial  physical  examination  on 
entrance  to  Louisiana  State  University. 
At  surgery,  she  had  a large,  short,  scler- 
otic ductus  which  was  extremely  friable 
and  required  mobilization  of  the  aortic  arch 
and  temporary  clamping  of  the  aorta  to 
close  the  divided  ductus.  Her  aorta  was 
occluded  for  twenty-two  minutes  with  no 
untoward  sequelae.  She  did  demonstrate  a 
transient  left  recurrent  nerve  palsy  from 
inadvertent  trauma  to  the  left  recurrent 
laryngeal  nerve  which  wound  about  the 


ductus.  She  has  shown  an  excellent  clini- 
cal response  thus  far. 

Neither  of  these  2 cases  demonstrated 
any  evidence  that  might  have  suggested 
pulmonary  hypertension  and  some  reversi- 
bility of  flow  within  the  ductus.  Preop- 
erative cardiac  catheterization  was  there- 
fore felt  to  be  not  necessary.  Where  there 
is  evidence  of  possible  reversibility  of  flow 
as  evidenced  by  right  axis  deviation  on 
electrocardiographic  or  right  ventricular 
enlargement,  or  peripheral  cyanosis  on  ex- 
ertion, the  ductus  should  then  be  con- 
sidered to  be  not  uncomplicated  and  cath- 
eterization studies  considered. 

PULMONARY  VALVULAR  STENOSIS 

The  one  case  of  pulmonary  valvular 
stenosis  was  in  a 32  year  old  male  who 
had  noted  progressive  exertional  dyspnea 
for  several  years.  The  parents  were  told 
when  he  was  a child  that  he  had  a,  “leaky 
heart”.  He  presented  the  classical  pul- 
monic, blowing,  systolic  murmur  and  thrill 
with  an  enormous  pulmonary  artery  and 
right  ventricular  hypertrophy.  Catheteri- 
zation studies  revealed  what  appeared  to 
be  a patent  foramen  ovale,  but  without 
any  significant  shunt.  The  pressure  in 
the  right  ventricle  was  100  mms.  Hg.  with 
an  abrupt  drop  when  the  catheter  tip 
entered  the  pulmonary  artery. 

At  surgery,  he  presented  the  classical 
picture  of  congenital  valvular  stenosis. 
The  valve  was  digitally  palpated  and  had 
a lumen  of  about  5 mms.,  which  could  be 
stretched  to  allow  the  index  finger  to 


Figure  1.  The  paired  Nichols  pulmonary  val- 
vulotomes used  to  incise  the  conelike  fused  cusps 
of  pure  valvular  stenosis. 
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pass.  The  fused  valve  was  incised  on 
each  lateral  edge  with  a Nichols-Bailey 
valvulotome,  which  gave  an  excellent  re- 
sult. These  instruments  readily  transform 
the  stenotic  valve  to  a bicuspid  type  valve 
structure.  His  postoperative  course  was 
complicated  by  chest  wall  oozing.  It  was 
later  learned  that  he  had  had  difficulty 
in  clotting  blood  following  a tonsillectomy 
during  his  early  childhood.  His  preopera- 
tive bleeding  and  clotting  time  were  nor- 
mal, however.  He  received  two  units  of 
fibrinogen,  and  was  re-operated  the  same 
day  to  remove  blood  clot  from  the  left 
pleural  space.  His  recovery  from  that 
point  on  was  very  satisfactory  and  he  has 
shown  progressive  improvement  in  his 
exercise  tolerance  since  operation.  On  x- 
ray  comparison  there  appears  to  be  some 
diminution  in  the  size  of  his  right  ven- 
tricle at  this  time,  but  he  still  presents 
an  enormous  pulmonary  artery  on  the  PA 
view. 

In  the  adult  patient,  the  operator’s  in- 
dex finger  can  easily  and  safely  be  in- 
serted through  an  incision  in  the  hyper- 
trophied right  ventricular  wall  and  the 
valve  palpated  and  the  stenotic  orifice 
actually  stretched  by  the  index  finger.  It 
is  the  author’s  opinion  that  the  Nichols- 
Bailey  valvulotome  produces  a much  more 
adequate  valvular  incision  than  that  ob- 
tained with  the  Brock  blades.  Following 
valve  incision  there  was  a marked  change 
and  diminution  in  the  intensity  of  the 
murmur,  and  he  postoperatively  presents 
no  evidence  of  a thrill. 

COARCTATION  OF  THE  AORTA 

It  is  generally  agreed  that  surgery  for 
coarctation  of  the  aorta  should  if  possible 


be  undertaken  around  age  8 through  12. 
At  this  time,  the  aorta  is  usually  elastic, 
pliable,  and  excision  and  primary  anasto- 
mosis can  be  carried  out  in  almost  all 
instances.  The  3 cases  in  this  series  were 
all  in  adults,  who  had  the  diagnosis  made 
just  a short  time  before  actual  surgery. 
Their  clinical  picture  was  classical  for 
coarctation  of  the  aorta  in  each  case. 
(Table  3)  All  three  demonstrated  rib 
notching  and  absent  femoral  pulsations. 

Case  S.  A.  was  discovered  during  an  ad- 
mission to  the  hospital  for  threatened 
abortion  during  the  first  trimester.  The 
diagnosis  was  made  for  the  first  time  by 
her  attending  obstetrician.  She  lost  her 
pregnancy  at  that  time  and  underwent 
surgery  for  her  coarctation  six  months 
later.  At  operation  she  presented  the 
classical  coarctation  with  complete  ob- 
struction, about  1 cm.  below  the  take-off 
of  the  left  subclavian  artery.  Her  aorta 
was  easily  mobilized  and  an  excision  and 
primary  anastomosis  was  possible. 

In  the  other  2 cases,  a preserved  aortic 
homograft  was  made  available  for  sur- 
gery. The  graft  in  each  case  was  obtained 
locally  by  the  author  under  sterile  tech- 
nique from  a suitable  young  donor  within 
six  hours  after  death.  The  graft  was  pre- 
served in  modified  Tyrode’s  solution  which 
contained  100,000  units  of  penicillin  and 
1 gram  of  streptomycin.  There  was  no 
bacterial  contamination  during  the  short 
period  that  the  grafts  were  preserved 
prior  to  surgery.  In  the  case  of  P.  T., 
though  a graft  was  available,  it  was  pos- 
sible to  mobilize  the  aorta  sufficiently  to 
effect  a primary  anastomosis.  In  the  lat- 
ter case,  there  were  several  large  aneurys- 


TABLE  :: 

COARCTATION  OF  AORTA 


Patient 

Age 

Brachial 

Preop. 

Pressu  re 

Postop. 

Symptoms 

Preop. 

Femoral  Pulse 

Rib  Notching 

S.  A. 

(f) 

18 

190/110 

115/80 

Headaches, 
leg  weakness 

Absent 

Present 

P.  T. 

(m) 

24 

190/115 

140/90 

Numbness  and 
weakness  legs. 
Exertional  head- 
ache 

Absent 

Present 

J.  L. 

(m) 

24 

210/110 

130/90 

Numbness  legs. 
Headache 

Absent 

Present 
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mal  intercostal  arteries  entering  the  aorta 
just  below  the  coarcted  segment.  It  was 
necessary  to  occlude  these  vessels  during 
the  resection  and  anastomosis.  Following 
surgery,  the  patient  exhibited  weakness  in 
his  left  leg.  He  required  a walking  stick 
for  about  four  weeks,  but  has  now  re- 
turned to  full  use  of  his  legs  with  no 
residual  weakness. 

Case  J.  L.  had  a known  heart  murmur 
since  birth,  but  a diagnosis  of  coarctation 
of  the  aorta  was  not  made  until  shortly 
before  surgery,  despite  progressive  hyper- 
tension over  the  previous  six  years.  He 
had  spent  three  years  in  the  service  and 
was  discharged  without  the  diagnosis  hav- 
ing been  made.  He  was  told  at  that  time 
that  his  murmur  was  functional  and  it  was 
felt  that  his  pressure  elevation  was  not 
significant.  The  year  prior  to  surgery, 
his  pressure  increased  progressively  and 
he  began  to  have  severe  headaches  and 
leg  weakness.  Diagnosis  was  made  by  his 
family  physician  during  an  examination 
for  insurance.  At  surgery,  he  was  found 
to  have  a rather  long  coarcted  segment 


Figure  2.  The  three  reported  resected  seg- 
ments of  aortic  coarctation,  showing  the  variation 
in  length  and  configuration. 


measuring  almost  3 centimeters,  but  in 
the  classical  location  just  below  the  left 
subclavian  take-off.  After  resecting  the 
coarcted  segment  to  a degree  sufficient  to 
give  him  a reasonably  normal  aortic  lu- 
men, it  was  found  that  the  aorta  could 
not  be  mobilized  sufficiently  to  effect  the 
primary  anastomosis.  A 5 cm.  preserved 
aortic  homograft  was  inserted,  using  in- 


terrupted everting  suture  technique.  The 
patient  had  a completely  uneventful  post- 
operative recovery  and  now  has  palpable 
femoral  pulsations  and  a pressure  in  both 
arms  of  135/90. 

It  is  of  interest  that  the  first  patient 
operated  upon  in  this  series,  Case  S.  A. 
is  now  in  her  fourth  month  of  pregnancy 
with  no  untoward  symptoms  and  a per- 
sistent normal  brachial  pressure. 

SUMMARY 

The  surgical  treatment  of  many  ac- 
quired and  congenital  diseases  of  the 
heart  has  within  recent  years  been  placed 
on  a sound,  safe  and  practicable  basis.  This 
has  been  the  logical  sequence  of  the  re- 
markable refinements  in  diagnosis  and 
thoracic  surgical  technique  that  have  been 
established  by  the  pioneers  in  this  field. 

As  a result,  many  of  these  cardiac 
lesions  have  become  standardized  both  as 
to  diagnostic  separation  and  surgical  tech- 
nique. In  most  cases,  the  diagnosis  can 
be  made  on  the  basis  of  physical  examina- 
tion, history,  fluoroscopy  and  EKG.  Car- 
diac catheterization  and  angiocardiog- 
raphy may  be  required  in  the  complicated 
cases. 

The  close  cooperation  of  internist,  pedi- 
atrician, thoracic  surgeon,  and  anesthe- 
tist is  vitally  important.  The  environment 
of  a well  equipped  hospital  and  the  ser- 
vices of  an  expert  radiologist  and  patholo- 
gist are  understandably  necessary.  When 
the  latter  are  available,  cardiac  surgery 
can  be  safely  and  successfully  executed  on 
the  periphery  of  the  “medical  center”. 

Fourteen  consecutive  elective  cardiac 
surgical  procedures  have  been  reported. 
These  have  been  performed  in  Baton 
Rouge,  Louisiana  since  November  1953. 
There  has  been  one  postoperative  death. 
The  remaining  patients  are  well  and  im- 
proved. 

DISCUSSION 

Dr.  Louis  Levy,  II.  (New  Orleans)  : I wish  to 
congratulate  Dr.  Beskin  on  his  fine  presentation 
and  the  excellent  results  he  has  obtained  in  this 
most  difficult  type  of  surgery.  His  success  with 
cardiac  surgery  in  Baton  Rouge  attests  to  the 
excellent  preoperative,  operative,  and  postopera- 
tive facilities  available  in  that  locality. 

Although  the  capability  and  experience  of  the 


Hyman — Observations  on  Atrial  Septal  Defect 


85 


surgeon  are  the  factors  of  primary  importance 
in  the  success  of  this  type  of  surgery,  it  cannot 
be  re-emphasized  too  strongly  that  other  require- 
ments must  be  fulfilled  in  order  that  satisfactory 
surgical  results  with  the  lowest  possible  morbidity 
and  mortality  be  obtained.  These  factors  are: 
(1)  proper  diagnoses,  (2)  proper  experienced 
anesthetic  care,  and  (3)  close  postoperative  at- 
tention by  all  medical  personnel  including  anes- 
thetists, surgeon,  pediatrician,  and  internist,  and 
by  the  nursing  personnel,  with  particular  atten- 
tion being  focused  on  the  early  signs  of  compli- 
cations. 

If  the  above  requirements  are  met,  then  this 
type  of  surgery  can  be  performed  in  any  locality 
with  results  comparable  to  those  obtained  in  the 
so-called  big  medical  centers.  The  degree  to  which 
any  of  the  above  requirements  are  not  fulfilled 
will,  in  large  part,  determine  the  morbidity  and 
mortality  rate.  Even  the  most  experienced  and 
capable  surgeon  cannot  compensate  for  a wrong 
preoperative  diagnosis  or  an  unnoticed  postopera- 
tive atelectasis,  pneumonitis,  congestive  failure, 
etc.  The  surgeon’s  task  is  certainly  facilitated 
by  a smooth  anesthetic  course,  and  his  problems 
are  multiplied  manifoldly  by  a stormy  anesthetic 
course. 

The  success  which  Dr.  Beskin  has  had  in  at- 
tacking this  difficult  type  of  surgery  should  again 
be  commended  and  reflects  well  on  the  fulfill- 
ment of  the  factors  mentioned  above. 

I believe  it  would  be  in  order  to  say  a few 
words  regarding  the  employment  of  procedures, 
such  as  cardiac  catheterization,  angiocardio- 
graphy, arterial  oxygen  saturation  studies,  and 
dye  dilution  techniques. 

Acquired  cardiovascular  disease  amenable  to 
surgery  includes  constrictive  pericarditis,  cardiac 
trauma,  mitral  stenosis,  certain  aortic  valvular 
lesions,  peripheral  vascular  aneurysmal  and  throm- 
botic lesions,  and  operations  to  improve  coronary 
blood  flow.  Only  occasionally  are  the  procedures 
mentioned  above  of  more  than  academic  interest 
in  acquired  heart  disease.  An  exception  is  the 
use  of  angiocardiography  in  aneurysmal  and 
thrombotic  disease  of  the  aorta.  The  types  of 
congenital  heart  disease  in  which  considerable 
surgical  experience  has  been  obtained  include 
coarctation  of  the  aorta,  patent  ductus  arteriosus, 
tetralogy  of  Fallot,  pulmonary  stenosis,  and  in- 
teratrial septal  defect. 

Patent  ductus  and  coarctation  of  the  aorta 
usually  can  be  diagnosed  clincially  without  use 
of  complicated  laboratory  procedures.  Occasion- 
ally, in  an  infant,  cardiac  catheterization  is  neces- 
sary to  establish  the  diagnosis  of  patent  ductus. 
A graft  should  always  be  available  when  patients 
with  coarctations  are  being  subjected  to  surgery. 
In  the  other  three  types  of  congenital  heart  dis- 
ease, tetralogy  of  Fallot,  pulmonary  stenosis,  and 
interatrial  septal  defect,  cardiac  catheterization 
should  be  performed  prior  to  surgery,  unless  the 


infant’s  status  is  such  that  cardiac  catheterization 
would  increase  the  surgical  risk.  Of  course, 
there  is  no  reason  why  surgery  cannot  be  per- 
formed in  a locality  removed  from  that  where  the 
diagnostic  procedures  are  done.  In  fact,  if  an 
experienced  capable  surgeon  and  proper  anes- 
thesia and  postoperative  facilities  are  available, 
in  most  instances,  this  would  be  preferable,  both 
from  the  patient’s  and  the  medical  standpoint. 

It  seems  to  me  that  cardiac  surgery  should  be 
relegated  to  those  surgeons  who  have  had  ade- 
quate training  and  experience  in  this  field,  and 
should  not  be  attempted  by  those  who  plan  to 
attack  the  problem  of  cardiac  surgery  only  oc- 
casionally or  rarely.  Only  in  this  way  will  satis- 
factory results  be  obtained. 

It  is  obvious  from  Dr.  Beskin’s  excellent  re- 
sults that  Baton  Rouge  represents  a locality  where 
all  requirements  for  satisfactory  cardiac  surgery 
have  been  fulfilled. 

O 

OBSERVATIONS  ON  ATRIAL  SEPTAL 
DEFECT  * 

ALBERT  L.  HYMAN,  M.  D.  f 
New  Orleans 

In  the  Heart  Station  at  Charity  Hospi- 
tal, during  the  past  eight  years,  the  diag- 
nosis of  atrial  septal  defect  has  been  es- 
tablished by  cardiac  catheterization  in  41 
patients.  Upon  review  of  the  clinical  and 
hemodynamic  findings  in  these  cases  sev- 
eral interesting  observations  were  made. 
There  was  much  in  the  hemodynamic  data 
that  was  not  predictable  from  clinical  ex- 
amination. This  report  deals  with  some 
of  these  observations. 

Ages  ranged  from  4 months  to  59  years. 
Twenty-nine  were  over  10  yeai’s  of  age. 
Thirty-six  were  females.  Of  the  entire 
group  of  41  patients  studied,  12  were  phy- 
sically fit,  or  practically  free  of  symptoms. 
All  of  these  12  were  less  than  30  years  of 
age,  and  5 were  less  than  10  years  of  age. 
One  patient  had  been  a boxer  until  age 
30  years,  and  did  not  develop  symptoms 
until  the  age  of  52  years.  Nine  of  the  41 
patients,  however,  were  severely  incapaci- 
tated. This  incapacity  was  usually  associ- 

* Presented  at  the  Seventy-fifth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  May 
4,  1955,  in  New  Orleans. 

f From  the  Department  of  Medicine  of  the  Lou- 
isiana State  University  School  of  Medicine  and 
the  Heart  Station  of  Charity  Hospital  at  New 
Orleans. 
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ated  with  severe  dyspnea  and  weakness, 
rarely  with  peripheral  edema  or  ascites. 

Gestation  and  delivery  were  remarkably 
easy  in  9 of  the  12  women  who  became 
pregnant.  Their  course  was  uneventful 
and  labor  was  not  prolonged  or  difficult. 
Most  of  these  patients  had  several  chil- 
dren. No  cesarian  sections  were  done. 
Three  of  the  patients  were  severe  cardiacs 
with  cyanosis  and  arterial  unsaturation. 
The  course  of  pregnancy  was  extremely 
difficult  in  these  3,  and  1 died  at  the  time 
of  delivery. 

CRITERIA  FOR  DIAGNOSIS 

The  murmur  usually  associated  with 
atrial  septal  defect  is  a loud  blowing  high 
pitched  systolic,  heard  best  at  the  second 
or  third  left  lateral  sternal  edge.  There  is, 
however,  a great  variation  from  patient  to 
patient.  It  may  be  heard  as  high  as  the 
aortic  area  or  as  low  as  the  tricuspid 
area.  We  have  not  encountered  a patient 
without  a murmur.  In  about  one-third  of 
the  cases,  the  murmur  of  mitral  stenosis 
is  encountered  additionally,  and  this  has 
been  referred  to  as  Lutembacher  syn- 
drome. About  half  of  the  cases  had  a 
high  pitched  blowing  diastolic  murmur 
heard  best  at  the  pulmonic  area. 

Fluoroscopic  examination  revealed  sev- 
eral important  findings ; Pulmonary  ves- 
sels were  large  and  pulsated  well.  Pul- 
monary conus  was  prominent.  Right  atri- 
um and  right  ventricle  were  large.  The 
left  atrium  and  aorta  were  small.  The 
left  ventricle  was  normal  but  often  gave 
a false  appearance  of  enlargement  due  to 
posterior  displacement  by  the  enlarged 
right  ventricle.  Barium  esophagram  was 
not  displaced  by  the  left  atrium. 

The  electrocardiogram  is  most  helpful 
in  establishing  the  diagnosis  of  atrial  sep- 
tal defect.  All  of  our  patients  had  either 
a right  bundle  branch  block  or  delay,  or 
right  ventricular  hypertrophy,  or  a com- 
bination of  delay  and  hypertrophy.  At 
early  ages,  when  the  R wave  is  normally 
large  in  V-l  and  the  S wave  present  in 
V-6,  the  ECG  may  be  less  helpful.  Prag- 
matically, if  the  ECG  is  normal,  the  diag- 
nosis is  in  question. 


Cardiac  catherization  is  the  best  clini- 
cal method  of  establishing  the  diagnosis. 
As  the  catheter  is  passed  from  the  su- 
perior vena  cava  into  the  right  atrium, 
a rise  in  oxygen  content  of  the  blood  re- 
moved is  encountered.  Frequently,  the 
catheter  is  actually  passed  through  the  de- 
fect to  the  left  atrium.  A careful  search 
is  made  for  anomalous  pulmonary  veins 
that  may  enter  into  the  right  atrium,  and 
give  identical  oxygen  data.  An  atrial  sep- 
tal defect  is  frequently  associated  with 
these  anomalous  pulmonary  veins. 

CORRELATION  OF  DATA 

Correlation  of  the  hemodynamic  data 
obtained  from  catheterization  with  the 
clinical  findings  was  surprisingly  poor. 
There  was  an  apparent  correlation  of  the 
height  of  the  right  heart  pressure  with 
the  severity  of  the  symptoms  (Fig.  1). 
In  general,  those  with  the  highest  pres- 
sures had  the  greatest  disability.  How- 
ever, two  of  the  severely  incapacitated 
patients  had  rather  low  pressures. 

There  were  several  interesting  data  that 
failed  to  show  any  correlation  with  clini- 
cal and  x-ray  studies.  The  size  of  the 
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heart  bore  no  relationship  to  the  pressure 
within  its  chambers.  Frequently,  those 
with  the  largest  hearts  had  the  lowest 


HEART  SIZE 

NORMAL  (I)  TO  GROSS  ENLARGEMENT  (IV) 


pressure.  Inspection  of  the  chart  revealed 
the  lack  of  relationship  between  the  two 
(Fig.  2). 

The  size  of  the  interatrial  left  to  right 
shunt  bore  no  relationship  to  the  heart 
size.  Some  of  the  smaller  hearts  had  the 
largest  shunts  (Fig.  3).  It  might  have 
been  thought  that  the  larger  heart  in 
Figure  3 would  have  had  the  larger  shunt. 
Catheterization  studies  indicated  the  op- 
posite to  be  the  case.  The  pulmonary 
vessels  were  usually  large  and  pulsated 
vigorously.  Two  patients  were  considered 
to  have  aneurysms  of  the  pulmonary  ves- 
sels. However,  the  size  of  the  pulmonary 
artery  gave  no  clue  as  to  the  pressure  in 
that  vessel  (Fig.  4).  The  Graham-Steele 
murmur  has  been  attributed  to  pulmonary 
hypertension  with  subsequent  dilatation  of 
the  pulmonary  valve  ring.  We  have  fre- 
quently encountered  the  pulmonary  dias- 
tolic murmur  of  Graham-Steele,  but  could 
find  no  relationship  to  the  pressure  in  the 
pulmonary  artery.  There  was  equally  no 
correlation  with  the  quantity  of  blood 
flowing  through  the  pulmonary  artery 
(Fig.  5). 

Engorgement  of  the  pulmonary  vessels 


Figure  3 
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Figure  4. 


on  x-ray  is  generally  attributed  to  in- 
creased flow  through  these  vessels.  In 
most  cases,  there  was  a much  greater 
pulmonary  blood  flow  than  systemic  blood 
flow.  Albeit,  we  could  not  predict  relative 
pulmonary  blood  flow  by  x-ray  studies.  Ac- 


tually, one  of  those  with  the  severest  en- 
gorgement of  the  lungs  had  hardly  more 
pulmonary  blood  flow  than  the  severely  re- 
duced systemic  blood  flow.  (Fig  6). 

The  murmur  of  mitral  stenosis  was  not 
infrequently  heard  in  these  patients.  In 
most,  we  were  able  actually  to  measure 
the  pressure  in  the  left  atrium.  These 
with  the  murmur  of  mitral  stenosis  had 
no  higher  left  atrial  pressure  than  those 
without  this  murmur.  Indeed,  many  pa- 
tients with  this  murmur  had  a normal 
left  atrial  pressure  (Fig.  7). 

PATHOGENESIS  OF  CYANOSIS 

By  measuring  the  arterial  oxygen  satu- 
ration while  the  patient  breathes  100  per 
cent  oxygen,  the  presence  of  a shunting 
of  blood  from  the  right  side  of  the  heart 
to  the  left  side  without  oxygenation  of  the 
lungs  can  be  determined.  The  oxygen 
serves  to  increase  its  barometric  pressure 
to  760  mm.  mercury  and  negate  pulmo- 
nary ventilatory  factors.  Unsaturation 
may  be  present  only  with  exercise,  or  if 
severe,  may  be  present  at  rest  as  well. 
There  are  three  causes  for  this  unsatura- 
tion : 

1.  Large  septal  defect  with  turbulent 
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Figure  6 
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admixture  of  atrial  blood. 

2.  Right  heart  failure  with  increased 
pressure  in  the  right  atrium,  and  reversal 
of  the  flow  from  right  atrium  to  left 
atrium,  instead  of  the  usual  left  atrium  to 
right  atrium  direction. 

3.  Pulmonary  vascular  damage  associ- 
ated with  atrial  septal  defect. 

Although  one  factor  may  be  more  impor- 
tant in  a given  case,  all  three  usually  con- 
tribute. Probably,  the  pulmonary  factor 
is  of  the  least  impoi’tance. 

Nine  of  the  patients  had  this  arterial 
unsaturation.  These  patients  were  the 
most  severely  incapacitated  of  the  group, 
and  pi’esented  the  poorest  prognosis.  In- 
deed, 4 of  these  patients  are  already 
known  to  be  dead.  One  patient,  who  had 
a slight  arterial  unsaturation  during  exer- 
cise, subsequently  became  pregnant  and 
expired  during  delivery. 

Surgical  correction  is  most  ui'gently 
needed  in  those  who  present  arterial  un- 
saturation. It  is  probable  that  correction 
should  be  done  in  all  patients  who  present 
more  than  moderate  symptoms.  Among 
the  considerations  for  indication  for  sur- 
gery, one  particular  caution  must  be  ob- 
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served.  Should  the  pulmonary  flow  be 
less  than  the  systemic  flow,  as  was  illus- 
trated in  one  of  our  patients,  surgery 
should  not  be  considered.  In  this  instance, 
the  pulmonary  arteriolar  disease  is  so 
severe  that  blood  is  actually  shunted  from 
the  right  heart  through  the  defect  to  the 
left  heart  without  passage  through  the 
lungs.  Pulmonary  hypertension  here  is 
very  severe.  Closure  of  this  defect  neces- 
sitates the  passage  of  all  blood  from  the 
right  side  of  the  heart  to  the  lung  before 
entering  the  left  side.  This  results  in  a 
severe  acute  cor  pulmonale,  a fatal  com- 
bination. 

SUMMARY 

Observations  on  41  cases  of  proven 
atrial  septal  defect  are  presented.  Criteria 
for  diagnosis  are  presented.  There  is  a 
correlation  of  the  severity  of  symptoms 
with  the  height  of  the  right  heart  pres- 
sure. There  was  no  correlation  of  the 
pressures,  shunts,  and  blood  flows  with 
fluoroscopic  findings.  The  presence  of 
Graham-Steele  or  mitral  stenosis  murmurs 
did  not  correlate  with  pressures  or  flows 
in  the  pulmonary’  artery  or  left  atrium. 
Pathogensis  of  cyanosis  is  discussed,  and 
its  surgical  connotation  indicated. 

o 

THE  PATIENT  WITH  MINIMAL 
UROLOGIC  SYMPTOMS  * 

GEORGE  BECKMANN,  M.  D.  f 
New  Orleans 

Seemingly  insignificant  symptoms  aris- 
ing from  the  urinary  tract  are  often  the 
only  signs  of  serious  genitourinary  dis- 
ease. Unless  the  physician  specifically 
looks  for  and  heeds  these  signs,  serious 
urologie  conditions  can  easily  be  over- 
looked. 

Urologie  disease  can  affect  both  young 
and  old  alike  but  is  frequently  of  a more 
serious  nature  in  children  since  their 
symptoms  may  be  minimized  or  ignored. 
The  two  most  important  symptoms  in  chil- 

*  Presented  at  the  Seventy-fifth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  New 
Orleans,  May  4,  1955. 

t From  the  Department  of  Urology,  Ochsner 
Clinic,  New  Orleans. 


dren  which  are  frequently  ignored  are 
enuresis  and  pyuria. 

ENURESIS 

Enuresis  is  not  considered  pathologic 
until  the  child  reaches  five  or  six  years 
of  age.  However,  it  is  a mistake  to  tell 
the  parents  of  older  children  with  enuresis 
that  their  child  will  outgrow  this  distress- 
ing symptom.  Although  most  of  these 
cases  are  psychosomatic  in  origin,  a small 
number  actually  are  due  to  real  urinary 
pathologic  conditions.  To  ignore  enuresis 
completely  is  to  run  the  risk  of  over- 
looking some  major  urinary  condition 
which  could  cause  irreversible  damage  if 
not  corrected.  The  most  important  patho- 
logic process  causing  enuresis  is  some  kind 
of  obstruction  at  the  bladder  neck,  such 
as  contracture  of  the  internal  vesical  ori- 
fice, prostatic  valves  in  the  male,  hyper- 
trophy of  the  verumontanum  in  the  male 
or  posterior  urethritis  in  either  sex  due 
to  urinary  infection. 

PYURIA 

The  second  most  important  urologie 
sign  in  children  is  pyuria.  There  should 
never  be  any  pus  cells  in  a centrifuged 
wet  smear  of  a properly  collected  speci- 
men of  urine.  A properly  collected  speci- 
men is  a second  glass  specimen  in  the 
male  and  a catheterized  specimen  in  the 
female.  Pus  in  the  urine  may  or  may  not 
be  accompanied  by  other  urologie  symp- 
toms but  it  must  be  considered  evidence 
of  major  urologie  disease  until  proved 
otherwise  by  appropriate  diagnostic  meth- 
ods. 

The  development  of  fine  urologie  instru- 
ments of  small  calibre,  current  refine- 
ments in  diagnostic  technic  and  adminis- 
tration of  anesthetics  make  it  possible  to 
make  complete  urologie  studies  in  all  chil- 
dren, regardless  of  age,  even  newborns. 
We  believe  that  all  children  with  enuresis 
or  pus  in  the  urine,  even  a single  episode  of 
pyuria,  deserve  complete  urologie  study  to 
rule  out  any  major  urologie  problem.  Com- 
plete urologie  evaluation  should  include,  of 
course,  urinalysis,  physical  examination, 
and  at  least  intravenous  pyelography. 
These  studies  can  be  easily  carried  out  by 
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any  general  practitioner  who  has  access  to 
an  x-ray  machine.  More  elaborate  studies 
which  sometimes  are  required  include  ret- 
rograde pyelography,  cystoscopy,  retro- 
grade cystography  and  aortography.  This 
last  mentioned  study  is  usually  best  car- 
ried out  by  a urologist  because  special 
equipment  is  necessary  for  correct  per- 
formance. 

HEMATURIA 

In  adults  urologic  symptoms  sometimes 
can  be  just  as  subtle  as  those  in  children. 
Probably  one  of  the  most  important  of 
these  is  a single  episode  of  either  gross  or 
microscopic  hematuria.  Blood  in  the  urine 
is  always  an  important  diagnostic  sign 
regardless  of  the  amount.  To  attribute 
such  an  episode  to  passage  of  a small 
stone  or  simply  nephritis  is  to  act  like  the 
proverbial  ostrich  with  his  head  in  the 
sand.  It  is  characteristic  of  tumors  of  the 
renal  cortex  to  cause  intermittent  bouts 
of  hematuria.  As  the  tumor  invades  the 
pelvis,  some  of  the  smaller  blood  vessels 
are  ruptured  causing  a shower  of  blood  or 
red  cells  with  regeneration  of  the  pelvic 
epithelium  over  the  tumor.  The  bleeding 
stops  until  the  tumor  has  grown  a little 
more  and  invaded  a little  further  when 
it  will  recur.  Several  months  may  elapse 
between  the  first  and  second  episodes  of 
bleeding  and  by  this  time  the  opportunity 
for  cure  may  have  been  completely  lost. 
It  is  foolhardy  to  assume  the  cause  of  the 
bleeding  without  actually  confirming  it 
by  accurate  urinary  study.  All  tumors  of 
the  urinary  tract,  whether  primary  or  sec- 
ondary, can  cause  blood  in  the  urine  on 
occasion. 

FEVER 

Another  symptom  which  might  be  con- 
sidered relatively  minor  is  fever  of  un- 
known origin.  All  patients  with  such 
fever  should  have  urologic  study  not  only 
to  determine  whether  the  fever  is  due  to 
urinary  infection  but  also  to  rule  out 
renal  tumors.  Patients  with  large  renal 
tumors  characteristically  have  a low  grade 
fever  probably  as  the  result  of  necrosis 
and  absorption  of  portions  of  the  tumor. 

HYDRONEPHROSIS 

One  of  the  more  common  types  of  renal 


disease  is  hydronephrosis.  It  is  caused  by 
partial  obstruction  to  the  flow  of  urine 
from  one  or  both  kidneys  and  is  generally 
of  rather  insidious  onset.  Once  it  has  be- 
come fully  developed,  however,  it  usually 
produces  severe  symptoms  which  leave  no 
doubt  as  to  the  correct  diagnosis,  although 
a few  patients  have  only  minor  urinary 
symptoms  or  none  at  all.  For  example, 
the  patient  may  complain  of  a dull  ache 
in  one  flank,  which  may  be  diagnosed  as 
a muscle  strain,  prostatitis  or  some  other 
minor  disease.  Other  patients  with  this 
lesion  do  not  have  any  urinary  symptoms 
at  all  but  have  complaints  referable  to  the 
gastrointestinal  tract,  such  as  epigastric 
discomfort  associated  with  eating,  or  pain 
in  the  right  upper  abdominal  quadrant 
frequently  characteristic  of  or  simulating 
gallbladder  disease.  We  have  seen  several 
patients  who  have  undergone  several  ma- 
jor abdominal  explorations  and  removal 
of  various  organs  before  any  one  thought 
of  the  urinary  tract  as  the  possible  source 
of  the  primary  symptom.  Not  uncommon- 
ly patients  with  these  types  of  symptoms 
will  have  a severely  damaged  kidney  by 
the  time  the  correct  diagnosis  is  made  and 
they  will  lose  this  kidney.  Ideally,  of 
course,  an  attempt  should  be  made  to  con- 
serve as  much  renal  tissue  as  possible 
rather  than  allow  it  to  be  destroyed  by 
failure  to  make  the  correct  diagnosis. 

CARCINOMA  OF  PROSTATE 

In  recent  years  the  medical  profession 
and  the  public  in  general  have  become 
much  more  aware  of  the  problem  of  car- 
cinoma of  the  prostate.  The  number  of 
cases  of  early  prostatic  carcinoma  which 
we  see  are  still  extremely  small  compared 
with  the  total  number  of  cases  which  the 
average  urologist  sees.  Successful  treat- 
ment of  this  disease  is  not  necessarily  a 
urologic  problem  but  is  the  concern  of  the 
entire  medical  profession,  and  particularly 
the  general  practitioner,  who  sees  the  pa- 
tient frequently  and  has  the  opportunity 
of  discovering  small  hard  nodules  in  the 
prostate  long  before  the  urologist  might. 
One  of  my  professors  once  told  me  that 
he  could  find  more  pathologic  conditions 
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with  his  index  finger  in  the  rectum  than 
he  could  with  his  stethoscope.  The  pa- 
tient with  early  carcinoma  of  the  prostate, 
that  is,  one  that  can  be  cured  by  radical 
perineal  prostatectomy,  has  no  urologic 
symptoms  at  all.  Symptoms  appear  only 
after  the  lesion  has  spread  beyond  the 
capsule  of  the  prostate  or  the  tumor  has 
become  large  enough  to  obstruct  the  neck 
of  the  bladder.  Frequently,  one  of  the 
first  symptoms  of  carcinoma  of  the  pros- 
tate is  mild  backache  produced  by  meta- 
static disease  in  the  spine,  and  again  the 
diagnosis  is  confirmed  by  inserting  the 
index  finger  in  the  rectum.  Although  the 
disease  is  not  amenable  to  cure  in  this 
stage,  both  the  tumor  and  the  pain  can 
be  controlled  with  female  sex  hormones 
or  with  orchiectomy. 

It  is  entirely  possible  for  a man  to  have 
few  urologic  symptoms  despite  a large 
decompensated  bladder  with  considerable 
residual  urine  and  severe  renal  damage 
from  back  pressure.  He  may  be  urinating 
only  three  or  four  times  a day,  seldom 
getting  up  at  night  and  complaining  only 
of  a small  weak  stream.  This  is  another 
indication  of  far  more  serious  disease  than 
the  urologic  symptoms  would  suggest.  In 
men  50  years  of  age  or  older  whose 
urinary  habits  have  gradually  changed  it 
is  prudent  from  time  to  time  not  only  to 
palpate  the  prostate  rectally  but  also  to 
determine  whether  there  is  any  residual 
urine.  An  outstanding  case  of  this  type 
was  a man  first  seen  three  years  ago 
whose  presenting  complaint  was  weakness, 
which  was  subsequently  found  to  be  due 
to  rather  severe  anemia  secondary  to  bi- 
lateral chronic  pyelonephritis,  which  in 
turn  was  due  to  4000  cc.  of  residual  urine 
with  back  pressure  and  atrophy  of  both 
kidneys.  He  insisted  that  he  urinated 
normally  except  that  his  urinary  stream 
was  smaller  than  it  once  was.  It  was 
interesting  to  note  that  in  this  particular 
patient  the  blood  urea  nitrogen  on  admis- 
sion to  the  hospital  was  90  mg.  per  cent. 
It  required  almost  a year  before  his  con- 
dition was  finally  corrected,  although 
even  now  his  renal  function  is  far  from 


normal,  but  he  is  at  least  emptying  his 
bladder  as  a result  of  transurethral  resec- 
tion which  was  performed  after  a pro- 
longed period  of  urinary  drainage.  This 
patient  was  sent  to  me  by  an  alert  inter- 
nist who  thought  that  there  must  be  some 
explanation  for  the  severe  anemia  in  the 
absence  of  obvious  hemorrhage. 

CONCLUSION 

In  conclusion,  let  me  repeat  again  that 
patients  with  urinary  symptoms  which 
seem  to  be  relatively  innocuous  do  not 
always  have  minor  lesions.  Pathologic 
alterations  in  the  urinary  tract,  in  particu- 
lar, frequently  cause  few  or  no  symptoms 
until  rather  late  and  unless  this  is  kept 
in  mind  during  routine  examination  of 
patients,  such  conditions  might  be  over- 
looked. There  is  nothing  more  tragic 
than  a small  child  with  both  kidneys  com- 
pletely destroyed,  either  by  infection  or  by 
obstruction  to  the  flow  of  urine,  which 
could  easily  have  been  detected  if  his 
“minor”  symptoms  had  been  properly  in- 
terpreted. 

— o 

ROUTINE  PHOTORADIOGRAPHY  OF 
THE  CHEST; 

ITS  VALUE  TO  THE  PRACTICING 
PHYSICIAN  * 

SYDNEY  JACOBS,  M.  D.  f 
New  Orleans 

Photofluorography  is  the  process  of 
photographing  a fluorescent  image  of  the 
chest  on  a film  of  reduced  size,  using  a 
special  camera.  Eleyer,1  in  1896,  was  the 
first  to  apply  it  only  six  months  after 
discovery  of  the  x-ray  by  Roentgen.  It  is 
familiar  to  all  physicians  and  many  lay 
persons  today,  20,000,000  persons  having 
submitted  to  this  method  of  examination 
in  World  War  II.  Within  the  past  two 
decades,  it  has  been  used  increasingly  in 
general  hospitals  on  patients  entering  for 
any  type  of  medical  service.  When  used 
in  this  fashion,  photofluorography  is  of 
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tremendous  service  to  the  practitioner. 
Many  physicians,  not  appreciating  its  val- 
ue, look  upon  it  as  a research  tool  or  as 
something  beyond  the  reach  of  the  average 
hospital.  In  an  effort  to  demonstrate  what 
such  a system  can  achieve  for  a general 
hospital,  results  of  operation  at  the  Chari- 
ty Hospital  of  Louisiana  are  briefly  stated. 

In  the  past  ten  years,  approximately 
590,000  seventy  millimeter  films  have  been 
exposed  at  the  Charity  Hospital  X-Ray 
Unit.  With  the  exception  of  those  too 
sick  to  stand,  all  patients  admitted  to  the 
institution  and  all  outpatients  have  had 
the  benefit  of  photofluorographic  studies. 
The  results  have  been  most  illuminating. 
Of  these  patients  3.42  per  cent  have  been 
found  to  have  pulmonary  lesions  strongly 
suggesting  tuberculosis ; 3.06  per  cent 

were  found  to  have  significant  cardiovas- 
cular disorders  while  2.67  per  cent  dis- 
played nontuberculous  disease  of  the  lungs. 
Thus,  9.15  per  cent  or  nearly  1 in  10 
patients  had  some  demonstrable  disease  of 
the  heart  or  lungs,  usually  not  suspected 
when  the  patient  first  reported  to  the  hos- 
pital. 

i.  tuberculosis 

The  practitioner  obviously  wants  to 
know  whether  his  patient  has  tuberculosis 
of  the  lungs  in  any  phase  of  its  evolution. 
Phthisis  may  progress  as  long  as  two 
years  without  producing  any  symptoms ; 
some  patients  may  intentionally  or  unin- 
tentionally fail  to  report  symptoms  of  pul- 
monary disease  when  being  treated  for 
some  other  illness;  therefore,  nothing  less 
than  routine  chest  x-ray  examination  will 
uncover  such  lesions.  The  public  has  come 
to  accept  chest  x-ray  examinations  as  cus- 
tomary; good  medical  practice  to-day  dic- 
tates that  it  be  part  of  each  general  medi- 
cal examination.  It  is  to  be  emphasized, 
of  course,  that  the  photofluorogram  does 
nothing  more  than  the  standard  14  by  17 
inch  film  in  this  respect : it  renders  visible 
a pulmonary  lesion  but  does  not  determine 
immediately  the  cause,  activity  or  prog- 
nosis. Other  methods  of  physical  and  lab- 
oratory investigation  are  needed  for  this. 
The  photofluorogram  does  very  quickly, 


efficiently,  and  economically  show  a lesion 
where  least  suspected  as  in  the  following 
case : 

J.  M.,  35  year  old  white  female,  was  admitted 
with  a diagnosis  of  intestinal  obstruction.  Rou- 
tine photofluorography  demonstrated  bilateral 
cavitary  pulmonary  disease;  further  studies  made 
possible  a diagnosis  of  tuberculous  enterocolitis 
complicating  far  advanced  pulmonary  tuberculo- 
sis. Antibiotic  therapy  accomplished  inactivation 
of  the  pulmonary  disease  as  well  as  relief  of  the 
intestinal  symptoms. 

II.  CARDIOVASCULAR  DISEASES 

The  exact  proportions  of  persons  enter- 
ing a general  hospital  with  previously  un- 
detected cardiovascular  disease  is  still  un- 
known. In  a small  series  of  those  studied 
at  the  Charity  Hospital  2 it  was  estimated 
that  4 of  each  1,000  patients  had  cardiac 
disease  suspected  neither  by  them  or  by 
the  original  physician.  Approximately 
eight  times  this  number  (3.06  per  cent) 
were  determined  to  have  cardiovascular 
disease  of  some  type  although  most  of 
them  knew  of  its  presence.  It  should  be 
recalled  that  many  of  these  persons  had 
been  brought  to  the  hospital  for  com- 
plaints unrelated  to  the  circulatory  ap- 
paratus. Without  routine  photofluorog- 
raphy, many  of  them  would  have  sub- 
mitted to  various  operative  procedures  be- 
fore their  ability  to  withstand  such  strains 
had  been  properly  evaluated.  The  photo- 
fluorogram, like  the  standard  14  by  17 
inch  film,  often  fails  to  diagnose  cardio- 
vascular disease  before  there  is  signifi- 
cant alteration  of  the  cardiac  silhouette  or 
before  other  demonstrable  abnormalities 
appear.  It  is  therefore  not  as  good  a 
“screening”  device  for  cardiac  disease  as 
it  is  for  pulmonary  lesions;  yet  it  does 
bring  to  light  a certain  number  of  circu- 
latory impediments  which  might  not 
otherwise  be  considered  during  the  course 
of  the  medical  service  for  which  the  pa- 
tient came  to  the  hospital  originally. 

III.  NONTUBERCULOUS  PULMONARY  DISEASE 

Contrary  to  popular  belief,  many  non- 
tuberculous affections  of  the  lungs  may 
not  produce  material  evidence  of  illness 
until  far  advanced.  Many  a patient  has 
reported  for  some  entirely  unrelated  com- 
plaint only  to  be  found  by  routine  photo- 
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fluorographic  study  to  have  an  intrapul- 
monary  disease  threatening  life.  To  cata- 
log the  bewildering  array  of  such  condi- 
tions would  be  almost  a hopeless  task. 
Pulmonary  emphysema,  that  common  dis- 
turber of  the  health  of  our  aging  males, 
has  been  particularly  frequently  encoun- 
tered; tumors  of  the  lungs  in  adults  and 
children ; histoplasmosis,  pneumonia,  and 
cystic  disease  are  at  times  tolerated  by 
the  patient  with  astonishingly  few  symp- 
toms. Over  and  over,  the  lesson  has  been 
taught  that  the  symptoms  of  intrathoracic 
disease  may  be  few  and  delayed  in  ap- 
pearance ; physical  examination  may  be 
disappointing.  Only  the  routine  liberal 
application  of  radiography  of  all  patients 
coming  to  a general  hospital  will  make  it 
possible  that  these  abnormalities  are  found 
early  enough  to  permit  radical  and  lasting 
improvements. 

IV.  MISCELLANEOUS  CONDITIONS 

Often  extrathoracic  disease  may  en- 
croach on  the  thorax  and  first  be  noted 
on  the  routine  film  of  the  chest.  Thyroid 
enlargements,  esophageal  diverticula,  dia- 
phragmatic herniae,  chest  wall  tumors, 
rib  and  bone  destruction  may  thus  be  di- 
agnosed. It  is  instructive  to  ponder  the 
number  of  diagnoses  made  by  a careful 
study  of  the  roentgenogram. 

V.  STIMULUS  TO  THE  EARLY  DIAGNOSIS  OF 
I N T R AT  II O R ACIC  DISEASE 

When  a large  volume  of  photofluoro- 
grams  is  taken,  the  cost  per  film  exposed 
is  quite  low.  Although  few  places  are 
equipped  to  take  photofluorograms  at  the 
Charity  Hospital  rate  of  31  cents,3  most 
places  can  render  this  service  fairly  cheap- 
ly. The  practitioner  who  becomes  accus- 
tomed to  the  enormous  amount  of  infor- 
mation presented  by  the  routine  photo- 
fluorogram,  soon  learns  to  expect  such 
service  generally  and  he  can  obtain  it. 
Almost  any  general  hospital,  regardless  of 
its  size,  can  operate  such  a unit  econom- 
ically. If  the  volume  of  persons  examined 
is  not  large  enough  or  if  special  circum- 
stances dictate  a different  approach,  the 
practitioner  can  obtain  the  same  degree 
of  assistance  in  diagnosis — albeit  at  a 
greater  cost  to  his  patients — by  insisting 


that  each  new  patient  and  each  hospital 
admission  have  a conventional  14  by  17  film 
of  the  chest.  Statistical  analyses  have  re- 
peatedly shown  that  the  individual  inter- 
pretation of  the  film  is  the  all-important 
factor  and  that  the  medium  used  (35  mm.. 
70  mm.,  4 by  5 inch  or  14  by  17  inch 
film)  is  distinctly  of  lesser  importance. 

SUMMARY  AND  CONCLUSIONS 

Photofluorography  of  the  chest  per- 
formed routinely  is  of  value  to  the  prac- 
titioner in  several  respects : it  permits 
him  to  make  an  earlier  diagnosis  of  intra- 
thoracic disease  (whether  cardiovascular, 
tuberculous  or  nontuberculous)  and  to 
single  out  for  further  examinations  those 
patients  needing  such  studies.  It  is  eco- 
nomical, quick,  and  effective,  and  it  is 
accepted  by  the  lay  public.  When  applied 
as  a routine  to  all  patients  entering  gen- 
eral hospitals  for  any  type  of  medical  ser- 
vice, it  sharply  minimizes  the  number  of 
undiagnosed  intrathoracic  disorders  and 
markedly  enhances  the  quality  of  medical 
care  given. 
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GALL  BLADDER  SURGERY: 

A COMPARATIVE  STUDY  * 

LEONARD  H.  STANDER,  M.  D. 

D.  V.  CACIOPPO,  M.  D. 

Baton  Rouge 
INTRODUCTION 

The  purpose  of  this  paper  is  to  con- 
sider the  status  of  gall  bladder  surgery  in 
our  community.  In  order  to  do  this  we 
have  reviewed  the  current  literature,  sum- 
marized the  present  day  thought  on  the 
management  of  gall  bladder  disease,  and 
then  compared  a group  of  cases  done  lo- 
cally in  two  private  institutions.  In  our 
community  we  have  two  private  hospitals 
totaling  approximately  450  beds.  The 
charity  institution  for  this  area  is  in  a 
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nearby  city.  Consequently,  all  of  the  pa- 
tients admitted  are  private  patients  treat- 
ed by  private  physicians  except  when 
emergency  indicates  otherwise.  We  have 
reviewed  450  cases  done  by  a number  of 
surgeons.  Some  of  the  surgeons  are  surgi- 
cal specialists  and  others  are  general  prac- 
titioners. 

HISTORICAL 

Gall  stones  have  been  recognized  as  a 
clinical  entity  for  several  hundred  years. 
Robinson  quotes  a publication  by  Bene- 
verius  dated  1506  on  gall  stones.  Jaun- 
dice, caused  by  common  duct  stones,  was 
described  by  Michael  Ettmiiller  246  years 
ago ; the  common  bile  duct  was  first  ex- 
plored by  Mossey  of  England  in  1882. 
Langenbock  and  Kiimmel  introduced  the 
operation  in  Germany  in  1884.  The  first 
successful  operation  for  common  duct 
stones  was  performed  by  Knowsley-Thorn- 
ton  in  1889.  Transduodenal  approach  for 
ampullary  stones  was  carried  out  by 
Charles  McBurney  in  1891. 

INCIDENCE 

Cholecystectomy  is  one  of  the  most  fre- 
quent major  surgical  procedures.  The  in- 
cidence of  gall  stones  among  adults  over 
thirty  years  of  age  has  been  variously 
estimated  as  from  10  to  20  per  cent.  It 
occurs  approximately  2 to  1 in  females 
as  compared  to  males.  In  our  local  cases 
the  ratio  was  4 to  1.  Furthermore,  in  our 
cases  it  occurred  comparatively  infre- 
quently in  colored  females  as  compared  to 
white  females  and  much  less  frequently  in 
colored  males.  The  relative  number  of 
admissions  may  explain  this  partly;  and, 
also,  it  may  be  that  the  lower  income 
group  does  not  seek  medical  aid  except 
for  acute  symptoms. 

Biliary  tract  disease  is  the  most  com- 
mon condition  requiring  surgery  in  the 
elderly  patient.  In  1000  routine  post- 
mortems, Krump  found  gall  stones  in  ap- 
proximately 50  per  cent  of  the  60  to  80 
age  group.  In  Adams’  and  Stranahan’s 
report  of  an  analysis  of  over  1000  cases 
from  Leahy  Clinic,  75.2  per  cent  occurred 
between  the  ages  of  31  and  60.  In  our 
series,  71.1  per  cent  of  our  patients  were 
in  this  age  group. 


THE  DIAGNOSIS 

This,  of  necessity,  must  be  divided  into 
acute  cholecystitis  and  chronic  cholecys- 
titis with  cholelithiasis.  In  our  group  42 
(9.0  per  cent)  cases  had  acutely  in- 
flamed gall  bladders  and  of  these  89 
per  cent  had  stones.  In  most  cases, 
acute  cholecystitis  is  a complication  of  the 
former.  In  acute  cholecystitis  the  usual 
initiating  factor  for  the  process  is  im- 
paction of  a stone  in  the  cystic  duct.  In 
some  patients  with  acute  cholecystitis  the 
initial  attack  is  when  the  patient  is  first 
seen.  It  may  be  well  to  consider  the  diag- 
nosis of  acute  cholecystitis  first  and  dis- 
pense with  it  as  it  differs  considerably 
from  chronic  cholecystitis.  Frequently  one 
is  able  to  secure  a long  history  of  gall 
bladder  disease  for  which  surgery  was  re- 
fused or  not  advised.  The  signs  and  symp- 
toms vary  a great  deal.  Pain  is  usually 
in  the  right  upper  quadrant  and  may 
have  originated  as  a diffuse  epigastric 
discomfort.  Fever  varies  from  normal  to 
103  F.,  sometimes  higher.  The  important 
signs  in  the  cases  we  have  seen  are  the 
local  findings  of  marked  tenderness  in  the 
gall  bladder  area  with  muscle  guarding 
and  the  presence  of  a tender,  tense  mass 
sliding  below  the  costal  margin.  The  WBC 
varies,  but  usually  shows  an  increase  of 
10  to  20,000  with  polymorphonuclear  leu- 
kocytosis. There  may  or  may  not  be  a 
history  of  jaundice  or  nausea  and  vomit- 
ing. The  symptoms  are  sometimes  not  as 
severe  as  the  local  and  operative  findings 
very  often  indicate.  From  symptoms,  phy- 
sical examination  or  laboratory  findings, 
it  is  difficult  to  estimate  the  exact  nature 
of  the  pathology  — namely,  whether  the 
gall  bladder  is  gangrenous  or  whether 
perforation  is  impending. 

The  ideal  management  of  acute  chole- 
cystitis is  early  operation  with  removal 
of  the  gall  bladder  and  exploration  of  the 
common  bile  duct  as  indicated.  In  about 
half  of  the  cases,  because  of  delayed  hos- 
pitalization, difficulty  in  making  the  di- 
agnosis and  poor  general  condition  of  the 
patient,  this  becomes  too  dangerous.  Un- 
der these  circumstances  one  is  faced  with 
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the  choice  of  conservative  treatment  with 
its  attendant  dangers,  or  a two  stage  pro- 
cedure consisting  of  emergency  cholecys- 
tostomy  followed  by  an  elective  cholecys- 
tectomy in  approximately  one  month.  Al- 
though this  time  limit  apparently  is  ideal 
and  has  been  suggested  by  many  authors 
including  Dunphy  and  Ross,  and  Ochsner, 
De  Camp,  et  al,  one  must  remember  that 
the  inflammatory  process  in  acute  chole- 
cystitis begins  as  a purely  chemical  one 
and  that  the  invasive  infection  is  super- 
imposed after  approximately  forty-eight 
to  seventy-two  hours.  With  the  use  of 
antibiotics  it  is  possible  to  operate  upon 
these  patients  at  a later  hour  and  still 
accomplish  the  desired  results.  One  must 
be  sure  that  the  acute  process  is  subsiding 
before  he  elects  to  treat  acute  cholecystitis 
conservatively  and  defer  operation.  In 
this  series  of  42  cases  of  acute  cholecysti- 
tis, cholecystostomy  was  performed  in  six 
(14.2  per  cent).  This  procedure  was  re- 
served for  the  critically  ill  patients  or 
those  in  whom  the  local  findings  made 
cholecystectomy  hazardous.  In  the  entire 
42  cases  one  death  occurred,  making  a 
mortality  rate  of  2.4  per  cent. 

To  return  to  the  diagnosis  of  chronic 
cholecystitis  and  cholelithiasis,  a careful 
history  is  very  important,  although  dys- 
pepsia or  the  so  called  “windy  indigestion” 
may  be  caused  by  other  conditions  such  as 
peptic  ulcer,  hiatal  hernia,  cardiac  disease 
or  irritable  colon.  Pain  is  the  most  im- 
portant symptom.  Littler  and  Ellis  point 
out  that  it  very  often  has  a nocturnal  fre- 
quency. In  Adams  and  Stranahan’s  cases, 
pain  again  was  the  leading  symptom  oc- 
curring in  over  90  per  cent  of  their  cases. 
Nausea  and  vomiting  is  the  next  most 
common  symptom  occurring  in  some  65 
per  cent  of  Littler  and  Ellis’  cases.  The 
history  of  jaundice  occurs  in  some  18  per 
cent  of  cases.  Cholelithiasis  can  most  of- 
ten be  confirmed  by  x-ray.  In  1924,  Gra- 
ham and  Cole  did  the  first  cholecystogram. 
Today,  with  the  newer  iodine  preparations 
such  as  Telepaque,  a positive  diagnosis  of 
cholelithiasis  can  be  predicted  in  some  95 
per  cent  of  cases.  Only  acute  or  advanced 


chronic  liver  disease  will  interfere  with 
the  tests.  The  test  is  also  probably  worth- 
less in  the  presence  of  jaundice.  Only 
some  10  per  cent  of  gall  stones  are  radio- 
paque on  routine  x-ray  study,  but  by 
cholecystography  approximately  70  per 
cent  of  the  stones  can  be  visualized.  When 
one  adds  the  gall  bladders  that  do  not 
visualize  the  percentage  becomes  quite 
high  in  which  a correct  diagnosis  of  chole- 
lithiasis can  be  made.  In  the  Lahey  Clinic 
series  the  correct  diagnosis  was  stated  to 
have  been  made  in  97.6  per  cent  of  the 
patients  examined  by  x-ray.  In  21.6  per 
cent,  a diagnosis  of  nonfunctioning  gall 
bladder  was  made,  and  in  all  of  these 
cases  stones  were  found  at  operation. 

Of  the  450  cases  in  our  series,  329  had 
the  x-ray  findings  recorded  on  the  hospi- 
tal record.  Of  these,  in  238  (72  per  cent) 
stones  were  visualized  preoperatively.  In 
69  (21  per  cent)  there  was  nonvisualiza- 
tion and,  of  these,  stones  were  found  at 
operation  in  63.  In  17  (5  per  cent)  there 
was  poor  visualization,  and  of  these  there 
were  seven  in  which  stones  were  found 
at  surgery.  In  five  in  which  there  was 
normal  visualization,  no  stones  were 
found  in  any  at  surgery. 

INDICATION  FOR  OPERATION 

Once  the  diagnosis  of  chronic  cholecys- 
titis with  cholelithiasis  has  been  substanti- 
ated, one  is  justified  in  recommending 
surgery  unless  some  strong  contraindica- 
tion to  operation  exists,  as  the  morbidity 
and  mortality  are  less  from  operation  than 
from  possible  complication  of  calculi  of  the 
biliary  tract.  If  the  patient  wishes  to 
put  up  with  indigestion  and  pain,  that  is 
his  choice.  However,  the  impelling  rea- 
sons for  recommending  cholecystectomy 
are  to  avoid  serious  complications  such  as 
(1)  common  duct  stone,  (2)  potential 
hazards  of  attacks  of  acute  cholecystitis, 
(3)  development  of  a cholecysto-enteric 
fistula  with  or  without  gall  stone  intestin- 
al obstruction,  and  (4)  patients  with  long 
standing  gall  bladder  disease  usually  de- 
velop cholangitis,  pancreatitis  and  hepa- 
titis. In  all  of  the  above  conditions,  the 
mortality  is  increased.  A further  indica- 
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tion  is  that  some  2 per  cent  to  4 per  cent 
of  the  gall  bladders  which  show  x-ray 
evidence  of  gall  stones  will  also  contain 
a malignancy.  The  curability  rate  of  car- 
cinoma of  the  gall  bladder  is  reportedly 
2.5  per  cent.  In  our  experience  we  have 
seen  only  one  carcinoma  of  the  gall  blad- 
der operated  upon  with  any  hope  for  cure. 
All  other  carcinomas  of  the  gall  bladder 
were  beyond  cure.  The  percentage  of  tu- 
mors in  the  gall  bladder  vary  considerably 
in  different  institutions;  however,  they 
are  almost  always  associated  with  stones. 
In  the  Leahy  Clinic  series  only  four  tu- 
mors were  found  in  1036  cholecystecto- 
mies making  the  incidence  in  this  series 
0.3  per  cent. 

This  brings  us  to  the  problem  of  the 
silent  gall  stones.  Should  the  silent  gall 
stones  be  removed?  Today,  so  many  pa- 
tients with  G.  I.  symptoms  are  admitted  to 
the  hospital  for  x-ray  work-up  (because 
their  insurance  policies  dictate).  Chole- 
cystogram  is  one  part  of  that  work-up. 
When  stones  in  the  gall  bladder  are  noted, 
are  we  obligated  to  recommend  surgery 
in  all  cases?  Most  surgeons  will  agree 
that  surgery  is  indicated  on  the  basis  of 
avoiding  serious  complications  as  men- 
tioned previously.  Comfort  et  al  in  the 
study  of  a ten  to  twenty  year  follow-up 
of  112  cases  of  silent  gall  stones  found 
that  51  or  45.5  per  cent  developed  symp- 
toms. Of  the  51,  surgery  was  done  on 
24  with  3 deaths  resulting  in  12.5  per 
cent  mortality.  Twenty-eight  patients 
died  of  causes  unrelated  to  gall  bladder 
disease.  Of  the  51  developing  symptoms, 
16  developed  colic,  30  indigestion,  5 jaun- 
dice and  colic.  In  summary,  therefore,  the 
indication  for  cholecystectomy  with  the 
presence  of  cholelithiasis  is  to  prevent 
these  serious  complications  of  acute  chole- 
cystitis, common  bile  duct  stone,  etc. 

In  a study  of  biliary  tract  surgery  in 
the  aged  patient,  Strohl  and  Diffenbaugh 
found  that  biliary  tract  disease  was  the 
most  common  condition  requiring  surgery 
in  the  elderly  patient.  Acute  cholecystitis 
was  present  in  1 of  every  4 patients  with 
cholecystitis,  and  common  duct  stones 


twice  as  frequent.  Common  duct  explora- 
tion further  adds  to  the  risk  of  surgery 
in  aged  patients.  The  mortality  rate  was 
9.3  per  cent.  Age  is  not  a contraindica- 
tion to  biliary  tract  surgery.  Surgery 
should  be  done  before  serious  complica- 
tions develop.  The  large  solitary  stone 
is  the  most  common  offender  causing 
acute  cholecystitis  as  it  drops  down  and 
blocks  off  the  cystic  duct. 

COMMON  DUCT  EXPLORATION 

We  have  used  the  following  indications 
in  our  decision  as  to  when  the  common 
duct  should  be  explored  at  the  time  of 
cholecystectomy:  (1)  Palpable  stone  in 

the  common  duct;  (2)  dilation  or  thicken- 
ing of  the  common  duct;  (3)  small  stones 
in  the  gall  bladder;  (4)  dilated  cystic 
duct;  (5)  history  of  colic  or  jaundice,  or 
jaundice  with  chills  and  fever.  The  pres- 
ence of  jaundice  indicates  common  bile 
duct  stone  in  about  50  per  cent  of  cases ; 
in  the  other  50  per  cent  it  is  due  to 
cholangitis  or  hepatitis.  It  should  also  be 
pointed  out  that  about  50  per  cent  of 
patients  with  stones  in  the  common  bile 
duct  do  not  have  jaundice.  In  a report 
from  the  Mayo  Clinic  of  the  biliary  sur- 
gery for  1953,  of  1093  patients  operated 
upon  for  chronic  cholecystitis,  the  common 
bile  duct  was  explored  in  286  cases;  and 
in  this  number,  stones  were  found  in  123 
of  the  cases.  In  1000  routine  autopsies, 
biliary  duct  stones  were  found  in  24  per 
cent  of  the  bodies  with  chronic  cholecys- 
titis. In  the  Lahey  Clinic  cases  as  re- 
ported by  Adams  and  Stranahan,  45.7 
per  cent  of  the  cases  were  explored  and 
36.9  per  cent  of  the  ducts  explored  con- 
tained stones.  In  our  local  cases,  21.3 
per  cent  of  the  cholecystectomies  had 
choledochotomy,  and  of  this  number 
stones  were  found  in  26  per  cent.  Many 
times  the  surgeon  will  say,  “no  stones  are 
palpated  in  the  common  bile  duct  and  the 
bile  duct  does  not  appear  dilated  and  is 
therefore  not  explored’’.  External  inspec- 
tion and  palpation  of  the  common  bile 
duct  to  detect  stones  are  highly  unreliable. 
We  do  not  feel  that  the  common  bile 
duct  was  explored  in  all  indicated  cases 
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in  the  number  that  we  have  reviewed. 
However,  the  addition  of  choledochotomv 
to  the  operative  procedure,  in  the  hands  of 
the  occasional  operator,  will  certainly  in- 
crease the  hazard  of  the  operation  to  the 
patient.  Before  making  any  recommenda- 
tions, one  must  weigh  this  hazard  against 
the  state  of  conditions  when  a common 
duct  stone  is  left  behind. 

The  standard  method  of  choledochotomv 
and  closure  over  a T-tube  with  biliary 
drainage  works  well  in  most  cases ; how- 
ever, there  are  times  when  it  is  necessary 
to  do  a transduodenal  exploration  of  the 
common  bile  duct.  This  is  especially  true 
when  a stone  can  be  felt  in  the  distal  one- 
third  or  the  retroduodenal  portion  of  the 
common  bile  duct.  Preston  states  that 
according  to  Zollinger,  autopsy  statistics 
reveal  that  duct  stones  are  overlooked  at 
operation  in  about  one-third  of  the  cases. 
When  one  does  not  feel  entirely  pleased 
with  the  result  of  the  exploration  by  the 
standard  method  he  should  use  a trans- 
duodenal approach,  especially  if  there  is 
any  question  of  a lesion  of  the  ampulla 
of  Vater.  Landry  and  Walters  reported 
5 cases  in  which  very  small  ulcerating 
malignant  lesions  were  demonstrated  in 
the  ampulla  of  Vater  in  this  fashion. 

THE  HAZARDS  OF  GALI.  BLADDER  SURGERY 

The  three  great  hazards  of  gall  bladder 
surgery  are  hemorrhage,  common  duct  in- 
jury, and  hepatic  artery  injury.  “Most 
strictures  of  the  biliary  passages  follow- 
ing cholecystectomy  are  due  to  poor  ex- 
posure, consequent  upon  poor  anesthesia, 
inadequate  or  badly  placed  incision, 
over-confidence,  haste,  hemorrhage,  or  a 
lack  of  anatomical  knowledge  on  the  part 
of  the  surgeon.” 6 If  one  is  careful  to 
identify  the  cystic  artery  and  ligate  it 
separately,  and  dissects  the  cystic  duct  at 
its  entrance  into  the  common  bile  duct, 
and  identifies  the  hepatic  ducts  before 
ligating  the  cystic  duct,  he  will  avoid 
many  injuries.  The  common  injuries  that 
occur  are  due  to  grasping  blindly  into  a 
pool  of  blood  with  a hemostat  when  the 
cystic  artery  is  torn,  or  to  improper  iden- 
tification of  vital  structures.  In  this  way 


one  can  injure  the  hepatic  or  common 
duct,  the  portal  vein  or  the  hepatic  artery. 
Injuries  to  the  hepatic  artery  or  its 
branches  lead  to  liver  necrosis  and  death. 
The  common  duct  injuries  can  be  many 
but  can  usually  be  blamed  upon  inade- 
quate dissection  and  identification  of  the 
anatomical  structures.  Once  a calamity 
with  the  common  bile  duct  occurs  and  is 
recognized,  it  is  best  to  insert  a tube  into 
the  duct  and  await  another  day  if  the 
operator  does  not  feel  capable  of  the  task. 

In  the  fair  risk  patient,  common  duct 
exploration  should  not  add  appreciably  to 
the  operative  risk,  if  careful  attention  is 
given  to  minor  details  of  operative  and 
postoperative  care.  In  the  period  of  1953 
at  the  Mayo  Clinic,  in  which  cholecystec- 
tomy for  benign  lesions  in  1125  cases  was 
done,  there  was  a 0.5  per  cent  mortality 
rate.  In  179  cases  in  which  there  was 
choledocholithiasis,  the  mortality  rate 
was  1.1  per  cent.  The  Lahev  Clinic  series 
reported  0.9  per  cent.  The  local  mortality 
rate  was  2.2  per  cent.  The  mortality  rate 
reported  from  most  of  the  large  clinics 
over  the  country  for  cholecystectomy  alone 
is  less  than  1 per  cent. 

The  causes  of  death  when  examined  in 
the  Mayo  Clinic  series  were  cardiac  or 
vascular  almost  without  exception.  In  our 
series  there  were  11  deaths  or  2.4  per 
cent  of  the  total.  The  causes  of  death  in 
these  cases  can  be  listed  as  follows : hepa- 
tic failure — 4,  intestinal  obstruction — 3, 
lower  nephron  syndrome  — 2,  pulmonary 
embolus — 1,  and  cardiac  arrest — 1.  With 
more  careful  preoperative  preparation  and 
postoperative  care  the  mortality  from  liv- 
er failure,  lower  nephron  syndrome,  and 
intestinal  obstruction  might  be  decreased. 
With  the  early  diagnosis  of  postoperative 
intestinal  obstruction  and  the  early  cor- 
rection thereof,  this  cause  of  mortality 
could  be  reduced.  It  is  urged  that  a study 
of  the  causes  of  death  always  be  made  in 
any  local  survey.  It  is  in  this  way  that 
the  mortality  rate  can  be  appreciably  low- 
ered. 

Aside  from  the  morbidity  and  mortality 
already  discussed  there  are  a number  of 
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poor  results  following  cholecystectomy  for 
cholelithiasis.  In  a study  of  the  signifi- 
cance of  the  postoperative  symptoms, 
Whitehouse  has  placed  these  bad  result 
patients  in  three  groups:  (1)  failure  to 
make  a complete  diagnosis  such  as  associ- 
ated peptic  ulcer,  cardiac  disease,  etc. ; 
(2)  technical  reasons,  namely,  common 
duct  stone  being  left  behind,  long  cystic 
duct  remnant  and  strictures  of  the  biliary 
duct;  and  (3)  dyskinesia  of  the  sphincter 
of  Oddi  or  pyloric  spasm.  In  another 
study  of  the  postcholecystectomy  syn- 
drome, Hume  and  Buckston  have  reported 
seven  cases  which  they  have  operated 
upon  and  recovered  cystic  duct  stumps 
which  were  found  to  be  fibrous  and  upon 
excision  and  examination  they  contained 
amputation  neuromas.  All  seven  patients 
were  asymptomatic  during  a long  follow- 
up. 

SUMMARY 

A survey  of  450  cases  of  cholecystecto- 
mies done  in  two  private  hospitals  is  pre- 
sented. Cholelithiasis  was  present  in  90 
per  cent  of  these.  Choledochostomy  was 
performed  in  96  (21.3  per  cent),  and 

stones  were  found  in  the  common  bile 
duct  in  25  (26  per  cent)  of  these. 

Cholecystectomy  should  be  advised  in 
all  cases  of  cholelithiasis  as  the  morbidity 
and  mortality  rates  are  less  from  the  op- 
eration than  from  the  possible  complica- 
tions. 

In  acute  cholecystitis  surgery  is  advised 
if  seen  within  three  to  four  days  from 
onset  of  disease.  If  seen  after  this,  con- 
servative treatment  is  recommended  unless 
progression  of  symptoms  and  findings  is 
noted,  and  then  cholecystostomy  may  be 
necessary.  Cholecystectomy  should  be  done 
four  to  five  weeks  after  subsidence  of  the 
acute  cholecystitis.  Cholecystostomy  is  re- 
served for  the  critically  ill  patients  or 
where  local  findings  make  cholecystectomy 
hazardous. 

The  indications  for  choledochostomy  are 
presence  of  jaundice,  palpable  stones  in 
the  common  bile  duct,  dilated  or  thickened 
bile  duct,  small  stones  in  the  gall  bladder, 
history  of  severe  colic  or  jaundice  with 


chills  and  fever,  and  dilated  cystic  duct. 

In  gall  bladder  surgery,  proficient  sur- 
gical technique,  adequate  exposure,  good 
light,  and  anatomical  identification  of 
vital  structures  are  essential  in  prevent- 
ing surgical  accidents. 

In  the  elderly  or  jaundiced  patient,  pre- 
operative preparation  and  postoperative 
care  should  be  done  meticulously. 
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TRAUMATIC  HYPHEMA  * 

J.  WILLIAM  ROSENTHAL,  M.  D. 

New  Orleans 

Hyphema  occurs  with  more  frequency 
than  is  emphasized  by  the  standard  text- 
books on  ophthalmic  disease,  especially  in 
blunt  injury  to  the  eye.  Traumatic  hy- 
phema should  be  amplified  because  of  the 

* From  the  Department  of  Ophthalmology, 
Charity  Hospital  of  Louisiana  at  New  Orleans. 
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potential  seriousness  of  the  condition. 
Many  eyes  can  be  saved  by  adequate  and 
timely  therapy.  General  practitioners  and 
physicians  with  an  industrial  practice 


should  realize  that  these  injuries  are  im- 
portant and  should  be  searched  for,  even 
in  the  face  of  more  serious  injuries. 

PRESENT  SEIilES 

This  group  of  146  cases  of  traumatic 
hyphema  was  seen  at  Charity  Hospital  in 
a five  year  period.  All  cases  oceuring  in 
this  period  were  not  included — only  those 

TABLE  1 
ETIOLOGY 

Article 

No.  Cases 

Bee  Bee 

26 

Rock 

26 

Stick 

16 

Unknown 

7 

Seashell 

3 

Shoe 

3 

Rope 

3 

Mud 

3 

Rifle  part 

2 

Bullet  wound 

2 

Blunt  injury 

2 

Top 

2 

Beet 

2 

Bottle 

2 

Baseball 

2 

Nail 

2 

Toy  pistol  blow 

2 

Wood 

1 

Picture  frame 

1 

Doorspring 

1 

Torpedo 

1 

Corn  cob 

1 

Soap 

1 

Fist 

1 

Arrow 

1 

Ice  cube 

1 

Rubber  band 

1 

Orange 

1 

Club 

1 

Metal  pipe 

1 

Rubber  sheet 

1 

China  berry 

1 

Kick 

1 

Flower  pot 

1 

Sawdust 

1 

Penny 

1 

Hanger 

1 

Cucumber 

1 

Chain 

1 

Tree  branch 

1 

Potato 

1 

Wrench 

1 

Toy  pistol  shot 

1 

in  which  the  records  were  adequate  for 
this  review. 

Table  1 indicates  the  varied  assortment 
of  objects  which  caused  injury.  The  most 
common  projectile,  beside  the  more  ordi- 
nary missiles,  is  the  air  gun  propelled 
“BB”  pellet.  It  heads  the  list  in  other 
series.  Adequate  legislation  should  outlaw 
this  unnecessary  toy. 

There  were  127  (87  per  cent)  male 
cases  in  this  group  and  19  (13  per  cent) 
female — an  indication  that  it  usually  oc- 
curs in  the  more  vigorous  sex.  Forty-four 
(30  per  cent)  of  the  cases  involved  the 
Caucasian  race  and  102  (70  per  cent) 
were  in  the  Negro  race.  These  latter  per- 
centages may  not  reflect  ordinary  condi- 
tions, as  all  cases  were  treated  in  a chari- 
ty institution. 

It  is  interesting  to  note  that  there  are 
usually  two  types  of  cases  seen:  young- 
sters hurt  at  play,  and  older  persons  in- 
volved in  an  altercation.  The  youngest 
case  occurred  in  a 1 year  old  and  the 
oldest,  60  years,  with  an  average  of  15.9 
years. 

Cases  were  divided  into  two  types: 
partial  hyphema,  (114  or  79  per  cent), 
where  the  anterior  chamber  is  partially 
filled,  and  complete  hyphema  (27  or  18 
per  cent)  in  which  the  anterior  chamber 
is  completely  full  of  blood.  Five  cases  of 
unspecified  type  were  included  because  of 
their  interest.  This  is  also  a convenient 
way  to  divide  cases  for  therapeutic  and 
prognostic  reasons,  as  will  be  brought  out 
later. 

There  was  no  preponderance  of  uni- 
laterality and,  of  course,  no  reason  for  it. 
No  case  was  involved  bilaterally,  but  the 
right  eye  was  injured  in  75  cases  (51.8 
per  cent),  and  the  left  eye  in  71  cases, 
(48.2  per  cent). 

Hyphema  lasted  for  an  average  of  9.7 
days,  with  a range  of  two  days  to  six 
months.  These  figures  include  time  after 
the  accident,  before,  and  during  hospitali- 
zation. 

The  average  length  of  hospitalization 
was  8.64  days,  with  a range  of  1 to  31 
days.  Readmissions  for  further  therapy 
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were  not  included  in  these  figures — only 
the  primary  hospitalization. 

Cases  were  followed  for  an  average  of 
147  days.  Some  were  not  seen  at  all  after 
discharge  from  the  hospital,  but  others 
were  followed  for  as  long  as  three  years 
after  their  original  injury.  Enucleation 
cut  short  this  period  in  7 patients. 

COMPLICATIONS 

All  complications  are  recorded  in  Table 
2.  About  one-third  of  these  patients  suf- 


TABLE 2 


Complications 

No.  Cases  Percent 

None 

51 

34.9 

Traumatic  iritis 

26 

17.8 

Secondary  glaucoma 

21 

14.4 

Recurrent  hemorrhage 

16 

10.9 

Vitreous  hemorrhage 

15 

10.3 

Traumatic  cataract 

11 

7.5 

Corneal  staining 

10 

6.8 

Traumatic  mydriasis 

9 

6.2 

Iridodialysis 

8 

5.5 

Dislocated  lens 

4 

2.7 

Lid  laceration 

4 

2.7 

Corneal  leucoma 

4 

2.7 

Retinal  hemorrhage 

3 

2.1 

Phthisis 

3 

2.1 

Pupillary  membrane 

2 

1.4 

Scleral  rupture 

2 

1.4 

Rupture  of  lens 

2 

1.4 

Commotio  retinae 

2 

1.4 

Corneal  abrasion 

2 

1.4 

Macular  degeneration 

2 

1.4 

Fracture  maxilla 

2 

1.4 

Descemetitis 

1 

0.7 

Limbal  staphyloma 

1 

0.7 

Proptosis  and  antral  wound 

1 

0.7 

Iris  atrophy 

1 

0.7 

Retinal  tear 

1 

0.7 

Lues 

1 

0.7 

Organization  of  AC  & Cornea 

1 

0.7 

Anisocoria 

1 

0.7 

Retinal  detachment 

1 

0.7 

Foreign  body  limbus 

1 

0.7 

Tear  of  choroid 

1 

0.7 

Conjunctival  laceration 

1 

0.7 

fered  no  complication  of 

theii 

’ blowT  or 

hyphema.  Traumatic  iritis 

; was 

described 

in  only  17.8  per  cent  of  this  group.  Such 

a low  figure,  I believe,  is 

due 

to  lack  of 

examination.  All  cases 

should  exhibit 

signs  of  traumatic  iritis. 

The 

same  may 

be  said  of  traumatic  mydriasis. 

Although 

actual  mydriasis  may  not 

be  seen,  some 

degree  of  sphincter  paralysis 

is  usually 

present.  Vitreous  hemorrhage 

was  seen 

especially  in  older  individuals  and/or 
those  with  severe  trauma.  It  resorbed 
surprisingly  well  in  children,  especially  if 
it  were  not  too  massive.  Secondary  glau- 
coma followed  mostly  in  those  cases  with 
complete  hyphema  and  those  with  vitreous 
hemorrhage. 

Secondary,  or  recurrent  hyphema,  is 
the  complication  most  feared  in  an  other- 
wise uneventful  case.  It  was  present  in 
10.9  per  cent  of  this  series.  Hemorrhages 
recurred  up  to  three  times,  and  still  a 
cure  of  the  hyphema  was  obtained.  This 
is  not  the  usual  situation,  as  recurrent 
bleeding  often  leads  to  complete  filling  of 
the  anterior  chamber  and  subsequent  loss 
of  the  eye,  due  to  secondary  glaucoma, 
blood  staining  of  the  cornea,  or  surgical 
complications.  Table  3 records  the  age 


TABLE  3 


Case  No. 

Age 

Secondary 
Oceured  E 
Injury 

Hypliema 
'ays  After 
Paracentesis 

2 

9 

2 

— 

8 

8 

2 

— 

7 

8 

3 

— 

13 

10 

3 

— 

5 

5 

3 

- 

1 

9 

4 & 10 

- 

6 

6 

4 

— 

10 

2 

4 to  7 

— 

15 

8 

6 

— 

12 

9 

6 

— 

4 

55 

7 

— 

14 

13 

7 

2 

9 

9 

9 

- 

11 

11 

14 

2 

and  time  that  secondary  hyphema  oc- 
curred in  relation  to  the  injury  and  in 
relation  to  the  paracentesis  (if  done)  in 
14  cases  of  secondary  hyphema  that  oc- 
curred in  this  series.  It  will  be  noted  that 
secondary  hemorrhage  developed,  on  the 
average,  much  later  in  these  cases  than  in 
others  in  the  literature.  Thygeson  and 
Beard  10  stated  that  the  second  and  third 
post-traumatic  days  are  those  most  to  be 
feared.  Secondary  hyphema  was  seen  at 
an  average  of  5.7  days  after  the  injury 
in  the  cases  being  recorded,  and  occurred 
on  the  second  day  after  paracentesis  in 
both  cases  in  this  series  where  it  devel- 
oped. Nearly  half  of  the  recurrent  hem- 
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orrhages  in  their  series  occurred  in  per- 
sons older  than  13  years ; whereas  all  but 
one  case  in  the  present  series  were  13 
years  old  or  younger. 

No  correlation  of  secondai'y  hyphema 
to  blood  pressure,  diabetes,  blood  clotting 
mechanism  deficiencies,  or  drugs  used, 
was  made  in  this  present  group  of  cases. 

Corneal  staining  was  found  in  10  cases, 
(6.8  per  cent),  and  was  evident,  predomi- 
nantly in  those  persons  suffering  a com- 
plete hyphema  and  glaucoma.  Such  a stain 
is  dense  at  first,  resorbing  in  months  or 
years  from  the  limbus  toward  the  cen- 
ter. Simultaneously,  the  whole  remaining 
stained  area  loses  its  denseness.  Usually, 
vision  does  not  return  after  this  resorption 
because  of  other  injuries.  Retinal  lesions, 
such  as  commotio  retinae  and  simple  hem- 
orrhages were  noted  only  in  a small  per- 
centage of  these  cases,  probably  because 
a search  for  them  was  not  made,  rather 
than  because  of  their  absence.  Many  of 
these  patients  were  children  who  put  up 
such  a struggle  that  it  was  unwise  to  at- 
tempt examination.  In  others,  the  hyphe- 
ma and/or  other  complications,  interfered 
with  posterior  segment  examination. 

THERAPY 

The  therapy  used  most  often  in  this 
series  was  absolute  bed  rest,  with  the 
patient  flat  on  the  back  or  turned  gently 
on  the  uninvolved  side.  Children  and  ap- 
prehensive adults  should  be  well  sedated 
to  attain  this  end.  Some  children,  who  are 
uncooperative,  should  be  restrained  hand 
and  foot.  As  Thygeson  and  Beard  noted, 
however,  excellent  final  results  were  ob- 
tained in  many  uncooperative  patients, 
whereas,  poor  results  were  seen  in  those 
patients  who  were  most  obliging. 

A bilateral  ocular  bandage  was  fre- 
quently used  in  these  cases.  Its  purpose 
was  twofold : to  afford  protection  of  the 
affected  eye  and  to  produce  temporary 
amblyopia,  so  that  the  patient  would  not 
be  tempted  to  strain  and  move  himself, 
(and  his  eyes),  around  to  observe  activity 
in  his  surroundings. 

Atropine  was  used  in  81  per  cent  of  the 
present  series.  The  classical  discussion  of 


whether  to  use  atropine  or  pilocarpine 
now  is  in  order.  The  proponents  of  pilo- 
carpine therapy  say  that  the  hyphema  ab- 
sorbs easier  because  there  is  more  iris 
surface  to  effect  absorption.  Cordes  and 
Horner  also  claim  that  it  should  be  used 
with  secondary  glaucoma  of  hyphema.  I 
believe  that  in  secondary  glaucoma  of  hy- 
phema, the  glaucoma  is  due  to  a massive 
anterior,  or  vitreous  hemorrhage,  which 
should  be  handled  surgically,  and  use  of 
miotics  has  no  place  in  such  therapy.  The 
proponents  of  atropine  say  that  the  eye 
should  be  put  at  rest  to  allay  secondary 
hemorrhage  and  to  decrease  traumatic 
iritis.  This  is  reasonable,  especially  as 
Thygeson  and  Beard  have  demonstrated 
the  frequent  occurrence  of  ciliary  body 
damage.  However,  Fralick  claims  that 
atropine  used  early,  will  produce  vascular 
stasis,  tissue  engorgement,  and  edema  in 
the  anterior  uvea.  Such  edema  and  en- 
gorgement, as  is  produced  by  trauma,  is 
decreased  by  a miotic.  So  we  see  that 
there  are  valid  arguments  on  either  side. 
Cases  have  cleared  up  with  either  drug 
used,  but  personally,  I prefer  atropine. 

Pilocarpine  was  used  in  6 per  cent  of 
the  cases  in  the  present  group,  DFP  in  1 
per  cent  and  prostigmine  in  0.7  per  cent. 
The  latter  two  drugs  are  too  powerful  to 
be  used  in  hyphema  cases,  as  their  pull 
may  increase  ciliary  body  damage. 

Scopolamine  was  used  in  5 per  cent  of 
these  cases,  and  used  only,  I believe,  when 
a sensitivity  to  atropine  was  present. 

Homatropine  was  used  in  6 per  cent  of 
the  present  series  and  is  favored  by  those 
who  use  miotics  with  secondary  glaucoma. 
They  feel  that  if  glaucoma  develops, 
homatropine  will  be  easier  for  miotics  to 
overcome,  rather  than  atropine. 

Although  10  per  cent  neosynephrine  was 
used  in  6 per  cent  of  cases,  that  too,  is 
too  powerful  to  be  used  in  hyphema.  If 
it  were  to  cause  a sudden  strong  pull  on 
a synechium,  a blood  vessel  could  be  torn 
and  secondary  hyphema  result. 

Ten  per  cent  of  cases  were  treated  with 
topical  cortisone,  1 per  cent  with  intra- 
muscular cortisone,  and  one  case  was 
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given  the  drug  subconjunctivally.  Bene- 
dict and  Hollenhorst,1  state  that  subcon- 
junctival cortisone  retards  the  rate  of 
absorption  of  blood  in  hyphemic  eyes. 
In  addition,  it  may  retard  reparative  proc- 
esses that  would  keep  secondary  hyphema 
from  occurring. 

The  problem  of  using  agents  to  aid  the 
blood  clotting  mechanism  is  well  discussed 
by  Thygeson  and  Beard.  They  conclude  that 
vitamin  K is  ineffectual  in  hyphema,  but 
recommend  the  use  of  rutin  and  vitamin 
C to  reduce  the  possibility  of  capillary 
fragility.  In  the  present  cases,  20  per  cent 
received  rutin,  27  per  cent  received  vita- 
min K,  24  per  cent  received  vitamin  C 
and  15  per  cent  received  calcium.  Vita- 
mins A,  B and  D were  used  in  a few  of 
the  cases  here  reported,  but  with  no  par- 
ticular benefit  and  with  no  theoretical 
reason  behind  this  therapy. 

Dionine  was  used  in  one  case  to  acceler- 
ate resorption  of  a corneal  stain,  but  it  did 
not  accomplish  its  purpose. 


TABLE  4 
THERAPY 


No.  Cases 

Percem 

Bed  rest 

130 

89 

Atropine 

118 

81 

Bilateral  patch 

77 

53 

Vitamin  K 

39 

27 

Vitamin  C 

35 

24 

Rutin 

29 

20 

Calcium  22 

22 

15 

Compresses  (Warm) 

22 

15 

Fever  therapy  (Typhoid  IV) 

17 

12 

Cortisone  (Topical  drops) 

14 

10 

Dehydration 

13 

9 

Paracentesis 

12 

8 

Irrigation  anterior  chamber 

10 

7 

Fever  therapy  (Milk  1M) 

10 

7 

Homatropine 

9 

6 

Neosynephrine  10% 

9 

6 

Pilocarpine 

9 

6 

Scopolamine 

8 

5 

Compresses  (Cold) 

5 

3 

Vitamin  B 

3 

2 

Vitamin  D 

3 

1 

D F P 

2 

1 

Cortisone  (IM) 

2 

1 

Salicylates 

1 

0.7 

Cortisone 

1 

0.7 

Dionine 

1 

0.7 

Varidase  (in  AC) 

1 

0.7 

Vitamin  A 

1 

0.7 

Prostigmine 

1 

0.7 

Fever  therapy,  (IV  typhoid),  was  used 
in  12  per  cent  of  these  cases  and  7 per 
cent  received  IM  milk.  Ordinarily  this 
type  therapy  is  contraindicated  in  hy- 
phema, as  is  cortisone  therapy.  In  addi- 
tion, fever  therapy  makes  the  patient 
quite  restless  and  uncomfortable.  If  there 
is  a lens  rupture,  fever  therapy  may  be 
used,  but  only  then. 

Salicylates  were  used  as  therapy  in 
only  one  instance  in  this  group  of  cases, 
so  cannot  be  evaluated  as  therapy. 

Warm  compresses  were  used  in  22,  ( 15 
per  cent),  of  these  cases  and  cold  com- 
presses in  5,  (3  per  cent).  Both  are  con- 
traindicated in  hyphema  as  any  compress 
will  necessitate  removing  the  bandage  and 
other  manipulations  which  are  unecessary 
and  particularly  disturbing  in  children. 
Warm  compresses  will  increase  blood  ves- 
sel size  and  predispose  to  secondary  hem- 
orrhage. 

Nine  per  cent  of  these  cases  received 
dehydration  therapy,  as  recommended  by 
W.  B.  Clark.  All  cases  but  2 did  well,  one 
who  had  severe  injury  and  the  other  who 
had  luetic  optic  atrophy.  This  type  of 
treatment  appears  on  theoretical  grounds 
and  clinical  results,  to  be  reasonable. 
Those  cases  with  secondary  glaucoma 
would  appear  to  be  especially  benefitted. 

Surgical  therapy  was  employed  as  fol- 
lows: paracentesis,  12  cases,  (8  per  cent) 
and  irrigation  of  the  anterior  chamber  in 
10  cases,  (7  per  cent).  Simple,  partial 
hyphema  is  not  a surgical  problem. 
Handling  of  partial  hyphema  with  compli- 
cations depends  on  the  complications  and 
is  left  to  the  surgeon’s  judgment. 

Complete  hyphema  is  always  a surgical 
problem  and  should  be  operated  as  soon 
as  possible.  Incision  should  be  done  at 
twelve  o’clock  on  the  limbus  and  with 
a keratome.  A large  enough  incision 
should  be  made,  (before  loss  of  aqueous), 
so  that  clots  can  be  evacuated,  or  so  that 
it  may  be  enlarged  easily  with  scissors. 
The  incision,  incidentally,  should  be  cor- 
neal, to  avoid  scleral  bleeding.  Anterior 
chamber  irrigation  with  warm  saline 
should  be  done  to  rid  the  anterior  chamber 
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of  clots.  Blind  groping  for  clots  with  for- 
ceps is  to  be  discouraged. 

One  patient  with  complete  hyphema  had 
the  anterior  chamber  irrigated  with  dilute 
streptokinase-streptodornase  solution.  Not 
only  did  the  clot  remain,  but  a terrific 
uveitis  resulted.  Such  treatment  is  not 
recommended. 

RESULTS 

I Total  cases  (146) 


Total  cured  of  hyphema 

133 

(91%) 

Total  lost  eyes 

12 

(8.2%) 

Deserted 

1 

(0.7%) 

Partial  hyphema  cases  (114) 

Total  cured  of  hyphema 

113 

(99.1%) 

Total  lost  eyes 

1 

(0.9%) 

Complete  hyphema  cases  (27) 

Total  cured  of  hyphema 

15 

(55.5%) 

Total  lost  eyes 

11 

(40.7%) 

Undetermined 

1 

(3.8%) 

CONCLUSIONS 

1.  The  one  etiologic  factor  we  can  con- 
trol is  the  use  of  “BE”  guns,  which  should 
be  outlawed  in  states  not  already  having 
this  legislation. 

2.  Cases  in  this  series  were  predomi- 
nantly males,  Negroes  and  children. 

3.  Complications  in  this  series  are  tab- 
ulated. 

4.  Cases  should  be  divided  into  partial 
and  complete  upon  first  being  seen.  The 
former  are  medical  cases  and  the  latter 
are  surgical. 

5.  Secondary  bleeding  occurred  at  an 
average  of  5.7  days  after  injury — longer 
than  reported  in  other  series. 

6.  Ninety-nine  per  cent  of  partial  hy- 
phemas were  cured  in  this  group  and  55.5 


per  cent  of  complete  hyphemas  were  cured. 

7.  Therapy  advocated  in  all  hyphemas 

is : Absolute  bed  rest,  bilateral  patch, 

sedation,  atropine,  rutin,  vitamin  C and 
dehydration.  In  addition,  keratome  inci- 
sion, with  anterior  chamber  irrigation,  is 
recommended  early  with  complete  hy- 
phema. 

8.  Secondary  hemorrhage,  which  is  par- 
tial, calls  for  no  change  in  therapy.  That 
which  completely  fills  the  anterior  cham- 
ber calls  for  immediate  paracentesis  and 
irrigation. 

9.  Hyphema  associated  with  secondary 
glaucoma  calls  for  no  change  in  the  rou- 
tine as  outlined  for  complete  or  partial 
filling  of  the  anterior  chamber. 
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SURVEY  SHOWS  PUBLIC’S  OPINION 
OF  DOCTORS 

The  results  of  a nationwide  survey  to 
show  the  public’s  opinion  of  the  medical 
profession  have  recently  been  announced. 
The  study  was  sponsored  by  the  American 
Medical  Association  in  order  to  find  out 
what  might  be  needed  to  improve  doctors’ 
services.  It  was  authorized  by  the  Board 
of  Trustees,  in  February  1955,  and  con- 
ducted by  Ben  Gaffin  & Associates,  Chi- 
cago, opinion  and  market  research  firm. 


The  interviewing  was  done  by  289  pro- 
fessional surveyors,  and  the  interviewees 
were  selected  so  that  the  proportion  of 
people  from  various  age,  economic,  geo- 
graphical, and  other  groups  matched  the 
proportion  of  such  people  in  the  total  U.S. 
population. 

Among  them  were  3000  private  citizens, 
500  practicing  physicians,  100  editors, 
commentators,  and  columnists,  100  attor- 
neys, 100  registered  nurses,  100  registered 
pharmacists,  and  100  nonphysician  execu- 
tive secretaries  of  state  and  county  medi- 
cal societies. 

The  questions  were  approved  by  the 
American  Medical  Association  but  were 
suggested  by  the  survey  firm,  which  said 
in  its  report  that  “it  is  to  be  emphasized 
that  the  public,  individual  doctors,  and 
the  research  agency  established  the  is- 
sues.” 

In  view  of  the  steady  flow  of  articles  in 
the  daily  press,  and  in  magazines,  such 
a survey  was  most  timely.  Many  of  these 
articles  are  designed  to  be  antagonistic, 
or  slanted  to  be  critical  of  physicians  and 
of  their  conduct  of  the  affairs  of  Ameri- 
can medicine. 

It  was  anticipated  that  the  survey  would 
point  the  way  toward  what  is  needed  to 
improve  doctors’  services,  and  possibly, 
provide  material  with  which  to  combat 
our  critics.  The  results  have  been  both 
reassuring  and  illuminating.  The  findings 
are  quite  voluminous  and  can  be  consid- 
ered under  three  headings:  (1)  the  pub- 
lic’s views  about  physicians,  (2)  the  pub- 
lic’s views  about  organized  medicine  and 
medical  economics,  and  (3)  doctors’  views 
about  organized  medicine. 

When  considering  the  public’s  views 
about  physicians,  it  should  be  realized  that 
America’s  doctors  occupy  a unique  role  in 
modern  life.  The  relationship  of  the  doc- 
tor with  people  is  such  as  to  touch  the 
inmost  portions  of  their  physical  and  emo- 
tional structure.  He  is  the  one  to  whom 
they  look  to  guide  them  through  life’s 
major  crises.  They  unconsciously  endow 
him  with  attributes  he  may  not  possess 
and  come  to  judge  him  by  standards  dif- 
ferent from  those  by  which  they  judge 
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other  human  beings.  It  is  a source  of 
some  consolation,  therefore,  that  what 
they  appear  to  criticize  is  a matter  of 
time  and  economics,  and  not  our  person- 
ality or  ability. 

The  survey  showed  that  most  Ameri- 
cans have  their  own  family  doctor  and 
most  of  them  like  him,  and  like  doctors 
as  a group ; people’s  opinions  gained  from 
their  own  experience  differ  from  those 
based  on  hearsay  or  other  sources;  doctors 
are  more  critical  of  themselves  than  are 
other  people.  When  people  are  critical  of 
physicians  it  is  largely  for  the  cost  of  the 
care;  they  do  not,  however,  think  doctors 
are  trying  to  get  rich  quick.  The  public 
seems  to  be  evenly  split  for  and  against 
the  “sliding  scales’’  of  fees.  About  nine 
out  of  ten  have  a high  opinion  of  the 
family  doctor’s  intelligence,  capability,  de- 
votion to  his  profession,  and  personal  in- 
terest in  patients.  Their  most  unfavor- 
able comment  is  that  he  thinks  he  is 
always  right  and  is  hard  to  reach  for 
emergency  calls. 

When  it  comes  to  the  opinion  of  doctors 
generally,  93  per  cent  of  those  surveyed 
say  doctors  as  a group  are  likeable,  but 
they  use  different  standards  in  judging 
doctors  other  than  their  own.  \\  hen  they 
speak  of  doctors  they  do  not  know  per- 
sonally they  are  critical  mostly  of  fees, 
coldness,  impatience,  lack  of  frankness, 
unavailability,  and  incompetence. 

Five-sixths  of  Americans  have  family 
doctors  and  they  tend  to  think  of  their 
doctor  as  someone  special.  In  their  rea- 
sons for  saying  he  is  different,  32  per 
cent  assign  personal  interest,  sympathy, 
and  kindness;  19  per  cent  competence,  in- 
telligence, and  education;  17  per  cent 
friendliness,  personality,  and  manner;  9 
per  cent  frankness  and  honesty.  When 
given  a chance  to  criticize,  the  leading 
complaint  listed  by  13  per  cent  is  “their 


charges  and  interest  in  money.”  Nine  per 
cent  mentioned  each  of  these  complaints : 
“don’t  take  enough  time  and  hurry  you 
too  much,”  “impersonal,  cold,  independ- 
ent.” and  “not  frank,  speak  half-truths, 
dishonest.”  Some  of  those  listing  dislikes 
said  that  their  complaints  referred  only 
to  “some,  not  most”  doctors. 

The  majority  of  those  interviewed  de- 
nied most  of  the  frequently  voiced  com- 
plaints about  doctors  when  speaking  of 
their  own.  For  instance,  when  speaking 
of  their  own  doctor,  19  per  cent  said  that 
the  doctor  was  hard  to  reach  for  emerg- 
ency calls ; but  in  speaking  of  other  doc- 
tors, 51  per  cent  said  that  he  was  hard 
to  reach.  When  speaking  of  doctors  keep- 
ing people  waiting  longer  than  necessary, 
15  per  cent  said  it  was  true  of  their  own 
doctor,  but  41  per  cent  said  it  was  true 
of  doctors  in  general.  Sixty  per  cent  of 
the  public  say  that  most  doctors  do  not 
give  the  patient  as  much  time  as  the  pa- 
tient would  like ; while  only  18  per  cent 
say  this  is  true  of  their  own  doctor. 

The  survey  shows  that  the  majority  of 
the  public  tries  to  interpret  the  ways  of 
medicine  accurately,  but  it  can  only  do 
this  when  viewed  in  the  light  of  experi- 
ence with  the  individual’s  own  physician. 
Physicians  themselves  can  take  pride  in 
this  indication  of  the  public’s  appreciation 
of  their  efforts  to  discharge  an  obligation 
properly,  and  that  in  some  degree  they 
have  attained  a part  of  the  goal  set  for 
themselves.  However,  they  can  take  heed 
that  in  the  long  run  the  public  can  ac- 
curately assess  their  shortcomings.  The 
basis  for  public  relations  is  in  the  doctor’s 
office. 

The  survey  contains  a mass  of  material 
which  will  be  a valuable  guide  to  the  in- 
dividual and  to  organized  medicine  in  the 
future,  and  the  full  report  will  repay 
study  by  every  physician. 
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ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a uise  one. 


1956  ANNUAL  MEETING 

Have  you  made  arrangements  to  attend  the 
Seventy-sixth  Annual  Meeting  to  be  held  in 
Alexandria  April  23-25?  Requests  for  hotel  res- 
ervations should  be  sent  to  Dr.  D.  B.  Barber, 
200  DeSoto  Street,  Alexandria,  promptly.  Al- 
though accommodations  at  the  Bentley  Hotel, 
headquarters  for  the  meeting,  are  limited,  rooms 
are  now  available  at  the  Evangeline  Hotel  and 
at  several  very  good  motels  and  tourist  courts. 
It  is  necessary,  however,  for  requests  to  be  sub- 
mitted well  in  advance  because  rooms,  not  re- 
served, will  not  be  held  indefinitely  for  use  by 
members  of  the  Society. 

The  local  Committee  on  Arrangements  has 
been  most  active  and  plans  are  nearing  comple- 
tion. All  technical  exhibit  space  has  been  sold 
and  from  applications  received  indication  is  that 
there  will  be  many  interesting  scientific  exhibits. 
Members  desiring  scientific  exhibit  space  should 
apply  through  the  Secretary-Treasurer’s  office 
immediately. 

The  Chairmen  of  the  various  scientific  sec- 
tions have  secured  many  creditable  papers  from 
Louisiana  doctors,  as  well  as  from  several  out- 
of-state  guests,  and  the  Committee  on  Scientific 
Work  will  schedule  presentation  of  these  papers 
in  accordance  with  wishes  of  the  Executive  Com- 
mittee. There  will  be  sessions  on  medicine  and 
on  surgery  held  simultaneously  on  the  mornings 
and  afternoons  of  Tuesday,  April  24  and  Wed- 
nesday, April  25. 

A luncheon,  with  a elinico-pathologic  confer- 
ence, will  be  scheduled  for  Tuesday  and  all  mem- 
bers are  urged  to  make  plans  to  attend  this 
session. 

Specialty  groups  wishing  to  hold  luncheons 
during  the  time  of  the  Annual  Meeting  should 
contact  the  office  of  the  Secretary-Treasurer  so 
that  suitable  arrangements  can  be  made  through 
the  local  Committee  on  Luncheons.  It  should  be 
remembered,  however,  that  luncheons  for  these 
groups  should  not  conflict  with  sessions  of  the 
State  Society  and  therefore  should  be  planned 
for  Wednesday,  April  25,  since  the  luncheon  for 
the  House  of  Delegates  will  be  held  on  Monday 
and  the  membership  luncheon  on  Tuesday. 

The  social  phase  of  the  meeting  will  include 
a golf  tournament  for  all  members  interested 
and  the  dinner  dance  will  be  scheduled  for  the 
last  night  of  the  meeting,  Wednesday,  April  25. 
This  should  be  remembered  when  requesting  ho- 
tel reservations. 

It  is  expected  that  this  will  be  one  of  the  most 


interesting,  instructive  and  enjoyable  meetings 
in  the  history  of  the  State  Society  and  it  is 
hoped  that  there  will  be  an  unprecedented  at- 
tendance. 


OF  INTEREST  TO  ALL  MEMBERS 

Quite  a number  of  new  Representatives  and 
Senators  and  one  definite  Chiropractor  by  the 
name  of  John  S.  Lewis,  in  the  House  from  Beau- 
regard Parish,  will  serve  in  the  House  and  Sen- 
ate for  the  coming  Session.  Our  fight  will  be 
one  in  which  every  member  of  the  State  Society 
should  and  will  be  expected  to  contact  his  Rep- 
resentative and  Senator  in  his  respective  Parish 
or  district.  Request  your  Representative  not 
only  to  vote  against  any  Chiropractic  Bill  that 
might  be  introduced  but,  also  to  avoid  trading 
votes  with  Chiropractor  Lewis,  thereby  obligat- 
ing themselves  to  vote  for  his  Legislation,  which, 
in  all  probability,  will  be  only  one  Bill  and  that 
Bill  will  be  for  licensing  Chiropractors.  Do  this 
immediately.  Don’t  wait  until  the  Legislature  is 
in  Session.  Delay  is  dangerous. 

Our  Legislative  Consultant,  Mr.  Percy  J.  Lan- 
dry, Jr.  has  been  quite  active  in  contacting  can- 
didates and  elected  members  of  the  Legislature 
regarding  possible  legislation  which  might  affect 
the  welfare  of  the  public,  organized  medicine 
and  our  profession. 

You,  as  members,  should,  without  delay,  con- 
tact the  Legislators  advising  them  that  these 
cultists  are  practicing  medicine  illegally.  They 
are  not  qualified  by  education  or  experience  and 
are  a distinct  danger  in  any  community  and  the 
people  who  patronize  these  cultists,  as  you  well 
know,  are  jeopardizing  their  own  best  interests. 
It  is  our  duty  as  physicians  to  inform  and  edu- 
cate the  public  that  these  cultists  are  not  Doc- 
tors of  Medicine  as  a good  many  of  our  people 
think.  Let  them  know  that  they  are  imposters. 


REPORT  OF  COMMITTEE  CHAIRMAN 
AMERICAN  MEDICAL  EDUCATION 
FOUNDATION 

I enclose  material  which  pertains  to  the  recent 
meeting  of  State  Chairmen  of  the  American 
Medical  Education  Foundation  which  I attended. 
The  program  was  along  the  same  lines  as  that 
of  last  year,  the  obvious  objective  of  most  of 
the  morning  session  being  to  sell  the  State 
Chairmen  upon  the  importance  of  the  AMEF 
and  of  the  National  Fund  for  Medical  Educa- 
tion to  the  future  of  the  medical  schools.  I did 
not  need  to  be  sold  on  this  point,  since  the  gifts 
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to  our  own  medical  school  from  the  National 
Fund  for  Medical  Education,  which  are  in  the 
form  of  unrestricted  grants,  have  been  of  great 
help  to  us,  as  they  have  been  to  all  other 
schools.  In  the  past  there  had  been  no  unre- 
stricted funds  in  our  budget  or,  as  I gathered 
at  the  meeting,  in  the  budgets  of  other  medical 
schools.  All  funds  were  rigidly  earmarked  for 
particular  purposes  so  that  little  flexibility  in 
the  teaching  or  research  program  was  possible. 
The  National  Fund  grants  have  enabled  us  to 
begin  educational  and  research  projects  soon 
after  they  were  conceived,  and  those  which  were 
successful  later  received  support  from  ordinary 
University  sources. 

The  last  paper  on  the  morning  program  was 
devoted  to  Medical  Education  Week,  which  is 
described  in  one  of  the  enclosed  folders.  The 
purpose  of  this  week,  which  will  be  officially 
proclaimed  as  such  by  President  Eisenhower,  is 
to  acquaint  the  public  with  the  problems  and 
needs  of  medical  education  as  well  as  to  raise 
funds  for  the  AMEF. 

During  the  afternoon  discussion  some  of  the 
State  Chairmen  criticised  AMEF  for  making 
plans  without  consulting  the  various  States,  es- 
pecially in  relation  to  Medical  Education  Week, 
and  also  remarked  upon  the  fact  that  whereas 
AMEF  had  planned  Medical  Education  Week  to 
be  chiefly  an  educational  venture,  the  National 
Fund  seemed  to  regard  it  principally  as  a fund- 
raising campaign. 

It  was  also  brought  out  that  some  States  have 
made  very  substantial  contributions  to  AMEF, 
whereas  contributions  from  other  States  were 
very,  very  small.  It  was  noted  that  Louisiana 
was  one  of  the  States  in  which  contributions 
were  extremely  small. 

In  a few  States  a compulsory  assessment  or 
a raise  in  dues  has  been  made  as  a means  of 
contribution  to  the  AMEF.  There  was  consider- 
able discussion  as  to  whether  the  group  should 
recommend  to  the  AMA  or  to  the  State  Associ- 
ations that  a policy  of  compulsory  assessments 
be  adopted.  The  body  finally  voted,  with  only 
three  dissenting  votes,  to  go  on  record  as  favor- 
ing compulsory  assessments  for  AMEF.  I was 
one  of  the  three  who  voted  against  this  motion. 
On  the  second  motion,  the  body  again  voted  by 
a substantial  majority  that  assessments  be  made 
at  the  AMA  level.  I also  voted  against  this  mo- 
tion. It  is  my  feeling  that  although  the  AMEF 
and  the  National  Fund  for  Medical  Education 
serve  an  extremely  useful  purpose,  contributions 
by  physicians  to  the  AMEF  or  any  other  cam- 
paign should  not  be  compulsory.  I do,  however, 
favor  an  active  campaign  in  this  State  among 
physicians  to  solicit  contributions  to  the  AMEF. 
Last  year,  although  grants  from  the  National 
Fund  to  the  medical  schools  in  Louisiana  ex- 
ceeded $60,000,  the  total  amount  donated  by 
physicians  in  the  State  was  less  than  $3,000.  I 


recommend  that  prior  to  the  meeting  of  the 
State  Medical  Society  a meeting  of  the  AMEF 
Committee  be  held  so  that  recommendations  may 
be  made  to  the  House  of  Delegates  in  this 
regard. 

EDGAR  HULL,  M.  D.,  Chairman 


PRESIDENTS  & SECRETARIES  OF 
COMPONENT  SOCIETIES 
February,  1956 

ACADIA  PARISH  MEDICAL  SOCIETY 
President:  Dr.  W.  M.  McBride,  Iota 

ALLEN  PARISH  MEDICAL  SOCIETY 
President:  Dr.  H.  W.  Richmond,  Oakdale 

Secretary:  Dr.  James  W.  Mayes,  Jr.,  Kinder 

ASCENSION  PARISH  MEDICAL  SOCIETY 
President:  Dr.  Roy  G.  Folse,  Donaldsonville 
Secretary:  Dr.  Forest  E.  Baker,  Gonzales 

ASSUMPTION  PARISH  MEDICAL  SOCIETY 
Secretary:  Dr.  Julius  IV.  Daigle,  Paineourtville 

AVOYELLES  PARISH  MEDICAL  SOCIETY 
President : Dr.  Ivlrby  C.  Roy,  Mansura 

Secretary:  Dr.  Elmo  J.  Laborde,  Marksville 

BEAUREGARD  PARISH  MEDICAL  SOCIETY 
President : Dr.  Paul  F.  Strecker.  DeRidder 

Secretary:  Dr.  Luke  M.  Marcello,  DeRidder 

BIENVILLE  PARISH  MEDICAL  SOCIETY 
Inactive 

BOSSIER  PARISH  MEDICAL  SOCIETY 
President:  Dr.  H.  C.  McCuller,  Bossier  City 

Secretary:  Dr.  John  B.  Hall,  Benton 

CADDO  (SHREVEPORT)  PARISH  MEDICAL  SOCIETY 
President:  Dr.  C.  E.  Boyd,  6815  Southern  Ave., 
Shreveport 

Secretary:  Dr.  Melvin  F.  Johnson,  Jr.,  940  Margaret 

Place,  Shreveport 

CALCASIEU  PARISH  MEDICAL  SOCIETY 
President:  Dr.  L.  D.  Bishop,  DeQuincy 

Secretary:  Dr.  David  Buttross,  P.  O.  Box  568, 

Lake  Charles 

CLAIBORNE  PARISH  MEDICAL  SOCIETY 
President : Dr.  W.  P.  Gladney.  Homer 

Secretary:  Dr.  James  F.  Gladney,  Jr..  Homer 

CONCORDIA  CATAHOULA  BI-PARISH  MEDICAL 
SOCIETY — Inactive 

DESOTO  PARISH  MEDICAL  SOCIETY 
President:  Dr.  L.  S.  Huckabay.  Cousbatta 

Secretary:  Dr.  Cecil  .T.  Turner,  Box  33,  Mansfield 

EAST  BATON  ROUGE  PARISH  MEDICAL  SOCIETY 
President:  Dr.  Gordon  W.  Peek,  1001  La.  Natl.  Bank 
Bldg.,  Baton  Rouge 

Secretary:  Dr.  Frank  J.  Jones,  P.  O.  Box  2187, 

Baton  Rouge 

EAST  & WEST  FELICIANA  PARISH  MEDICAL 
SOCIETY 

President:  Dr.  William  .1.  Roberts,  Clinton 
Secretary:  Dr.  C.  J.  Addison,  Jackson 

EVANGELINE  PARISH  MEDICAL  SOCIETY 
President:  Dr.  C.  L.  Attaway,  Yille  Platte 
Secretary : Dr.  C.  J.  Aswell,  Ville  Platte 

FRANKLIN  PARISH  MEDICAL  SOCIETY 
President:  Dr.  Henry  Jones,  Wisner 

Secretary:  Dr.  Hollis  T.  Rogers,  Winnsboro 

IBERIA  PARISH  MEDICAL  SOCIETY 
President : Dr.  G.  A.  Beaullieu,  New  Iberia 

Secretary:  Dr.  Roy  G.  LaSalle,  New  Iberia 

IBERVILLE  PARISH  MEDICAL  SOCIETY 
President:  Dr.  R.  D.  Martinez,  Plaquemine 

Secretary:  Dr.  It.  J.  Spedale,  Plaquemine 
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J A C K S O N LINCOLN-UNI O N PARISH  M E D I C A L 
SOCIKTY 

President:  Hr.  D.  L.  Coffman,  Rust  on 

Secretary:  Dr.  D.  M.  Hall.  Ruston 

JEFFERSON  DAVIS  PARISH  MEDICAL  SOCIETY 
President:  Dr.  R.  F.  Miller,  Jennings 

Secretary : Dr.  R.  C.  Romero.  Welsh 

LAFAYETTE  PARISH  MEDICAL  SOCIETY 
President:  Dr.  J.  J.  Romagosa,  017  Gen.  Mouton  St., 

Lafayette 

Secretary : Dr.  E.  W.  Wynne,  50(>  St.  Landry,  Lafayette 

LAFOURCHE  PARISH  MEDICAL  SOCIETY 
President  : Dr.  J.  N.  LeBlanc,  Cutoff 

Secretary:  Dr.  Edward  G.  Rivet.  Raceland 

MOREHOUSE  PARISH  MEDICAL  SOCIETY 
President:  Dr.  G.  D.  Williams,  Mer  Rouge 

Secretary  : Dr.  B.  ,T.  Amoroso,  Bastrop 

NATCHITOCHES  PARISH  MEDICAL  SOCIETY 
President : Dr.  J.  V.  Kaufman,  Natchitoches 

Secretary:  Dr.  A.  F.  Breazeale,  Jr.,  Natchitoches 

ORLEANS  PARISH  MEDICAL  SOCIETY 
President : Dr.  A.  N.  Houston,  3239  Octavia  St., 

New  Orleans 

Secretary : Dr.  J.  Theo  Brierre,  1430  Tulane  Ave., 

New  Orleans 

OUACHITA  PARISH  MEDICAL  SOCIETY 
President:  Dr.  R.  Morgan  Simonton,  317  Calypso  St.. 

Monroe 

Secretary:  Dr.  Mortimer  Raphael,  400  Oak  St..  Monroe 

PLAQUEMINE  PARISH  MEDICAL  SOCIETY 
Inactive 

I’OINTE  COUPEE  PARISH  MEDICAL  SOCIETY 
President : Dr.  G.  Durel,  New  Roads 

Secretary:  Dr.  R.  N.  Helm,  New  Roads 

RAPIDES  PARISH  MEDICAL  SOCIETY 
President:  Dr.  J.  S.  Itozier,  505  Johnson  St.,  Alexandria 

Secretary:  Dr.  W.  R.  Aderhold,  909  Oth  St.,  Alexandria 

RICHLAND  PARISH  MEDICAL  SOCIETY 
Inactive 

RED  RIVER  PARISH  MEDICAL  SOCIETY 
Inactive 

SABINE  PARISH  MEDICAL  SOCIETY 
President  : Dr.  Lloyd  II.  Murdock,  Zwolle 

Secretary:  Dr.  John  A.  Kopfinger.  Many 

ST.  LANDRY  PARISH  MEDICAL  SOCIETY 
President:  Dr.  Fred  .1.  Mayer,  Opelousas 

Secretary:  Dr.  Emile  K Ventre,  Opelousas 

ST.  MARTIN  PARISH  MEDICAL  SOCIETY 
President : Dr.  L.  A.  Morrogh,  Breaux  Bridge 

Secretary:  Dr.  B.  M.  deMahy,  St.  Martinville 


ST.  MARY  PARISH  MEDICAL  SOCIETY 
President:  Dr.  G.  I’.  Musso,  Jr.,  Franklin 

Secretary — Dr.  Hilton  J.  Brown,  Franklin 

ST.  TAMMANY  PARISH  MEDICAL  SOCIETY 
President:  Dr.  M.  .T.  Duplantis,  Covington 

Secretary:  Dr.  G.  W.  Davis,  Mandeville 

TANGIPAHOA  PARISH  MEDICAL  SOCIETY 
President:  Dr.  C.  G.  Aycock,  Hammond 

Secretary:  Dr.  I.  I.  Rosen,  Amite 

TERREBONNE  PARISH  MEDICAL  SOCIETY 
President : Dr.  S.  Clark  Collins,  Houma 

Secretary:  Dr.  Buford  J.  Autin,  414  Lafayette  St.,  Houma 

TRI- PARISH  MEDICAL  SOCIETY 
Inactive 

VERMILION  PARISH  MEDICAL  SOCIETY 
President:  Dr.  R.  J.  Young,  Sr.,  Abbeville 

Secretary:  Dr.  ,T.  R.  Nunez,  Abbeville 

VERNON  PARISH  MEDICAL  SOCIETY 
Inactive 

WASHINGTON  PARISH  MEDICAL  SOCIETY 
President:  Dr.  W.  S.  Harrell,  Bogalusa 

Secretary:  Dr.  C.  W.  Crain,  Bogalusa 

WEBSTER  PARISH  MEDICAL  SOCIETY 
President : Dr.  S.  M.  Richardson,  Minden 

Secretary:  Dr.  T.  A.  Richardson,  Minden 

SECOND  DISTRICT  MEDICAL  SOCIETY 
President:  Dr.  A.  A.  Massony.  Westwego 

Secretary:  Dr.  John  Tanner,  Harvey 

THIRD  DISTRICT  MEDICAL  SOCIETY 
President : Dr.  Harold  M.  Flory,  New  Iberia 

Secretary:  Dr.  Jules  Motty,  New  Iberia 

FOURTH  DISTRICT  MEDICAL  SOCIETY 
President:  Dr.  W.  II.  Carroll,  304  Phys.  «fc  Surg.  Bldg., 

Shreveport 

Secretary:  Dr.  George  E.  Wilson,  Jr.,  1513  Line  Ave., 

Shreveport 

FIFTH  DISTRICT  MEDICAL  SOCIETY 
President:  Dr.  John  Bostick,  Gilbert 

Secretary : Dr.  Richard  Dickenhorst,  209  Telemaque  St., 

Monroe 

SIXTH  DISTRICT  MEDICAL  SOCIETY 
President:  Dr.  II.  Guy  Riche,  Jr.,  Guaranty  Inc.  Life 

Bldg.,  Baton  Rouge 

Secretary  : Dr.  Myron  A.  Walker,  309  Triad  Bldg., 

Baton  Rouge 

SEVENTH  DISTRICT  MEDICAL  SOCIETY 
President:  Dr.  Louis  E.  Shirley.  Sr..  Jennings 
Secretary:  Dr.  Louis  E.  Shirley,  Jr.,  Jennings 

EIGHTH  DISTRICT  MEDICAL  SOCIETY 
President : Dr.  A.  J.  Ochsner,  Alexandria 

Secretary : Dr.  W.  R.  Aderhold,  Alexandria 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Date 

Place 

Fourth  Tuesday  every  other  month 

Lake  Charles 

Second  Tuesday  of  every  month 

Baton  Rouge 

Third  Thursday  of  every  month 
Second  Tuesday  of  every  month 

Bastrop 

Second  Monday  of  every  month 

New  Orleans 

First  Thursday  of  every  month 

Monroe 

First  Monday  of  every  month 
First  Wednesday  of  every  month 
Second  and  fourth  Thursdays 

Alexandria 

of  every  month 

Third  Thursday  of  every  month 

Independence 

First  Tuesday  of  every  month 
First  Thursday  of  every  month 

Shreveport 

Society 
Calcasieu 

East  Baton  Rouge 
Morehouse 
Natchitoches 
Orleans 
Ouachita 
Rapides 
Sabine 
Tangipahoa 

Second  District 
Shreveport 
Vernon 

A CANCER  CONFERENCE 

A working  conference  for  investigators  in  the 
field  of  leukemia  will  be  held  in  New  Orleans, 
La.,  April  10th  and  11th,  sponsored  by  the  Lou- 
isiana Division  of  the  American  Cancer  Society. 

Principals  in  the  conference  include  Dr.  W.  R. 
Arrowsmith  of  the  Ochsner  Clinic  New  Orleans; 
Dr.  G.  John  Buddingh  of  Louisiana  State  Uni- 
versity School  of  medicine;  Dr.  Joseph  H.  Burch- 
enal  of  Sloan-Kettering  Institute  for  Cancer  Re- 
search; Dr.  Walter  J.  Burdette  of  the  University 
of  Missouri  School  of  Medicine;  Dr.  Jacob  Furth 
of  Children’s  Cancer  Research  Foundation;  Dr. 
Alfred  Gellhorn  of  College  of  Physicians  and 
Surgeons,  Columbia  University;  Dr.  Ludwik 
Gross  of  the  Bronx,  New  York,  VA  Hospital; 
Dr.  Arthur  Kirschbaum  of  Baylor  University 
School  of  Medicine;  Dr.  Lloyd  W.  Law  of  the 
National  Cancer  Institute;  Dr.  Charles  C. 
Sprague  of  Tulane  University  School  of  Medi- 
cine; Dr.  Jerome  T.  Syverton  of  the  University 
of  Minnesota;  and  Dr.  Arthur  C.  Upton  of  the 
Oak  Ridge  National  Laboratory. 

Each  principal  in  the  conference  will  present 
a fifteen  minute  paper  on  one  of  three  topics, 
diagnosis,  etiology  or  therapy  of  leukemia,  to  be 
followed  by  general  discussion  among  the  con- 
ference participants. 

Investigators  in  this  and  allied  fields  are  wel- 
come to  attend  any  of  the  four  sessions  to  be 
held  during  the  two  day  conference.  Those 
desiring  to  attend  should  communicate  with  the 
American  Cancer  Society,  822  Perdido  St.,  New 
Orleans  La.  before  April  1st. 


FIVE-MINUTE,  FOOL-PROOF  SPOT  TEST 
FOR  GOLD  DEVELOPED  BY  LSU 
PROFESSOR 

A new  rapid  spot  test  that  identifies  the 
faintest  traces  of  gold  in  five  minutes  is  the 
result  of  a 15-month  search  by  a Louisiana 
State  University  professor. 


The  new  spot  test  is  expected  to  benefit 
chemical  researchers  who  suspect  traces  of  gold 
in  a compound.  The  only  equipment  needed: 
two  test  tubes,  a medicine  dropper,  the  reagent, 
acid,  and  butyl  alcohol. 

Dr.  Philip  W.  West,  Boyd  Professor  of  chem- 
istry at  LSU  and  an  international  authority  on 
spot  test  techniques,  developed  the  new  method 
after  a 15-month  search  for  a proper  reagent,  a 
chemical  that  detects  other  substances. 

Naphthylamine,  used  in  dye  manufacture,  is 
the  reagent  in  Dr.  West’s  process.  The  new 
technique  may  find  an  application  to  medicine 
in  testing  the  blood  of  patients  troubled  by  ar- 
thritis. Small  amounts  of  gold  are  sometimes 
used  to  relieve  the  sufferings  of  arthritis  vic- 
tims. 


BEER  FOUND  HELPFUL  AND  HEART 
PATIENTS  LOVE  IT 

Beer  may  no  longer  be  just  a fond  dream 
to  many  sufferers  of  congestive  heart  failure, 
according  to  a forum  article  in  the  current  is- 
sue of  Diuretic  Review,  distributed  to  the  medi- 
cal profession  by  Lakeside  Laboratories,  Inc.  of 
Milwaukee,  Wise. 

The  article  cites  recent  studies  in  British  and 
Swiss  professional  journals  which  mention  two- 
fold advantages  of  beer  in  the  diet  of  patients 
with  cardiac  failure. 

First,  and  most  important,  is  the  well-known 
diuretic  property  of  beer  in  relieving  liquid  con- 
gestion common  to  sufferers. 

In  one  paper  cited  by  Diuretic  Review,  for  ex- 
ample, a specific  regimen  is  described  by  a spe- 
cialist in  Great  Britain.  Two  bottles  of  beer 
replaced  equivalent  volumes  of  water  in  a total 
fluid  intake  of  one-and-one-half  liters. 

A second  advantage  was  then  observed.  Beer 
can  safely  be  added  to  persons  on  a salt-free 
diet.  The  salt  content  of  the  beverage  is  suffi- 
ciently low. 
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CENSUS  OF  FOREIGN  EXCHANGEES 

Almost  40,000  foreign  students,  scholars  and 
doctors  spent  the  1954-55  academic  year  in  the 
United  States,  according  to  Open  Doors,  the  an- 
nual census  of  foreign  exchangees  in  the  United 
States,  recently  published  by  the  Institute  of  In- 
ternational Education,  1 East  67th  Street,  New 
York  City. 

The  report  gives  data  on  the  34,232  students 
from  abroad  who  studied  in  the  U.  S.  this  last 
year,  on  635  scholars  on  the  faculties  of  U.  S. 
educational  institutions,  and  on  5,036  foreign 
doctors  training  as  interns  or  residents  in  U.  S. 
hospitals.  This  is  the  first  year  in  which  the 
census  has  given  information  on  foreign  scholars 
and  doctors. 

Of  the  total  of  39,903  exchangees,  29  percent 
came  from  the  Far  East;  24  percent  from  Latin 
America;  17  percent  from  Europe;  13  percent 
from  North  America;  13  percent  from  the  Near 
and  Middle  East;  3 percent  from  Africa,  and  1 
percent  from  Oceania. 


COMPREHENSIVE  STUDY  OF  MERCURIAL 
MEDICATION  IN  CARDIAC  CASES 

“Is  there  accumulation  of  mercury  in  the 
course  of  treatment  with  mercurial  diuretics? 

“Is  renal  function  impaired  or  damaged? 

“How  much  mercury  does  accumulate  in  the 
kidney  and  other  vital  organs  after  extensive  use 
of  mercurial  diuretics?” 

Organomercurial  medication  in  heart  failure 
has  been  studied  comprehensively  over  a long 
period  for  laboratory  evidence  of  its  effect  on 
organs  as  well  as  its  clinical  effectiveness,  by 
William  A.  Leff,  M.  D.,  and  Harvey  E.  Nuss- 
baum,  M.  D.,  cardiologists  of  the  Beth  Israel 
Hospital  in  Newark,  N.  J. 

The  battery  of  tests  included  urinalysis,  urea 
nitrogen,  NPN,  creatinine,  P.S.P.  tests,  urea 
clearance  tests,  and  electrolyte  studies.  There 
were  three  deaths  in  this  series,  none  of  whom 
died  in  failure,  and  autopsy  studies  were  made 
in  these  cases. 

They  have  found  oral  organomercurial  diuretic 
chlormerodrin  (Neohydrin-Lakeside  Laboratories) 
clinically  effective  without  evidence  of  renal 
toxicity. 

Moreover,  the  pathologic  studies  have  shown 
no  damage  to  the  liver  and  kidneys,  even  in 
patients  who  received  tremendous  amounts  of 
mercury. 


ASPIRIN  PREFERRED  IN  RHEUMATOID 
ARTHRITIS 

Aspirin  is  the  analgesic  of  choice  in  treating 
rheumatoid  arthritis  and,  combined  with  rest  and 
physical  therapy,  still  constitutes  the  basic  ap- 
proach in  managing  the  condition,  according  to 
a panel  discussion  reported  in  California  Medi- 
cine (82:367,  1955). 

The  panel  consisted  of  Drs.  Ephraim  P.  Engle- 
man,  Howard  J.  Weinberger,  Carlos  F.  Sacasa, 
Nathan  E.  Headley,  Roland  Davison,  Stacy  R. 
Mettier  and  Frederic  W.  Rhinelander. 

Aspirin  not  only  has  proven  analgesic  activity 
in  rheumatoid  arthritis  but  “has  a definite  effect 
on  the  connective  tissues  involved  in  the  dis- 
ease,” Dr.  Davison  stated.  Urging  liberal  use  of 
aspirin,  he  recommended  a dose  of  15  grains 
every  four  hours  during  the  day. 

Various  combinations  of  salicylates  and  other 
drugs,  notably  para-aminobenzoic  acid,  have 
failed  to  demonstrate  any  greater  effectiveness 
than  aspirin,  the  panel  agreed. 


NEW  MALARIA  DRUG  ACTS  FAST  AGAINST 
VIVAX  AND  FALCIPARUM 

Plaquenil,  a new  antimalarial  compound,  re- 
sulted in  rapid  clinical  improvement  in  213 
cases  of  P.  vivax  and  P.  falciparum  infections, 
without  any  toxic  effects,  according  to  Dr.  Mark 
T.  Hoekenga  of  the  United  Fruit  Co.  Hospital  in 
La  Lima,  Honduras. 

Writing  in  the  American  Journal  of  Tropical 
Medicine  and  Hygiene  (4:22,  1955),  he  says  the 
new  antimalarial  was  given  orally  and  parenter- 
ally  to  Honduran  natives  ranging  in  age  from 
seven  to  65  years.  Developed  at  the  Sterling- 
Winthrop  Research  Institute,  Plaquenil  is  pres- 
ently under  clinical  study  by  Winthrop-Stearns 
Inc. 

Dr.  Hoekenga  reports  that  parasites  disap- 
peared and  fevers  were  brought  down  to  normal 
in  18  to  48  hours.  These  results  were  obtained 
both  in  an  orally  treated  group  of  150  patients 
and  in  the  63  who  received  Plaquenil  intra- 
muscularly or  intravenously.  Single  doses  of 
varying  concentrations  were  used  for  all  213 
cases.  Treatment  failed  in  eight  cases  and  only 
three  relapses  were  noted.  The  latter  were 
retreated  and  had  no  further  relapses  at  the 
end  of  one  year’s  observation. 
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The  Mechanism  of  Labour  by  Erik  Rvdberg, 
M.  D.,  Springfield,  Illinois,  Charles  C Thomas, 
1954,  pp  180,  Price  $4.75. 

This  book  is  a presentation  of  the  author’s 
ideas  on  the  mechanism  of  labor,  many  of  which 
are  at  variance  with  the  views  set  forth  in  the 


textbooks  of  obstetrics.  For  example,  his  concept 
of  flexion  of  the  head  is  quite  different  from  the 
usual  one,  so  he  has  described  “positional  flex- 
ion” and  “postural  flexion”.  He  differs  also  as 
regards  the  attitude  of  the  fetus  in  the  uterus, 
and  the  disposition  of  the  fetal  soft  parts.  He  is 
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of  the  opinion  that  the  downward  propulsion  of 
the  child  is  the  result  of  general  intrauterine 
pressure,  and  that  so-called  fetal  axis  pressure, 
transmitted  through  the  spinal  column  to  the 
head,  simply  does  not  exist. 

The  author  states  that  “The  present  writer 
concluded,  therefore — and  this  is  the  essential 
point  of  his  theory — that  the  movements  of  the 
fetal  head  during  labor  are  determined  essenti- 
ally by  the  shape  of  the  head  and  the  shape,  elas- 
ticity, and  plasticity  of  the  wall  of  the  soft  birth 
canal  (Chapter  2).  And  again  “ The  author's  con- 
clusion is  that  the  shape  of  the  fetal  head  is  the 
chief  factor  in  determining  its  movements  during 
labor".  (Chapter  7,  Summary).  In  supporting 
these  contentions  the  author  marshalls  a mass  of 
statistics,  x-ray  studies,  and  experiments  with 
models  which  make  quite  an  impressive  presenta- 
tion. It  is  a book  which  can  not  be  read  casually; 
it  must  be  studied,  analyzed,  and  intellectually 
digested.  It  is  well  written  and  the  author’s 
views  are  well  presented  and  seemingly  well  sub- 
stantiated. It  is  recommended  for  the  thoughtful 
perusal  of  everyone  in  the  field  of  obstetrics. 

E.  L.  King,  M.  D. 


The  Auxiliary  Heart;  by  William  Walter  Wasson, 

Springfield,  111.,  Charles  C Thomas,  1954,  pp. 

184.  Price  $10.50. 

The  author  uses  the  term  “auxiliary  heart”  to 
include  all  the  factors  which  aid  the  heart  in  pro- 
pelling the  blood  through  the  lungs.  He  discusses 
the  part  played  by  (1)  the  alternating  changes  in 
pressure  associated  with  the  muscular  action  of 
the  thoracic  cage  and  diaphragm,  and  the  counter 
action  of  the  elastic  tissue  of  the  lung  itself; 
(2)  the  pressure  gradient  in  the  vascular  system. 

He  believes  that  the  lack  of  any  relative  in- 
crease in  the  thickness  of  the  right  ventricle  in 
post  fetal  life  indicates  that  the  measure  of  aid 
given  by  the  “auxiliary  heart”  is  the  difference 
in  the  amount  of  blood  pumped  through  the  lung 
by  the  adult  as  compared  with  the  fetal  type  of 
circulation. 

He  states  that  the  propulsion  of  the  lymph 
through  the  lung  is  brought  about  by  the  same 
factors  which  constitute  the  “auxiliary  heart”. 

The  effects  of  interfering  with  the  functions  of 
the  auxiliary  heart  are  described.  The  secondary 
changes  occurring  when  anoxia  supervenes  are 
briefly  touched  upon. 

More  than  half  of  the  main  part  of  the  book 


is  composed  of  excellent  diagrams  and  reproduc- 
tions of  illustrative  radiographs.  The  final  chap- 
ter is  a historical  sketch  of  the  lesser  circulation 
by  Mindell  W.  Stein,  B.S. 

The  book  constitutes  a good  review  of  certain 
aspects  of  thoracic  physiology. 

Charles  Oderr,  M.  D. 


Reactions  with  Drug  Therapy;  by  Harry  L.  Alex- 
ander, M.  D.,  Philadelphia,  Pa.,  W.  B.  Saunders 
Company,  1955,  Pp  301,  Price  $7.50. 

After  some  brief  introductory  remarks  on  drug 
reactions,  the  author  devotes  a chapter  to  the 
mechanisms  of  drug  hypersensitivity  and  cross 
reactions  between  drugs  as  well  as  other  chemical 
compounds.  The  historical  data  and  explanations 
are  brief  but  adequate,  and  the  references  listed 
provide  ample  source  material  for  the  student 
who  wishes  to  pursue  further  this  aspect  of  drug 
reactions. 

The  next  two  chapters  describe  the  various 
dermatologic  manifestations  and  systemic  patterns 
which  can  be  produced  by  drug  hypersensitivity. 
The  numerous  tables  in  these  chapters  provide 
helpful  sources  from  which  one  can  find  the  drugs 
which  most  frequently  induce  the  various  specific 
reaction  patterns. 

The  remainder  of  the  book  deals  with  individu- 
al compounds  or  groups  of  compounds  as  regards 
the  frequency,  the  description,  and  something  of 
the  treatment  of  the  dermatologic  and  systemic 
patterns  they  induce.  Such  information  is  of 
undoubted  practical  benefit  to  anyone  who  is  us- 
ing drug  therapy,  but  the  author  attempts  in 
most  cases  to  limit  the  text  to  reactions  due  only 
to  hypersensitivity.  This  limitation  reduces  the 
practical  scope  of  the  book  because  the  reader  is 
not  warned  of  such  ill  effects  as  cinchonism,  the 
hepatoxic  effect  of  carbon  tetrachloride,  or  the 
premalignant  nature  of  arsenical  hyperkeratoses. 

References  are  abundantly  supplied  after  each 
chapter  in  the  book. 

Marvin  E.  Chernosky,  M.  D. 


PUBLICATIONS  RECEIVED 

Little,  Brown  and  Company,  Boston:  Ciba 

Foundation  Symposium  on  Experimental  Tuber- 
culosis, Bacillus  and  Host,  with  an  Addendum  of 
Leprosy. 

Charles  C Thomas,  Publisher,  Springfield,  111.: 
Joint  Ligament  Relaxation  Treated  by  Fibro- 
Osseous  Proliferation,  by  George  S.  Hackett, 
M.  D. 
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MICTINE*  — ORAL  NON-MERCURIAL  DIURETIC 


New  Orally  Effective  Diuretic 
for  Congestive  Edema 

Best  results  are  obtained  when  Mictine  is  administered  with  meals 
on  an  interrupted  dosage  schedule. 


WITHOUT  MICTINE  — Prior  to  diuretic  therapy 
excessive  sodium  and  water  are  characteristically  re- 
tained in  the  edematous  patient. 


WI  TH  MICTINE  — Inhibition  of  the  reabsorplion  of 
sodium  ion  leads  to  an  increased  excretion  of  sodium 
ion,  water  and  chloride. 


An  effective  diuretic  has  been  described  as 
one  which  causes  excretion  of  water,  so- 
dium and  chloride  in  amounts  sufficient  to 
reduce  the  edema  but  not  to  result  in  salt 
depletion. 

Mictine  (brand  of  aminometradine) 
introduces  to  clinical  practice  an  improved 
diuretic  which  not  only  meets  the  standard 
qualifications  but  has  these  seven  addi- 
tional advantages: 

Mictine  is  orally  effective;  it  is  not  a 
mercurial;  it  has  no  known  contra- 
indications; it  does  not  upset  the  acid-base 
balance;  it  exerts  no  significant  influence 
on  electrolyte  balance;  it  may  be  given  in 
the  presence  of  renal  or  hepatic  diseases; 
it  is  well  tolerated. 

As  with  most  effective  therapeutic 
agents,  in  high  dosage  Mictine  may  cause 
some  side  effects  in  some  patients;  how- 
ever, on  three  tablets  daily  side  effects 
(anorexia  and  nausea,  rarely  vomiting, 

♦Trademark  of  G.  D.  Searle  & Co. 


diarrhea  or  headache)  are  minimal  or 
absent. 

Clinically,  Mictine  is  useful  in  the  main- 
tenance of  an  edema-free  state  in  all  pa- 
tients and  for  initial  and  continuing  diuresis 
in  mild  or  moderate  congestive  failure.  It 
is  not  intended  for  initial  diuresis  in  severe 
congestive  failure  unless  either  sensitivity 
or  tolerance  to  other  diuretics  has  devel- 
oped in  the  patient. 

The  maintenance  dosage  of  Mictine,  as 
well  as  for  initial  diuresis  in  mild  or  mod- 
erate congestive  heart  failure,  is  one  to  four 
200-mg.  tablets  daily  in  divided  doses;  the 
dosage  for  initial  diuresis  in  severe  conges- 
tive failure,  under  the  conditions  already 
described,  is  four  to  six  tablets  daily.  For 
either  use,  it  is  recommended  that  Mictine 
be  prescribed  with  meals  on  interrupted 
dosage  schedules;  that  is,  prescribing  Mic- 
tine on  alternate  days  or  for  three  consecu- 
tive days  and  omitting  it  the  next  four  days. 


Descriptive  literature  and  clinical  trial 
packages  are  available  on  request  to  . . . 


P.  O.  Box  5110,  B 
Chicago  80,  Illinois 
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Tetracycline  Lederle 


widely  prescribed  because  of  these 
important  advantages: 

1)  rapid  diffusion  and  penetration 

2)  prompt  control  of  infection 


A 
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3)  true  broad-spectrum  activity  (prove* 
effective  against  a wide  variety  of 
infections  caused  by  Gram-positive 
Gram-negative  bacteria,  rickettsiae, 
certain  viruses  and  protozoa) 


At 
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4)  negligible  side  effects 

5)  every  gram  produced  in  Lederle’s  o\ 
laboratories  under  rigid  quality  con 
and  offered  onlv  under  the  Lederle  1 
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6)  a complete  line  of  dosage  forms 


LE 


in  prolonged  illness , prescribe 

ACHROMYCIN  SF 

TETRACYCLINE  with  STRESS  FORMULA  VITAMINS 

Attacks  the  infection,  bolsters  the  body’s  natural 
defense.  Stress  vitamin  formula  suggested  by 
the  National  Research  Council  in  dry-filled, 
sealed  capsules  with  Achromycin,  250  mg. 

Also  available:  Achromycin  SF  Oral 
Suspension  (Cherry  Flavor),  125  mg.  per  5 cc. 
plus  vitamins. 


filled  sealed  capsules 


(a  Lederle  exclusive!)  for  more  rapid 
and  complete  absorption.  No  oils, 
no  paste,  tamperproof! 


LEDERLE  LABORATORIES  DIVISION  American  Cifti/uunul  company  PEARL  RIVER,  NEW  YORK 

*«EG.  U.  « 


PAT.  OFF. 
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What  makes  Wceroy 
different  from 
other  filter  cigarettes  ? 


The  VICEROY  filter  tip  contains  20,000 
tiny  filters  made  exclusively  from  pure 
cellulose  . . . soft,  snow-white,  natural. 
This  is  twice  as  many  filters  as  the  other 
two  largest-selling  filter  brands. 


That  is  why  VICEROY  gives  you  such 
a fresh,  clean  taste — that  real  tobacco 
taste  you  miss  in  other  filter  brands.  No 
wonder  so  many  doctors  now  smoke  and 
recommend  King-Size  VICEROYS. 


m 


\ 


Hf  Us  l/tCBtbx/  you.  Cdh  ~1 fe// 

-the.  difference,  fitnc/folded ! 


King-Size 
Filter  Tip 


Viceroy 


Viceroy 

filter  Z 7ip 

CIGARETTES 

KING-SIZE 
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You  can  specify 


PABLUM 


with  confidence! 


As  a physician,  you  appreciate  the 
strictness  of  pharmaceutical  stand- 
ards. Pablum  Cereals  are  the  only 
baby  cereals  made  by  nutritional  and 
pharmaceutical  specialists.  That’s  why 
you  can  specify  Pablum  Cereals  with 
confidence. 

All  four  Pablum  varieties  are  espe- 
cially enriched  with  iron  in  its  most 
assimilable  form.  And  all  are  enriched 
with  thiamine,  riboflavin,  calcium, 
phosphorus  and  copper. 

To  be  sure  infants  enjoy  Pablum 
Cereals,  our  scientists  work  tirelessly 
to  make  them  wonderfully  smooth  in 
texture,  delightfully  delicate  in  flavor. 
For  your  young  patients,  suggest: 

Pablum  Mixed  Cereal 
Pablum  Barley  Cereal 
Pablum  Rice  Cereal 
Pablum  Oatmeal 


PoMmvb  P/i(Kfucfo 


Division  of  mead  johnson  & co.,  Evansville,  inoiana 


MANUFACTURERS  OF  NUTRITIONAL  AND  PHARMACEUTICAL  PRODUCTS. 
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routine  J 

physiologic 

support 

for  your  ^ 

aging 

patients 

"therapeutic  bile" 

DECHOLIN 

one  tablet  t.i.d. 

to  improve  liver  function 1 
to  produce  fluid  bile 2 
to  restore'  intestinal  f miction3 

Clinical  evidence  substantiates 
the  value  of  hy dr ocholeresis  with 
Decholin  as  routine  adjunctive 
therapy  in  older  patients. 

(1)  Schwimmer,  D.;  Boyd,  L.  J.,  and 
Rubin, S.H.:  Bull. New  York  M.Coll. 
76:102,  1953.  (2)  Crenshaw,  J.  F.: 
Am.  J.  Digest.  Dis.  77:387,  1950. 
(3)  King,  J.  C.:  Am.  J.  Digest.  Dis. 
22: 102,  1955. 

Decholin  (dehydrocholic  acid,  Ames) 
and  Decholin  Sodium  (sodium  dehy- 
drocholate,  Ames). 

AMES  COMPANY,  INC. 
Elkhart,  Indiana 

Ames  Company  of  Canada,  Ltd.,  Toronto 

*'  06856 
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I KNOX 


Maintaining  Lean  Body  Mass 
in  the  Edentulous  Geriatric  Patient 


KNOX 

f 


Extensive  loss  of  body  protein  can  occur  in  either 
the  spare  or  obese  geriatric  patient.  But  whatever 
the  patient’s  somatotype,  a decrease  in  lean  body 
mass  is  usually  the  result  of  inadequate  protein 
intake  due  to  poor  dentition,  slowed-down  diges- 
tion and  quite  frequently,  unappetizing  main 
dishes. 

Knox  Gelatine  is  an  excellent  non-residue  pro- 
tein which  is  easy  to  chew  and  readily  digested  and 
assimilated.  As  a vehicle  for  many  foods,  Knox 
Gelatine  brightens  bland  diets,  giving  a new  inter- 
est to  jaded  appetites.  As  a concentrated  protein 
drink,  Knox  Gelatine  supplies  seven  out  of  eight 
essential  amino  acids  and  a majority  of  the  other 
amino  acids  composing  protein. 


Specific  suggestions  on  how  to  use  Knox  Gela- 
tine in  different  types  of  geriatric  diets  are  de- 
scribed in  the  booklets  listed  in  the  coupon  below. 

f ........... 

■ • 

• Chas.  B.  Knox  Gelatine  Company,  Inc. 

Professional  Service  Department  SJ-15 
Johnstown,  N.  Y. 

J Indicate  number  of  special  diet  booklets  desired 
J for  your  patients  opposite  title: 

■ * 

« GERIATRIC REDUCING . 

J DIABETIC CONVALESCENT j 

I I 

1 YOUR  NAME  AND  ADDRESS 


l 
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For 


Nervous  and  Mental  Diseases 


Phone  Fairdale  2678  DALLAS  1,  TEXAS  P.  0.  Box  1769 


Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational  ther- 
apy. All  other  accepted  methods  of  psychiatric  treatment. 


NARCOTIC  CASES  NOT  ADMITTED 


THE  STAFF 

Guy  F.  Witt,  M.D.,  Medical  Director  Howard  M.  Burkett,  M.D.,  Associate  Psychiatrist 

Perry  C.  Talkington,  M.D.  ) n.  James  K.  Peden,  M.D.,  Associate  Psychiatrist 

Chas.  L.  Bloss,  M.D.  J t.o-L>i rectors  pred  H Jordan>  m.D.,  Resident  Psychiatrist 

Mrs.  Anne  Gilcrease,  R.N.,  Director  of  Nurses 
Ralph  M.  Barnette,  Jr.,  Business  Manager 
Miss  Geraldine  Skinner,  Director  of  Occupational  Therapy 


TIMBERLAWN  SAN1TARIIUM 


NOW 


Our  Direct  Teletype  Service 

Brings  Anything  You  Need  m NUwW* 


Through  your  local  Mueller  representatives  you  now  have  access  to  all  our 
world-wide  resources  for  fine  surgical  instruments,  equipment,  supplies — 
everything  you  need.  Fast  teletype  service,  in  addition  to  substantial  local 
stocks,  brings  you  fast  deliveries.  Highest  quality,  too,  and  at  reasonable  cost. 


Instruments  For  All  Surgery 
Office  and  Hospital  Furniture 
Surgical  Equipment 
Explosion-Proof  Ether-Vacuum  Units 
Mueller  Surgical  Pumps 
Mueller  Electronic  Tonometer 
Mueller  Giant  Eye  Magnet 
Rubber  Goods — Sundries 
Sutures — Dressings — All  Kinds 


Instrument 
Makers 
To  The 
Profession 

Since  1895 


EXCELLENT  REPAIR  SERVICE 

Take  advantage,  too,  of  our  competent 
repair  service  . . . Money-saving  repairs 
of  your  diagnostic  and  surgical  instru- 
ments are  made  promptly  and  prop- 
erly . . . Our  main  plant  has  complete 
facilities  for  thorough  reconditioning, 
resharpening  and  replating. 


rflScMujeUeSi 

IN  DALLAS 

Medical  Arts  Building 

Telephone  PRospect  4881 


& 6e-. 

IN  HOUSTON 
Hermann  Prof.  Building 
Telephone  JAckson  3-8133 


MAIN  PLANT  AND  GENERAL  OFFICES:  330  SOUTH  HONORE  STREET,  CHICAGO  12 


Upjohn 


Rheumatoid  arthritis, 
rheumatic  fever, 
intractable  asthma, 
allergies . . . 


Supplied: 

5 mg.  tablets  in  bottles  of  50 
10  mg.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  500 

• REGISTERED  TRADEMARK  FOR  THE  UPJOHN 
BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 


The  Upjohn  Company,  Kalamazoo,  Michigan 


8/12/55 

DISCHARGE  SUMMARY 

Patient,  white  female,  age  39,  entered  hospital  with  a 

diagnosis  of  lymphoma,  proved  to  be  lymphosarcoma  by 

biopsy. 

Initially  she  was  treated  by  X-ray  radiation,  adrenal  cortical 

hormone  and  an  antinauseant.  During  this  regimen  she 

developed  a generalized  rash  which  became  infected.  This 

was  a drug  reaction  with  infection  due  either  to  (1)  scratching 

| 

or  (2)  a low  WBC  count  due  to  radiation.  A number  of  boil- 

like  lesions  appeared  over  the  body. 

On  8/4  penicillin  was  started  in  a dosage  of  600,000  units 

daily.  Penicillin  was  continued  for  six  days  during  which 

time  the  pyoderma  became  worse. 

| 

Aspirated  material  from  the  lesions  yielded  hem.  S.  aureus. 

coag.  + and  the  following  sensitivities  were  obtained: 

penicillin,  more  than  10  units;  erythromycin,  10  meg.  ; 

tetracycline,  50  meg.  When  these  results  became  available 

penicillin  was  discontinued. 

On  8/9,  erythromycin  was  started  in  a dosage  of  200  mgm. 
q.  i.  d.  Marked  improvement  was  noted  very  soon  and  by 


8/  12  almost  complete  healing  of  all  lesions  had  occurred. 


Patient  was  afebrile  throughout. 


Final  Diagnosis:  (l)  lymphosarcoma  (2)  secondary  pyoderma 


due  to  hemolytic  Staphylococcus  aureus. 


Result:  complete  healing  of  secondary  pyoderma  with 


erythromycin 


mm 


* Communication  to  Abbott  Laboratories 


Now,  you  can  prescribe  an  antibiotic  ( Filmtab 
Erythrocin)  that  provides  specific  therapy  against 
staph-,  strep-  or  pneumococci.  Since  these 
organisms  cause  most  bacterial  respiratory  infections 
(and  since  they  are  the  very  organisms  most  sensitive 
to  Erythrocin)  doesn’t  it  make  good  sense  to 
prescribe  Erythrocin  when  the  infection  is  coccic? 

filmtab; 


STEARATE 


Since  Erythrocin  is  inactive  against  gram- 
negative organisms,  it  is  less  likely  to  alter  intestinal 
flora— with  an  accompanying  low  incidence  of  side 
effects.  Also,  your  patients  seldom  get  the  allergic 
reactions  sometimes  seen  with  penicillin.  Or 
loss  of  accessory  vitamins  during  Erythrocin 
therapy.  Filmtab  Erythrocin  (100 
and  250  mg.),  bottles  of  25  and  100. 


■ ® 
ab 


STEARATE 


- Filmtab — Film  sealed  tablets;  patent  applied  for. 
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"AN  ALLIANCE 

OF  THE  CLASSIC 
AND  CONTEMPORARY" 


J 


WllmtJviob 

W LABORATORIES  I 
NEW  YORK  18,  N Y,  WINDSOR.  ONT. 


HYPERTENSION 


Synergistic  Therapy 
with  New 

® 


THEOMINAL  R.S 


Now  you  can  give  your  hypertension  patients 
the  compound  therapeutic  advantages 
of  two  successful  hypotensive  agents: 

Theominal  (theobromine  with  Luminal®) 
and  purified  Rauwolfia  serpentina  alkaloids. 

THEOMINAL  R.  S.  gives 

Better  Control  of  Cardiovascular 

and  Subjective  Symptoms 

Theominal  R.  S.  offers  both  the  vasodilator  and 
myocardial  stimulant  actions  of  theobromine  with 
Luminal  and  the  moderate  central  hypotensive  effect  of 
Rauwolfia  serpentina.  Gentle  sedation  calms  the  patient 
and  a feeling  of  "relaxed  well-being”  is  established. 

With  Theominal  R.  S.  the  therapeutic  potency  of  each 
of  the  components  is  enhanced  and  the  chance  of  a 
patient’s  sensitivity  to  any  one  drug  is  lessened. 


Each  Theominal  R.  S.  tablet  contains: 

Theobromine  0.32  Gm.  (5  groins) 

Luminal 10  mg.  Oj  grain) 

Purified  extract  of  Rauwolfia 

serpentina  alkaloids  1.5  mg. 

DOSE:  1 tablet  two  or  three  times  daily. 

SUPPLIED:  bottles  of  100  and  500  tablets. 


THEOMINAL  AND  LUMINAL  (BRAND  OF  PHENOBARBUAl),  TRADEMARKS  REG.  U.  S.  PAT.  OFF, 


f pOTtNl 


Even  where  hydrocortisone,  cortisone,  and  other  agents  had 


failed,  prednisolone  (STERANE)  restored  articular  mooiiity 


and  functional  capacity  to  normal  in  rheumatoid  arthritis.1 


Four  times  more  effective  than  hydrocortisone,  and,  or  the 
basis  of  preliminary  findings,2,3  superior  in  potency  even  to 
prednisone  (cortisone  analog),  STERANE  is  also  relatively 
free  of  such  hormonal  side  effects  as  edema,  hypertension, 
or  hypopotassemia. 


Supplied:  White,  5 mg.  oral  tablets, 
in  bottles  of  20  and  lOO.  Pink,  1 mg. 
oral  tablets,  in  bottles  of  lOO.  Both 
are  deep-scored  and  in  the  dis- 
tinctive “easy-to-break”  size  and 
Pfizer  oval  shape. 


References: ] . Bunim.J.  J.,etal.:J.AM.A. 
157:311,  1955.  2.  Forsham,  P.H.,  et 
al.:  Paper  presented  at  Firstlnter- 
nat.  Conf.  on  Prednisone  am  Pred- 
nisolone, New  York,  May  ?1-June 
1,  1955.  3.  Perlman,  P.  and 
Tolksdorf,  S.:  Scientific  Extibit  pre- 
sented at  A.M.A.  Annual  Meet., 
Atlantic  City,  June  6-11,  lf55. 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Ine.  Brooklyn  f,  New  York 


brand  of  >rednisolone 
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g'JWtSa 

Bayer 

^pirin 


■S.V. 


\>N 


The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
15c  Bottle  of  24  tablets  (214  grs.  each). 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.Y. 


iMO  uyo  noK 
wut'ii  m«  um. 

4V  m /r\  A.  sr~r. 


penicillin  units/ml.  serum 


ORAL  PENICILLIN 
WITH  INJECTION  PERFORMANCE 


■ 


Now!  A 500,000-unit  tablet  for  higher,  faster  blood  levels 


than  from  injected  procaine  penicillin 


1 2 4 

HOURS  AFTER  ADMINISTRATION 


PEN-VEE-Oro/,  500,000  units, 

one  tablet,  19  subjects1 

Procaine  Penicillin  G,  600,000  units, 

one  injection,  10  subjects2 


Supplied:  Pen*Vee 'Oral  Tablets,  500,000  units, 
scored,  bottles  of  12;  200,000  units,  scored,  bottles 
of  36.  Also  available:  Bicillin®*Vee  Tablets, 
100,000  units  of  benzathine  penicillin  G and 
100,000  units  of  penicillin  V,  bottles  of  36. 

1.  Wright,  W.W.:  Personal  communication. 

2.  Price,  A.H.:  Personal  communication. 


Pe  n -Ve  e • Oral 


* 


Penicillin  V,  Crystalline  ( Phenoxymethyl  Penicillin) 


® 

Philadelphia  1,  Pa. 


’Trademark 
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better  tolerated... 
notably 
hypoallergenic 


dextrogen 


Better  tolerated  by  all  infants  because  the  low  fat 
content  is  uniformly  dispersed  by  homogenization 
and  is  readily  emulsified.  Easy  assimilation  of  Dex- 
trogen is  assured  by  its  mixed  carbohydrates  which 
provide  for  spaced  absorption. 

Less  allergenic  because  special  heat  treatment  de- 
creases the  likelihood  of  protein  absorption  before 
reduction  to  amino  acids. 

The  generous  amount  of  protein  in  Dextrogen  is 
more  digestible  because  of  zero  curd  tension. 


Dextrogen  is  a concentrated 
liquid  formula  made  from 
whole  milk  modified  with 
dextrins,  maltose  and  dex- 
trose, and  fortified  with  vi- 
tamin D.  Provides  all  known 
infant  nutrients  except  vi- 
tamin C.  The  cost  of  baby’s 
formula  is  less  than  a penny 
per  ounce. 


THE  NESTLE  COMPANY,  INC. 

Professional  Products  Division 
White  Plains,  New  York 


.NESTLE  — A time-honored  name  in  the. 


field  of  infant  nutrition 
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Two  articles  in  the  April  30th  issue  of  The  Journal  of  the  AMA1-2  report  on  ..  . 

an  entirely  new  type  of  tranquilizer 
with  muscle  relaxant  action— orally  effective  in 

ANXIETY,  TENSION 
and  MENTAL  STRESS 

• no  autonomic  side  effects— well  tolerated 

• selectively  affects  the  thalamus 

#not  related  to  reserpine  or  other  tranquilizers 

• not  habit  forming,  effective  within  30  minutes 
for  a period  of  6 hours 

• supplied  in  400  mg.  tablets.  Usual  dose: 

•1  or  2 tablets— 3 times  a day 

1.  Selling,  L.  S.:  J.A.M.A.  157:  1594,  1955.  2.  Borrus,  J.  C.:  J.A.M.A.  157:  1596, 1955. 

Miltowii 

the  original  meprobamate— 2-methyl-2-n-propyl-l, 3-propanediol  dicarbamate  — U.  S.  Patent  2,724,720 


DISCOVERED  AND  INTRODUCED  by  Wallace  Laboratories,  New  Brunswick,  N.J. 

Literature  and  Samples  Available  On  Request 
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Meat 


• • • 


and  the  Value  of  Fat  in  Nutrition 


component  of  the  diet.  Evidence  from  the  laboratory  and  bedside  indi- 
cates that  fat  in  small  amounts  may  be  looked  upon  as  an  obligatory  con- 
stituent of  a health-promoting  diet.1 


strated  in  laboratory  animals  in  its  pronounced  effect  on  growth,  on 
pregnancy  and  lactation,  on  nitrogen-sparing  action,  on  work  capacity, 
on  time  of  sexual  maturity,  on  the  period  of  survival  dining  fasting,  and 
on  ability  to  combat  external  stresses.1 

Young  animals  fed  a fat-free  diet  not  only  fail  to  grow  normally,  but 
develop  hair  and  skin  changes  characteristic  of  "essential”  fatty  acid 
deficiency.2  Fatty  acids  other  than  the  "essential”  fatty  acids  also  ap- 
pear to  be  necessary  for  optimal  health.  Animals  fed  "essential”  fatty 
acids  but  no  others  do  not  grow  optimally. 

The  value  of  fat  in  human  nutrition  was  emphasized  in  a recent  study2 
comprising  200  patients  incapable  of  receiving  adequate  nourishment. 
For  periods  of  1 to  30  days,  these  patients  were  given  supplementary  fat 
alimentation  by  vein  in  the  form  of  fat  emulsion  containing  "essential” 
as  well  as  other  fatty  acids.  The  result  was  typically  a marked  increase 
in  weight  and  more  positive  nitrogen  and  potassium  balances. 

Meat,  recognized  for  its  high  content  of  biologically  valuable  protein, 
B vitamins,  and  essential  minerals,  provides,  in  addition,  substantial 
amounts  of  nutritionally  important  fat. 

1.  Deuel,  H.  J.,  Jr.:  Newer  Concepts  of  the  Role  of  Fats  and  of  the  Essential  Fatty  Acids  in  the  Diet,  Food 
Res.  20:81  (Jan. -Feb.)  1955. 

2.  Meng,  H.  C.:  Preparation,  Utilization,  and  Importance  of  Neutral  Fat  Emulsion  in  Intravenous  Alimen- 
tation, in  Najjar,  V.  A.:  Fat  Metabolism,  Baltimore,  The  Johns  Hopkins  Press,  1954,  pp.  69-92. 


in  the  field  of  nutrition  no  longer  consider  fat  as  an  optional 


The  far-reaching  value  of  fat  in  nutrition  has  been  amply  demon- 


The  nutritional  statements  in  this  advertisement  have 
been  reviewed  by  the  Council  on  Foods  and  Nutrition 
of  the  American  Medical  Association  and  found  con- 
sistent with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office,  Chicago  . . . Members  Throughout  the  United  States 


— take 

the  radiograph 


new 


way  in  x-ray 

is  dial-the-part  automation 
in  Picker  Century  II 


simple . . . 
direct . . . 
easy . . . 
no  charts... 
ilculations 

here's  all  you  do  • • • 


dial 


set 

its  thickness 


point  the  needle  to  the  meas- 
ured thickness  of  that  part  in 
the  patient  you're  x-  raying 


the  body  part 

on  the  big  selector  scale 
(inset  here  is  a typical 
body-part  "station"). 


CHEST 

HEART 

PA/Obl  I 


ask  your  local  Picker  representative  about  the  new 
“ANATOMATIC";  let  him  show  you  how  it  works,  tell 
you  how  modest  its  cost,  what  a boon  for  you  it  may 
well  prove  to  be. 


that's  all  there  is  to  :t.  “Dial- 
the-part"  automation  takes  it 


easy,  gets  it  right  every  time 


PICKER  OFFICE  FOR  LOUISIANA  and  MISSISSIPPI  IS  AT  1226  St.  Charles  Avenue,  New  Orleans  13,  La. 
LAFAYETTE,  LA.,  407  Roosevelt  Street  HATTIESBURG,  MISS.,  618  S.  19th  Street 
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the  only  broad  spectrum 
antibiotic  preparation  that . . . 


1 provides  the  antimicrobial 
activity  of  tetracycline 


Because  it  contains  Steclin  (Squibb  Tetracycline), 
the  well  tolerated  broad  spectrum  antibiotic, 
mysteclin  is  an  effective  therapeutic  agent  for 
many  common  infections.  Most  pathogenic 
bacteria,  as  well  as  certain  large  viruses,  certain 
Rickettsiae,  and  certain  protozoans,  are 
susceptible  to  Mysteclin. 


2 protects  the  patient  against 
monilial  superinfection 


Because  it  contains  Mycostatin  (Squibb  Nystatin), 
the  first  safe  antifungal  antibiotic,  mysteclin 
acts  to  prevent  monilial  overgrowth  frequently 
observed  during  broad  spectrum  antibiotic  therapy. 
Manifestations  of  this  overgrowth  may  include  some 
of  the  diarrhea  and  anal  pruritus  associated  with 
antibiotic  therapy,  as  well  as  vaginal  moniliasis 
and  thrush.  On  occasion,  serious  and  even  fatal 
infections  caused  by  monilia  may  occur. 


Mysteclin 

STECLIN- MYCOSTATIN 
(Squibb  Tetracycline- Nystatin) 

Each  mysteclin  Capsule  contains  250  mg.  Steclin  (Squibb  Tetracycline) 
Hydrochloride  and  250,000  units  Mycostatin  (Squibb  Nystatin). 

Minimum  adult  dose:  1 capsule  q.i.d.  Supply : Bottles  of  12  and  100. 


Squibb 


•MYfTECUN*,  •STECLIN* 


ID  ‘NYCOSTATIN'®  A«e  SQUIBS  TRADEMARKS 


/ 


HydroCorloncf  -T  ^ A 

(HYDROCORTISONE  TERTIARY- BUTYLACETATE.  MERCK) 


gives  the  arthritic  patient  more  days  of  freedom 

from  joint  symptoms — in  many  patients  the 
anti-rheumatic  effect  persists  2 to  10  times  longer 
than  after  injection  of  hydrocortisone  acetate. 

Its  action  is  local  and  without  systemic  effect. 


SUPPLIED:  SALINE  SUSPENSION  HYDROCORTON  E -TBA — 25  MG./CC..  VIALS  OF  5 CC. 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 
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DR.  WILLIAM  B.  TERHUNE 
and 

THE  SILVER  HILL  FOUNDATION 

ANNOUNCE  : 

Appointments  available  for  the  training  of  Residents  and  Associates  in  the 
active  practice  of  psychiatry  as  applied  specifically  to  the  treatment  of  the  psycho- 
neuroses. Broadening  experience  and  careful  supervision.  A.M.A.  approved. 

Generous  compensation  and  opportunity  for  permanent  staff  appointment. 

The  Silver  Hill  Foundation  is  a psychotherapeutic  unit  for  the  treatment  of 
all  functional  nervous  disorders  (psychoneuroses,  psychosomatic  illnesses,  mood  dis- 
turbances and  social  psychiatric  disorders).  The  setting  is  that  of  a comfortable 
country  home  devoid  of  sanatorium  atmosphere  where  patients  are  under  intensive 
treatment  for  a relatively  short  period  of  time. 

Only  American-trained  applicants  with  excellent  educational  background  con- 
sidered. 

Apply  to:  DR.  WILLIAM  B.  TERHUNE,  Medical  Director,  New  Canaan,  Con- 

necticut. 

Associates:  Dr.  Franklin  S.  DuBois  Dr.  Wilson  G.  Scanlon 

Dr.  Robert  B.  Hiden  Dr.  William  M.  White 

Dr.  Marvin  G.  Pearce 


Since  1860  A.  S.  Aloe  Company  has  seen  three  gen- 
erations of  physicians  open  their  offices  for  the 
practice  of  medicine,  and  has  always  stood  by  with  a 
helping  hand.  Whether  you  plan  to  begin  practice 
or  re-equip  an  existing  office,  we  can  help  you. 

A National  Institution:  We  have  13  shipping  ooints 
throughout  the  nation  and  more  than  200  representa- 
tives with  permanent  residences  in  convenient,  nearby 
locations. 

Equipment  Check  Lists.  Cover  everything  required 
to  outfit  your  office,  from  hypodermic 


needles  to  X-ray  machines,  with  both  itemized  and 
total  cost. 

Planning  Service.  Suggested  room  layouts  scaled  to 
size  to  help  you  evaluate  your  needs. 

Tailored  Payment  Plan.  There  are  no  interest  charges 
under  our  regular  “new  office’’  extended  payment  plan. 
Location  Service.  Aloe  representatives  know  of  many 
attractive  locations  for  beginning  practice.  A state- 
ment of  your  preferences  will  be  published  to  our 
field  force.  Write  or  see  your  local  representative 
for  complete  details. 


A.  S.  ALOE  COMP  ANY  OF  LOu,s,ANA 


1425  Tulane  Ave.,  New  Orleans  12,  La. 


ST  LOUIS  LOS  ANGELES  SAN  FRANCISCO 

KANSAS  CITY  DALLAS  ATLANTA 


SEATTLE  MINNEAPOLIS 

WASHINGTON.  D.  C. 
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when  the 
patient 
needs  a 


diuretic— 


HE  NEEDS  AN  ORGANOMERCURIAL 

In  those  patients  with  borderline  or  very  mild  congestive  heart  failure  who  can  even 
get  along  without  diuretic  therapy,  any  agent  producing  minimal  or  intermittent 
diuresis  may  appear  to  produce  benefit. 

But  when  cardiac  decompensation  — mild,  moderate,  or  severe  — is  established,  depend- 
able and  continuously  effective  diuresis  — obtainable  only  with  potent  oral  organomer- 
curials— is  a therapeutic  necessity. 


TABLET 

NEOHYDRIN 

BRAND  OF  CHLORMERODRIN  (is. 3 mg.  of  3-chloromercuri-2-methoxy-propylurea 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 


LAKESIDE 


BRAND  OF  MERALLURIDE  INJECTION 
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‘ANTEPAR’ 


for  "This  Wormy  World'' 


PINWORMS 

ROUNDWORMS 


SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

'TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg..  Scored 
Bottles  of  100. 

Bads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREMARINI 

widely  used 
natural , oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y • Montreal,  Canada 
5645 
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is  the  symbol 
of  the 

Standardized 

Tablets 

Quinidine  Sulfate 

Natural 

. 0.2  Gram 
(approx.  3 grains) 
produced  by 

Davies,  Rose  & Co*,  Ltd. 

By  specifying  the  name,  the 
physician  will  be  assured  that  this 
standardized  form  of  Quinidine 
Sulfate  Natural  will  be  dispensed 
to  his  patient. 

(Clinical  samples  sent  to  physicians 
on  their  request 

Davies,  Rose  & Co.,  Ltd. 

Boston  18,  Mass. 

Q4 


Results  With 


‘ANTEPAR5, 


against 


PINWORMS 


In  clinical  trials,  over  80%  of  cases  have 
been  cleared  of 'the  infection  by  one  course 
of  treatment  with  ‘Antepar.’ 

Bumbalo,  T.  S.,  Gustina,  F.  J., 
and  Oleksiak,  R.  E. : 

' - J.  Pediat.  44:386,  1954. 

White,  R.  H.  R.,  and 
Standen,  O.  D. : 

Brit.  M.  J.  2:755,  1953. 


against 


ROUNDWORMS 


“Ninety  per  cent  of  the  children  passed  all 
of  their  ascarides ...” 

Brown,  H.  W. : 

J.  Pediat.  45:419,  1954. 

‘SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 
Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

‘TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 


Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
.hQ  Tuckahoe,  New  York 


42 


ADVERTISEMENT  DEPARTMENT 


"Neohydrin ... 
offers  the  striking 
advantage  of 
a high  degree  of 
therapeutic 
effectiveness  upon 
oral  administration."* 

"Krantz,  J.  C.,  Jr.,  and  Carr,  C.  J.:  The  Pharma- 
cologic Principles  of  Medical  Practice,  ed.  3, 
Baltimore,  The  Williams  and  Wilkins  Company, 
1954,  p.  998. 


RADIUM 

(including  Radium  Applicators) 

For  All  Medical  Purposes 

Est.  1919 

Quincy  X-Ray  & Radium  Laboratories 

(Owned  and  Directed  by  a Physician-Radiologist) 

HAROLD  SWANBERG,  B.S.,  M.  D.,  Director 
W.  C.  U.  Bldg.,  Quincy,  Illinois 


1956  ANNUAL  MEETING 
Louisiana  State  Medical  Society 
ALEXANDRIA 
APRIL  23-25 


LOUISIANA  STATE  UNIVERSITY 
SCHOOL  OF  MEDICINE 

In  Cooperation  With 

The  Staff  Of  The 

CONFEDERATE  MEMORIAL  HOSPITAL 
announces 

Refresher  Course  in  Radiology 

March  28,  1955 
at  the 

Confederate  Memorial  Hospital 
Shreveport,  La. 

Fee  for  the  course,  $10.00 


Doctor,  when  you  peruse  the  adver- 
tising pages  of  our  journal,  remem- 
ber this : All  ads  are  carefully 

screened  — the  items,  services  and 
messages  presented  are  committee- 
accepted.  Our  standards  are  of  the 
highest.  The  advertisers  like  our 
journal  — that’s  why  they  selected  it 
for  use  in  their  promotional  pro- 
gram. They  seek  your  patronage  and 
your  response  encourages  continued 
use  of  our  publication.  In  turn,  the 
advertisers’  patronage  helps  us  to 
produce  a journal  that  is  second  to 
none  in  our  state.  When  you  send 
inquiries,  tell  them  that  you  read 
their  advertisement  in  The  Journal 
of  the  Louisiana  State  Medical 
Society. 

¥ 
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There  was  an  old  woman  who  lived  in  a shoe 
She  had  so  many  children  but  she  knew  what  to  do 

She  bundled  them  up  and  whisked  them  away 
For  a DTP  injection  to  safeguard  their  day. 


• One  complete  immunization 

• 99%  of  nonspecific  protein  removed 


AND  TETANUS  TOXOIDS  AND  PERTUSSIS  VACCINE 
COMBINED.  Alum  Precipitated  or  Plain. 

• Meets  most  rigid  specifications 

• Freedom  from  tissue  irritation 

• Maximum  antigenicity  with  mini- 
mum of  untoward  reactions 
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Additional  products  in  The  National  Drug  Company's 
most  complete  line  of  biologicals. 


TETANUS  ANTITOXIN 
INFLUENZA  VIRUS  VACCINE, 
POLYVALENT 
SMALLPOX  VACCINE 
GAS  GANGRENE  ANTITOXIN, 
TRIVALENT 

TETANUS-GAS  GANGRENE  ANTITOXIN, 
POLYVALENT 
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Tetanus  Toxoid,  Alum  Precipitated  or  Plain.  Diph- 
theria Antitoxin.  Diphtheria  Toxin  for  Schick  Test. 
Diphtheria  Toxoid,  Alum  Precipitated  or  Plain.  Diph- 
theria and  Tetanus  Toxoids,  Alum  Precipitated.  Per- 
tussis Vaccine,  Alum  Precipitated  or  Plain.  Rabies 
Vaccine.  Rhus  Tox  Antigen.  Typhoid  Vaccine.  Ty- 
phoid-Paratyphoid Vaccine.  Catarrhalis  Combined  Vac- 
cine for  prophylaxis  and  treatment  of  the  bacterial 
complications  of  the  common  cold.  Staphylococcus- 
Toxoid-Vaccine  Vatox.  Strepto-Combined  Vaccine. 
Strepto-Staphylo  Vatox.  Yellow  Fever  Vaccine. 

Established  for  Highest  Quality 

Careful  selection  and  processing  of  all  ingredients 
under  supervision  of  leading  bacteriologists  guarantees 
uniformly  high  potency,  purity  and  efficacy  of  each 
product.  Minimum  of  untoward  reactions. 

Complete  directions,  including  dosage,  route  and  tech- 
nique of  administration,  precautions  and  contraindica- 
tions if  any,  are  given  in  the  individual  package  inserts 
which  accompany  each  product. 

A supply  of  records  of  immunizations  and  tests  are 
available  to  physicians  on  request. 
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“I  was  pickin’ 
pansies 

in  Belleau.  Wood” 


They  WERE  only  a handful  of  dirty,  hag- 
gard Marines.  Paralyzed,  they  hugged  the 
earth  outside  Lucy  le  Bocage  as  murderous 
German  fire  poured  at  them.  And  then  they 
heard  their  little,  middle-aged  sergeant: 

“Come  on,  you  / 

Do  you  want  to  live  forever?” 

That  yell,  and  the  charge  that  followed, 
made  Sergeant  Dan  Daly  famous.  But  he 
wanted  no  glory.  He  already  had  two  Medals 
of  Honor,  one  earned  in  Peking,  the  other 
in  the  jungles  of  Haiti. 

And  when  reporters  asked  about  his 
World  War  I decorations,  he  said:  “I  was 
out  in  Belleau  Wood  pickin'  pansies  for  my 
girl  one  day.  And  the  officers  said:  ‘Let’s 
give  the  poor  guy  a medal.’  Well,  sir,  they 
give  me  the  DSC  . . .” 

No  hero  to  himself.  Dan  Daly  was  a fear- 
less and  expert  professional  soldier— one  of 
a breed  some  folks  don’t  expect  of  a wealthy, 
peaceful  land  like  America.  Yet  America’s 
ability  to  produce  men  like  Daly  is  a more 
important  clue  to  her  strength  than  all  the 
gold  at  Fort  Knox. 

For  it  is  Americans  by  the  millions  that 
make  our  nation  great.  And  it  is  their  price- 
less strength  that  backs  our  country’s  Sav- 
ings Bonds. 

That’s  why  there’s  no  finer  investment  in 
the  world  than  these  Bonds.  Invest  in  them 
regularly,  and  hold  on  to  them. 


It’s  actually  easy  to  save  money  — when  you 
buy  Series  E Savings  Bonds  through  the  auto- 
matic Payroll  Savings  Plan  where  you  work! 
You  just  sign  an  application  at  your  pay  office; 
after  that  your  saving  is  done  for  you.  The  Bonds 
you  receive  will  pay  you  interest  at  the  rate  of 
3%  per  year,  compounded  semiannually,  when 
held  to  maturity.  And  after  maturity  they  go  on 
earning  10  years  more.  Join  the  Plan  today.  Or 
invest  in  United  States  Savings  Bonds  regularly 
where  you  bank. 

Safe  as  America  — 
IIS.  Savings  Tdonds 


The  U.S.  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in  cooperation  uith  the 
Advertising  Council  and  the  Magazine  Publishers  oj  America . 
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PROFESSIONAL  CARDS 

The  Baton  Rouge  Clinic  4 

134  North  19th  St. 

Telephone  8-5361 

Ear,  Nose  & Throat  Internal  Medicine  Urology 

Gerald  Joseph,  M.  D.  ‘ Cheney  Joseph,  M.  D.  Mortimer  Silvey,  M.  D. 

Charles  Prosser,  M.  D. 

Roger  J.  Reynolds,  M.  D. 

Eye  Obstetrics  & Gynecology  Surgery 

Dalton  S.  Oliver,  M.  D.  Melvin  Schudmak,  M.  D.  Joseph  Sabatier,  M.  D. 

J.  P.  Griffon,  M.  D.  Charles  Mosely,  M.  D. 

SELLERS  AND  SANDERS  CLINIC 

4414  Magnolia  Street 

New  Orleans 

Gynecology  and  Obstetrics 

Surgery 

Dr.  Thomas  Benton  Sellers 

Dr.  John  T.  Sanders 

Dr.  Simon  V.  Ward 

Dr.  Charles  R.  Walters 

Dr.  Julius  T.  Davis 

Green  Clinic 

709  South  Vienna  Street 

Ruston,  Louisiana 

Surgery 

Radiology 

Marvin  T.  Green,  M.D. 

M.  Ragan  Green,  M.D. 

LaMoyne  C.  Bleich,  M.D. 

Internal  Medicine 

Henry  S.  Roane,  M.D. 

ObstetHcs  and  Gynecology 

Robert  W.  Sharp,  M.  D. 

Carl  L.  Langford,  M.D. 

Joe  L.  Smith,  Jr.,  M.D. 

David  M.  Hall,  M.D. 

Dentistry 

L.  Felton  Green,  D.D.S. 

Pediatrics 

Benjamin  C.  Baugh,  D.D. 

Bruce  W.  Everist,  M.D. 

Eye,  Ear,  Nose  and  Throat 

0.  Wharton  Brown,  Jr.,  M.D. 

Harold  H.  Harms,  M.D. 

D.  A.  CASEY,  M.  D. 

DR.  R.  ROSS,  JR. 

Otolaryngology 

Fenestration  Surgery 

SKIN  DISEASES 

503  California  Bldg.  CAnal  3195 

3915  Jefferson  Highway  CEdar  7256 

802  Pere  Marquette  Bldg.  CA.  0202 

DR.  EUGENE  L.  WENK 

DR.  RICHARD  W.  VINCENT 

GERIATRICS 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

206  Physicians  & Surgeons  Bldg. 

1320  ALINE  STREET 

SHREVEPORT,  LA. 

UPtown  4797 
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PROFESSIONAL  CARDS 


DR.  NATHAN  H.  POLMER 

Physical  Medicine — Rehabilitation 
2209  Carondelet  St. 

2-5  P.  M. 

Off.:  JA  3318  Ret.:  JA  3180 


DR.  B.  G.  EFRON 
DR.  STANLEY  COHEN 

ASTHMA,  HAY  FEVER,  AND  OTHER 
ALLERGIC  DISEASES 

1441  Delachaiae  Street  New  Orleans 


JAMES  W.  BURKS,  JR.,  M.  D. 

for 

DISEASES  OF  THE  SKIN 
SCAR  REMOVAL  BY  ABRASION 

IVlaison  Blanche  Building 
New  Orleans  16,  La. 

RA  4829 

KENNETH  A.  RITTER,  M.  D. 
ROBERT  G.  HEAD,  M.  D. 

Psychiatry  and  Neurology 

8211  Apricot  Street 
New  Orleans 

WA.  2324  By  Appointment 


DR.  C.  S.  HOLBROOK 

PRACTICE  LIMITED  TO  NERVOUS 
AND  MENTAL  DISEASES 

Hours:  10  to  12,  by  Appointment 
Office:  3431  Prytania  Street 
Opposite  Touro  Infirmary 


DR.  CARL  N.  WAHL 

Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg. 
MAgnolia  3216 


BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
CAnal  7697  By  Appointment 


THE  OWENS  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  Street 
New  Orleans  13,  Louisiana 
Telephone:  CAnal  0106 


DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  TW.  1-4094 

New  Orleans 


DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Blanche  Building 
MA.  5317  By  Appointment 


J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studios 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  JA.  6681  • 0794 


FRANK  H.  MAREK,  M.  D. 
Radiologist 

2204  So.  Ryan  Street  Lake  Charles,  la. 

Phone  4071  or  6-9242 

Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 


DR.  HARRY  ZOLLER 

TEMPORAL  BONE  SURGERY 
and 

FENESTRATION  FOR  OTOSCLEROSIS 

1109  Pere  Marquette  Building 
RA.  2535  By  Appointment 


THE  CANCER  COMMISSION 
OF  THE  LOUISIANA  STATE  MEDICAL  SOCIETY 


A CANCER  CONFERENCE 
Sponsored  by 

American  Cancer  Society  — Louisiana  Division 
April  10-11,  1956 

A working  conference  on  the  subject  of  leukemia  will  be  held  in  New 
Orleans  on  April  10-11  with  the  following  investigators  participating: 

W.  R.  Arrowsmith,  M.  D. 

J.  H.  Burchenal,  M.  D. 

W.  J.  Burdette,  M.  D. 

Jacob  Furth,  M.  D. 

Alfred  Gellhorn,  M.  D. 

Ludwik  Gross,  M.  D. 

Arthur  Kirschbaum,  M.  D. 

L.  W.  Law,  M.  D. 

Joseph  V.  Schlosser,  M.  D. 

C.  C.  Sprague,  M.  D. 

J.  T.  Syverton,  M.  D. 

Morwenna  Till,  M.  D. 

A.  C.  Upton,  M.  D. 

George  W.  Wooley,  M.  D. 

Scientists  of  this  area  who  are  interested  in  hearing  the  discussions 
which  will  cover  the  fields  of  etiology,  diagnosis  and  therapy  are  invited 
to  attend  the  conference. 

Further  information  on  the  meeting  may  be  secured  from  the  office  of 
the  American  Cancer  Society,  822  Perdido  Street,  New  Orleans,  Tele- 
phone MAgnolia  2029. 

(See  Medical  News  Section  for  further  information) 

oxxo 

Louisiana  State  Department  of  Health 

S.  J.  PHILLIPS,  M.D.,  M.P.H., 

State  Health  Officer 
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Olac 

Powdered  high  protein  formula 

is  easier  to  use 


New,  improved  Olac  dissolves 
instantly  with  water . . . makes  a 
smooth,  good-tasting  formula  with 
the  briefest  shaking  or  stirring. 


...provides  satisfying,  growth-promoting 
feedings  for 

• full  term  bottle-fed  babies 

• prematures 

• supplementary  feedings  of  breast-fed  babies 


Olac’s  milk  protein  content  is  exceptionally  generous.  Its  fat  is  a 
single  highly  refined  vegetable  oil.  Curd  tension  is  now  reduced 
practically  to  zero. 

Mead  products  and  services  are  designed  to  help 
you  in  the  varied  phases  of  infant  feeding 
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AFTER  10  YEARS  OF  WATER  FLUORIDATION  IN 
NEWBURGH,  N.  Y.  AND  GRAND  RAPIDS,  MICHIGAN 

Various  health  aspects  of  the  fluoridation  program  in  Newburgh, 
N.Y.  were  reported  by  a dentist,  two  physicians  and  a pediatrician.  The 
report  was  based  on  comprehensive  clinical  and  x-ray  examinations.  It 
was  demonstrated  that : the  decayed,  missing  and  filled  rate  for  six 
and  seven  year  old  children  who  had  consumed  fluoridated  water  all 
their  lives  had  been  reduced  75  per  cent  and  68  per  cent;  the  decayed, 
missing  and  filled  rate  for  first  permanent  molars  was  reduced  73  per 
cent  and  65  per  cent;  the  decayed,  missing  and  filled  rate  for  perma- 
nent teeth  of  10  year  old  children  was  reduced  51  per  cent;  and  the 
proportion  of  children  with  primary  teeth  free  from  decay  was  increased 
more  than  three  times.  Clinical  laboratory  tests  showed  normal  blood 
hemoglobin  and  urinalysis.  The  infant  mortality  and  stillbirth  rates 
continued  their  regular  downward  trend. 

Grand  Rapids  physicians  specializing  in  the  field  of  research,  surgery, 
cardiology,  dermatology,  pathology,  ephthamology,  urology,  and  public 
health  presented  testimony  on  the  safety  and  effectiveness  of  fluorida- 
tion. The  Director  of  the  Grand  Rapids  Health  Department  reported 
that  there  has  been  a slight  decrease  in  the  death  rate  for  heart  disease, 
nephrites,  intracranial  lesions  and  cancer.  He  pointed  out  that  the  de- 
crease is  not  necessarily  a result  of  water  fluoridation,  but  that  it  does 
refute  the  argument  that  water  fluoridation  contributes  to  an  increase 
of  these  diseases. 

The  latest  (January  1,  1956)  figures  available  to  the  Health  Depart- 
ment shows  there  are  22,082,304  persons  in  the  United  States  now 
drinking  fluoridated  water. 


Louisiana  State  Department  of  Health 

S.  J.  PHILLIPS,  M.D.,  M.P.H., 

State  Health  Officer 
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DRINK 


Every  Bottle  Sterilized 


Trasentine- 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  Cl  BA)  and  HO  mg,  phenobarbital . 


C 1 B A 

Summit , N.  J% 


JJ221 9H 
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All  the  benefits  of  prednisone 


and  prednisolone 
plus  positive  antacid 
action  to  minimize 
gastric  distress 


, ompressed  Tablets  of  ‘Co-Deltra’ 
and  ‘Co-Hydeltra’  are  designed  to  help  the 
physician  cope  with  the  problem  of  gastric  dis- 
tress which  might  otherwise  become  an  obstacle 
to  therapy  with  the  newer  steroids  prednisone 
and  prednisolone.  Each  Multiple  Compressed 
Tablet  is  specifically  formulated  as  a “tablet 
within  a tablet”  to  provide  stability  and  to  re- 
lease in  sequence  antacid  and  anti-inflammatory 
components. 


deltra 


Prednisolone  Buffered 


Multiple 


and 


'Co-Deltra' 


Prednisone  Buffered 


Compressed 

Tablets 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


Supplied:  Multiple  Compressed  Tablets  of 
‘Co-Deltra’  and  ‘Co-Hydeltra’,  each  contain- 
ing 5 mg.  prednisone  or  prednisolone,  300  mg.  of 
dried  aluminum  hydroxide  gel,  U.S.P.,  and  50 
mg.  of  magnesium  trisilicate,  U.S.P.,  bottles  of 
30  tablets. 

‘Co-Deltra’  and  ‘Co-Hydeltra’ 

are  the  trademarks  of  Merck  & Co.,  Inc. 


PHYSICIAN  WANTED 

Locum  Tenens  — For  replacement  for 
two  years  in  semi-rural  community  in 
Southern  Louisiana.  Any  Physician  inter- 
ested please  contact  this  Publication  for 
further  details.  Please  furnish  informa- 
tion as  to  professional  training,  experi- 
ence, and  references. 


MEDICAL  BOOKS 
Of  All  Publishers 

Any  book  on  Medicine,  Surgery,  and 
Nursing 

J.  A.  MAJORS  COMPANY 

1301  Tulane  Ave. 

NEW  ORLEANS  12,  LA. 

Catalogs  cheerfully  sent  upon  request 


no  nicer  way  to 


SUSPENSION 

Chloromycetin' 

PALMITATE 


pleasant-tasting  Chloromycetin  for  pediatric  use 

When  a youngster’s  condition  calls  for  CHLOROMYCETIN  (chloramphenicol,  Parke-Davis) 
you  can  make  the  treatment  pleasant  bv  prescribing  SUSPENSION  CHLOROMYCETIN  PALMITATE. 
Because  children  like  the  taste  of  this  custard-flavored  suspension,  missed  doses  and  spilled  doses  are 

avoided.  Each  teaspoonful  is  willingly  taken... and  swallowed.  ' 

Precise  adjustment  of  dosage,  as  directed,  is  made  easier  for  the  child’s  mother  with  SUSPENSION 
CHLOROMYCETIN  PALMITATE.  The  fact  that  it  needs  no  refrigeration  is  an  added  convenience. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias 
have  been  associated  with  its  administration,  it  should  not  be  used  indiscriminately 
or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 

supplied: 

SUSPENSION  CHLOROMYCETIN  PALMITATE, 
containing  the  equivalent  of  125  nig. 
of  CHLOROMYCETIN  per  4 cc., 
is  available  in  60-cc.  vials. 
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Browne-McHardy  Clinic 


Diagnostic  and  Therapeutic 
Facilities 


• Internal  Medicine  and 
Gastroenterology 

• Surgery 

• Orthopedics 

• Gynecology  and  Obstetrics 

• Radiology — X-ray  and 
Radium  Therapy 

• Laboratory  and  Research 
Departments 

• Urology 

• Endoscopy 

• Otolaryngology-Ophthalmology 

• Neuropsychiatry 

• Hotel  Facilities  Available 


3 6 3 6 ST.  CHARLES  AVENUE 
Phone  TYler  2376  • New  Orleans,  La. 


DIACK  CONTROLS 

By  far  the  mcst  popular  sterilizer  control 


Easy  to  use,  fool  proof  in  its  action.  It’s  the 
one  original  control  as  designed  40  years  ago. 


Sells  at  a little  more  but 
. . . worth  the  difference! 
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SICK  and 

COHVM-tSClN* 


\\\  menus 


New  Booklet  Presents 
Latest  Facts  on  Feeding  the  Sick 


Adequate  nutrition  during  illness  and  convalescence  is 
essential  for  recovery  whether  the  patient  is  managed  in 
the  hospital  or  at  home.  In  the  latter  case,  physicians 
often  must  devote  much  time  to  instructing  those  re- 
sponsible for  caring  for  the  sick  in  good  nutritional 
practices. 

“Meal  Planning  for  the  Sick  and  Convalescent"  has 
been  designed  to  relieve  you  of  the  need  for  repeating 
over  and  over  again  essential  dietary  facts.  This  new 
Knox  booklet  presents  in  layman’s  language  the  latest 
nutritional  applications  oi  proteins,  vitamins  and  min- 
erals, gives  practical  hints  on  serving  food  to  adults 
and  children,  suggests  ways  to  stimulate  appetite  and 
describes  diets  from  clear  liquid  to  full  convalescent. 
Best  of  all  it  offers  the  homemaker  for  the  first  time 
detailed  daily  suggested  menus  for  each  type  of  diet, 


plus  14  pages  of  tested  nourishing  recipes. 

If  you  would  like  copies  of  this  new'  timesaving  Knox 
booklet  for  your  practice,  use  the  coupon  below. 


Chas.  B.  Knox  Gelatine  Company,  Inc. 
Professional  Service  Department  SJ-16 
Johnstown,  N.  Y. 

Please  send  me copies  of  the  new  Knox 

“Sick  and  Convalescent”  booklet. 

YOUR  NAME  AND  ADDRESS 
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THE  MEMBERS  OF  THE  LOUISIANA 

PATHOLOGY  SOCIETY  DEDICATE  THIS 

PAGE  MONTHLY  TO  THEIR  FELLOW 

PHYSICIANS  INTERESTED  IN  NEW  DEVELOP- 

MENTS,  CURRENT  IDEAS  AND  CHANGING  CONCEPTS  IN  THE  FIELD  OF  LABORATORY 

AND  TISSUE  PATHOLOGY  AS  IT  AFFECTS 

THE  PRACTICE  OF  GENERAL  MEDICINE 

AND  SURGERY. 

LOUISIANA  PATHOLOGY  SOCIETY 

ROSTER 

OF 

MEMBERS 

ALEXANDRIA 

Friedrichs,  Andrew  V. 

840  Maison  Blanche  Building 

Maxwell,  John  B. 

St.  Francis  Cabrini  Hospital 

Hartwell,  Ralph  M. 
Hotel  Dieu 

Uhrich,  E.  C. 
Baptist  Hospital 

Hauser,  George 
Audubon  Building 

BATON  ROUGE 

Hertzog,  Ambrose  J. 
Touro  Infirmary 

Bevan,  John  L. 

Our  Lady  of  the  Lake  Sanitarium 

Hew,  Alfred  Y.  K. 
Hotel  Dieu 

Colvin,  S.  Harvey 

Baton  Rouge  General  Hospital 

Holman,  Russell 

L.  S.  U.  School  of  Medicine 

McQuown,  Albert  L. 

Our  Lady  of  the  Lake  Sanitarium 

Jaques,  William 

L.  S.  U.  School  of  Medicine 

Randall,  William  S. 

Baton  Rouge  General  Hospital 

Lawson,  Edwin  H. 
Southern  Baptist  Hospital 

LAFAYETTE 

Maher,  Aldea 

1110  American  Bank  Building 

Ranson,  Robert  F. 
Charity  Hospital 

Moss,  Emma  S. 

Charity  Hospital  of  New  Orleans 

Swan,  Lawrence  L. 

304  W.  St.  Mary  Blvd. 

Muelling,  Rudolph  J.,  Jr. 

Charity  Hospital  of  New  Orleans 

LAKE  CHARLES 

Nix,  Evelyn  B. 
Mercy  Hospital 

Hebert,  Louis  A. 
Medical  Arts  Building 

Pizzolato,  Phillip 

Veterans  Administration  Hospital 

Ranier,  Andrew  S. 

St.  Patrick's  Hospital 

Staggers,  Samuel 
Southern  Baptist  Hospital 

von  Langermann,  Georgiana 

MONROE 

Tulane  University  School  of  Medicine 

Klam,  Najeeb 
St.  Francis  Hospital 

SHREVEPORT 

Butler,  Willis  P. 

NEW  ORLEANS 

P.  O.  Box  135 

Bacher,  Wilhelmina 

Harwell,  Gwyn 

Touro  Infirmary 

Confederate  Memorial  Hospital 

Davenport,  Julius  W. 

Mathews,  William  R. 

Southern  Baptist  Hospital 

1240  Texas  Avenue 

Denser,  Clarence  H.,  Jr. 

Stoer,  Ulysses  H. 

(on  Active  Duty) 

Schumpert  Hospital 

THE  MEMBERS  OF  THE  LOUISIANA  PATHOLOGY  SOCIETY  PLEDGE  THEIR  FULLEST 

COOPERATION  WITH  THEIR  FELLOW 

LOUISIANA  PHYSICIANS  IN  THE  PRACTICE 

OF  MORAL  AND  ETHICAL  MEDICINE 
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confirms  and  defines  superiority  over 
other  Rauwolfia  preparations  in  the 
treatment  of  HYPERTENSION 


• Rauwiloid  represents  the  balanced,  mutually  potentiated 
actions1  of  several  Rauwolfia  alkaloids,  of  which  reserpine  and 
the  equally  antihypertensive  rescinnamine  have  been  isolated. 

• Hence,  reserpine  is  not  the  total  active  antihypertensive  prin- 
ciple of  the  rauwolfia  plant. 

• Rauwiloid  is  freed  of  the  undesirable  alkaloids  of  the  whole 
rauwolfia  root.  Recent  investigations  confirm  the  desirability 
of  Rauwiloid  (because  of  the  balanced  action  of  its  contained 
alkaloids)  over  single  alkaloidal  preparations;  ”. . . mental  depres- 
sion... was...  less  frequent  with  alseroxylon. . .”2 

The  dose-response  curve  of  Rauwiloid  is  flat, 
and  its  dosage  is  uncomplicated  and  easy  to 
prescribe ...  merely  two  2 mg.  tablets  at  bedtime. 


1.  Cronheim,  G.,  and  Toekes,  I.  M.;  Comparison  of  Sedative  Properties  of  Single 
Alkaloids  of  Rauwolfia  and  Their  Mixtures,  Meet.  Am.  Soc.  Pharmacol.  & Exper. 
Therap.,  Iowa  City,  Iowa,  Sept.  5,  1955. 

2.  Moyer,  J.  H.;  Dennis.  E..  and  Ford,  R.:  Drug  Therapy  (Rauwolfia)  of  Hyperten- 
sion. II.  A Comparative  Study  of  Different  Extracts  of  Rauwolfia  When  Each  Is  Used 
Alone  (Otally)  for  Therapy  of  Ambulatory  Patients  with  Hypertension,  A.M.A. 
Arch.  Int.  Med.  Ptf:530  (Oct.)  1955. 


Rauwiloid  is  the  original  alseroxylon  fraction  of  India-grown 
Rauwolfia  serpentina,  Benth.,  a Riker  research  development. 


LOS  AHGELES 
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Sturdy  growth  of  the  infant  and  resistance  to  disease 
depend  largely  on  nutritional  status. 


Undernourished  or  premature  infants  can  be  advanced 
toward  optimal  resistance  by  properly  improved  nutri- 
tion. Lowered  resistance  of  a healthy-appearing  infant 
not  infrequently  is  due  to  subclinical  deficiencies;  such 
an  infant,  too,  needs  a complete  formula. 


The  completeness  of  Pelargon’s  formula— mildly  acidi- 
fied with  lactic  acid — requires  no  supplementation  and 
assures  optimal  nutrition  for  normal  infants,  those  with 
digestive  difficulties,  and  premature  or  marasmic  infants. 


NESTLE  — A time-honored  name  in  the 

field  of  infant  nutrition 


No  other  infant  formula  offers 
more  authoritative  formulation, 
better  digestibility  or  greater  pro- 
phylactic nutrition  than  Pelargon. 


THE  NESTLE  COMPANY,  INC. 

Professional  Products  Division 
White  Plains,  New  York 
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THE  EARLE  JOHNSON 
SANATORIUM 


‘In  the  Mountains  of  Meridian” 


ROLAND  E.  TOMS,  M.  D. 
Psychiatrist-in-Chief 


Diplomats  in  Psychiatry  of  the  American  Board 
of  Psychiatry  and  Neurology. 


Specialized  treatments  in  mental  disorders  and  al- 
coholic and  drug  addictions,  including: 


Electro-convulsive  therapy 
Mid-brain  stimulation 
Deep  insulin  therapy 
Psychotherapy 
Geriatrics 


Write  P.  O.  Box  106 
or 

Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 


"The  substitution  of  oral 
Neohydrin 

for  parenteral  meralluride 
was  successfully 
accomplished  in  97  percent 
of  70  ambulatory 
clinic  out-patients  with 
chronic  congestive 
heart  failure."* 


Lawrence,  W.  E.;  Kahn,  S.  S.,  and  Riser,  A.  B.: 
South.  M.  J.  47:105,  1954. 


low!  Palatable  Oral  Suspension  Gives 
ligher.  Faster  Blood  Levels  than  Twice 


ie  Dose  of  Injected  Procaine  Penicillin 


■ PEN  *VEE*  Suspension, 

300,000  units 


. Procaine  Penicillin  G, 
600,000  units  (one  injection) 


This  ready-mixed,  stable,  and  pleasantl 
flavored  suspension  is  supplied  as  follows:  PEh 
Vee ’Suspension,  300,000  units  per  5-cc.  te: 
spoonful,  bottles  of  2 fl.  oz.  Also  availabli 
Pen* Vee* Ora/  Tablets,  200,000  units,  scorer 
bottles  of  36;  500,000  units,  scored,  bottles  of  l: 


Pen  -Vee*  Suspensio 


Benzathine  Penicillin  V Oral  Suspension 


ORAL  PENICILLIN 


WITH 

INJECTION  PERFORMANCE 


® 

Philadelphia  I,  Pa. 


•Tra< 
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All  the 


Multiple  Compressed  Tablets  ‘Co-Deltra’  and  ‘Co- 
Hydeltra'  are  unique  among  the  dosage  forms  of  the 
newer  steroids,  because  they  are  specifically  designed 
as  a tablet  within  a tablet  to  provide  stability  and  to 
release  in  sequence,  antacid  and  anti-inflammatory 
agents  . . . 

1.  the  outer  layer  of  antacids  (aluminum  hydroxide  gel 
and  magnesium  trisilicate)  comes  into  contact  with  the 
gastric  mucosa  first  . . . and  after  it  is  completely 
dissolved  . . . 

2.  the  hitherto  intact  inner  core  containing  the  anti- 
inflammatory agent  (either  prednisone  or  predniso- 
lone) then  begins  to  release  its  full  therapeutic  poten- 
tial . . . and  not  before. 

eltrS 

Prednisone  Buffered 


ADVERTISEMENT  DEPARTMENT 
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benefits  of  prednisone 
and  prednisolone 
plus  positive  antacid 
action  to  minimize 


gastric  distress... 


A reportedly  higher  incidence  of  gastric  dis- 
tress in  patients  receiving  the  newer  steroids 
prednisone  and  prednisolone  indicates  the 
desirability  of  co-administering  non-systemic 
antacids.1 

To  help  the  physician  cope  with  this  prob- 
lem of  gastric  distress  which  might  other- 
wise become  an  obstacle  to  therapy  with  the 
newer  steroids  . . . Multiple  Compressed 
Tablets  ‘Co-Deltra’  (Prednisone  Buffered) 

‘Co-Deltra’  and  ‘Co-Hydeltra’ 
are  trade-marks  of  Merck  & Co.,  Inc. 


and  ‘Co-Hydeltra'  (Prednisolone  Buffered) 
are  now  available. 

‘Co-Deltra’  and  ‘Co-Hydeltra'  are  now 
available  in  bottles  of  30  on  your  prescrip- 
tion. Each  Multiple  Compressed  Tablet 
contains: 

Prednisone  or  Prednisolone,  5 mg.;  300 
mg.  of  dried  aluminum  hydroxide  gel,  U.S.  P., 
and  50  mg.  of  magnesium  trisilicate. 

1.  Bollet,  A.  J.,  Black,  R.,  and  Bunim,  J.  J. : J.A.M.A.  158: 
459,  June  11,  1955. 


fill  fillip 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 
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when  the 
patient 
needs  a 


diuretic— 


HE  NEEDS  AN  ORGANOMERCURIAL 

In  those  patients  with  borderline  or  very  mild  congestive  heart  failure  who  can  even 
get  along  without  diuretic  therapy,  any  agent  producing  minimal  or  intermittent 
diuresis  may  appear  to  produce  benefit. 

But  when  cardiac  decompensation  — mild,  moderate,  or  severe— is  established,  depend- 
able and  continuously  effective  diuresis— obtainable  only  with  potent  oral  organomer- 
curials— is  a therapeutic  necessity. 


TABLET 


NEOHYDRIN 

BRAND  OF  CHLORM  ERODRI  N <10.3  mg.  of  3-chloromercuri-2-methoxypropylurea 


a standard  for  initial  control  of  severe  failure 


LAKESIDE 


MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


99456 


ideal  endocrine  “companion” 

for  menopausal  patients 


comforts— Controls  major  symptoms  within  6 to  10  days,  hot 
flushes  in  as  few  as  3 days. 

cheers  — Confers  a welcome  feeling  of  physical  vitality  and 
mental  well-being. 

compatible  — Much  less  prone  to  cause  the  side  effects  so  often 
experienced  with  stilbene  derivatives. 

thrifty  — Does  “a  better  job  at  far  less  cost  ” and  is  ‘‘much  better 
to  use  than  any  of  the  so-called  naturally  conjugated  estrogens.5'* 


Schering 


ESTINYL 

TABLETS 


0.02  mg. 


0.05  mg. 


"Clinton.  M.,  Round  Table  Discussion  : New  York  J.  Med.  54  :481,  1951. 
Estin>l,®  brand  of  Ethiinl  Estradiol  U.S.I*. 
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prevents  postpartum  hemorrhage 
speeds  uterine  involution 


'Ergotrate  Maleate’ 

(ERGONOVINE  MALEATE,  LILLY) 

. . . produces  rapid  and  sustained  contraction  of  the  postpartum  uterus 

'Ergotrate  Maleate’  almost  completely  eliminates  the  in- 
cidence of  postpartum  hemorrhage  due  to  uterine  atony. 
Administered  during  the  puerperium,  'Ergotrate  Maleate’ 
increases  the  rate,  extent,  and  regularity  of  uterine  invo- 
lution; decreases  the  amount  and  sanguineous  character 
of  the  lochia;  and  decreases  puerperal  morbidity  due  to 
Supplied:  uterine  infection. 

Ampoules  of  dosage:  Generally,  0.2  to  0.4  mg.  I.V.  or  I.M.  immediately  follow- 
0.2  mg.  in  1 cc.  ing  delivery  of  placenta.  Thereafter,  0.2  to  0.4  mg.  three  or  four 

Tablets  of  0.2  mg.  times  daily  for  two  weeks. 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 

659002 
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THE  SIGNIFICANCE  AT  THE 
PRESENT  TIME  OF  THE 
DIAGNOSIS  OF  BIOLOGIC 
FALSE  POSITIVE  REACTION  * 

J.  LOWRY  MILLER,  M.  D.  f 
New  York,  N.  Y. 

The  significance  of  the  biologic  false 
positive  reaction  is  as  yet  an  unanswered 
challenge  to  our  medical  generation.  Our 
energies  in  yesteryear  were  devoted  to 
unearthing  and  conquering  the  disease, 
syphilis.  In  more  or  less  the  last  half 
century  we  have  witnessed  the  relative 
conquest  of  syphilis,  beginning  with  the 
discovery  of  the  etiologic  agent,  Trepo- 
nema pallidum  by  Schaudinn  in  1905,  and 
followed  closely  by  the  introduction  of  a 
test  for  syphilis  by  Wassermann,  apply- 
ing the  principles  of  Bordet  and  Gengou. 
The  use  of  arsenic  by  Ehrlich  and,  finally, 
the  introduction  of  penicillin  by  Mahoney 
sounded  the  death  knell  for  syphilis.  It 
is  interesting  that  what  appeared  to  be  a 
closed  chapter  should  have  yielded  so 
much  information  in  the  past  five  years 
that  it  has  forced  us  to  change  many  of 
our  previous  concepts  concerning  syphilis. 

The  introduction  of  the  treponemal  im- 
mobilization test  in  1949  by  Robert 
Nelson,1  working  at  Johns  Hopkins,  has 

* Presented  at  the  Nineteenth  Annual  Meeting 
of  the  New  Orleans  Graduate  Medical  Assembly, 
February  27,  1956. 

f Associate  Clinical  Professor  of  Dermatology, 
College  of  Physicians  and  Surgeons,  Columbia 
University;  Chief,  Dermatology  and  Syphilol'ogy 
Clinic,  Vanderbilt  Clinic,  Presbyterian  Hospital, 
New  York. 


largely  been  responsible  for  our  recent 
increase  in  knowledge  concerning  syphilis. 
This  test  promised,  and  has  proved  to  be, 
a specific  test  for  syphilis.  Without  the 
TPI  test,  each  patient  with  a positive  STS, 
in  the  absence  of  clear  cut  evidence  for 
syphilis,  became  a problem  in  diagnosis. 
With  the  TPI  test,  for  the  first  time  in 
medical  history,  we  are  able  to  separate 
accurately  the  biologic  false  positive  re- 
actor from  the  syphilitic.  The  first  part 
of  this  paper  will  be  a summary  of  what 
we  have  learned  in  the  six  years  we  have 
used  the  TPI  test.  The  last  part  will  be 
devoted  to  a discussion  of  the  as  yet  un- 
solved significance  of  the  biologic  false 
positive  reaction. 

In  1949,  we  established  a TPI  labora- 
tory in  conjunction  with  our  STS  labora- 
tory in  the  Department  of  Dermatology  at 
Columbia  University.  Our  clinical  materi- 
al has  largely  come  from  the  Columbia 
Presbyterian  Medical  Center,  including  the 
Vanderbilt  Clinic.  For  many  years  all 
cases  of  syphilis  have  been  referred  to  us; 
and  for  that  reason,  we  have  available  a 
wealth  of  material  adequately  studied 
throughout  the  years. 

As  many  of  you  know,  the  TPI  test 
uses  Treponema  pallidum  as  an  antigen 
and  is  based  on  an  antibody  distinct  from 
reagin,  on  which  all  of  the  many  STS 
tests  are  based.  Treponema  pallidum  has 
as  yet  not  been  successfully  cultured.  It  is 
collected  for  the  test  from  rabbit  testicu- 
lar syphilomas  and  kept  in  actively  motile 
form  in  an  artificial  medium.  In  essence, 
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the  TPI  test  is  based  upon  the  fact  that, 
in  the  presence  of  active  complement,  the 
motile  treponemes  are  immobilized  if  de- 
monstrable amounts  of  the  antibody  are 
present  in  a patient’s  blood  or  spinal  fluid. 
As  the  test  uses  Treponema  pallidum  as 
an  antigen  and  an  antibody  distinct  from 
reagin,  it  should  be  specific.  In  the  ex- 
perience of  all  who  have  used  the  test, 
it  has  proved  to  be  specific  for  the  trepo- 
nematoses,  that  is,  syphilis,  yaws,  pinta, 
and  bejel.  In  our  opinion,  the  test  is 
specific  with  a possible  error  of  about  1.5 
per  cent. 

In  accurately  interpreting  the  results 
of  the  test,  one  must  always  remember 
the  opinions  which  have  been  repeatedly 
stated.  These  opinions  are  as  follows : 

1.  If  treatment  for  syphilis  is  given  in 
the  primary  or  very  early  in  the  secondary 
phase  of  syphilis,  the  antibody  may  never 
develop. 

2.  If  treatment  is  given  early  in  the 
course  of  syphilis,  the  test  may  become 
negative  with  the  passage  of  time. 

3.  If  no  treatment  is  given,  or  if  given 
late  in  the  course  of  the  disease,  the  test 
probably  remains  positive  for  the  life  of 
the  patient. 

It  may  be  of  interest  to  show  a table 
from  our  early  work,  which  was  reported 
in  detail  in  the  J.A.M.A.2  in  1952,  when 
we  were  studying  the  reliability  of  the 
results  of  the  TPI  test.  In  Table  1 are 
presented  the  results  of  the  TPI  test  in 
patients  in  whom  syphilis  had  been  diag- 


nosed on  evidence  other  than  the  results 
of  the  standard  serologic  test  of  the  blood 
for  syphilis.  This  evidence  includes  re- 
sults of  dark  field  examinations,  clinically 
typical  secondary  syphilis,  tabes  dorsalis, 
positive  reaction  of  the  spinal  fluid  in  the 
serologic  test  for  syphilis,  congenital  syph- 
ilis with  stigmata  and  dementia  paralytica. 

In  the  group  of  primary  syphilis,  the 
interval  from  the  time  of  the  diagnosis  of 
the  chancre  to  the  time  of  the  treponemal 
immobilization  test  varied  from  eight  to 
forty-eight  years.  The  four  negative  re- 
sults occurred  in  patients  who  had  been 
adequately  treated  when  the  chancre  was 
present. 

In  the  group  listed  as  having  secondary 
syphilis,  the  interval  from  the  time  of 
diagnosis  to  the  time  of  the  treponemal 
immobilization  test  varied  from  two 
months  to  twenty-one  years.  The  results 
of  the  treponemal  immobilization  tests 
were  negative  in  two  patients  both  of 
whom  have  had  more  than  adequate  treat- 
ment at  the  time  their  secondary  lesions 
were  present.  All  of  the  patients  with 
congenital  syphilis  with  stigmata,  neuro- 
syphilis, cardiovascular  syphilis  and  gum- 
mata  had  positive  TPI  tests. 

A study  of  possible  passive  transfer  of 
the  antibody  from  mother  to  child  re- 
vealed the  information  shown  in  the 
graph.3  As  can  be  seen,  the  antibody  re- 
sponsible for  the  TPI  test  persists  longer 
than  reagin  in  the  babies’  blood  and  may 
persist  up  to  six  months.  This  is  similar 


TABLE  1 

BEST’ LTS  OF  TREPONEMAL  IMMOBILIZATION  TESTS  ON 
BLOOD  OF  PATIENTS  WITH  PROVED  SYPHILIS* 


Original  Diagnosis  f 

No.  of 
Patients 

Results  of  TPI  Test 
Positive  Negative 

Doubtful 

Primary  syphilis  . 

....  30 

24 

4 

2 

Secondary  syphilis  

39 

34 

2 

3 

Congenital  syphilis  

10 

10 

- 

- 

Neurosvphilis  

33 

33 

- 

- 

Cardiovascular  syphilis  

8 

8 

- 

- 

Gummas  

3 

3 

- 

- 

Total  

123 

112 

6 

5 

* This  table  was  published  originally  in  the  article  by  J.  Lowry  Miller,  et  al : Treponemal  Immobilization  Test: 

Reliability  of  results  for  the  diagnosis  of  syphilis.  J.A.M.A.  49:987  (July  12)  19o2. 

j Patients  are  listed  under  the  classification  made  at  the  time  of  diagnosis,  which  was  made  on  evidence  other  than 

the  result  of  the  serologic  test  of  the  blood  for  syphilis.  The  treponemal  immobilization  tests  were  often  made  many 

years  after  the  original  diagnosis. 
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GRAPH  1 PERSISTENCE  OP  IMMOBILIZING  ANTIBOOT  COMPARED  WITH  RCAGlN 
in  non-syphilitic  offspring  from  trcateo  syphilitic  mothers 

Originally  published  in  J.  A.  M.  A.  154:1241 
(April  10)  1954.3 

to  other  natural  antibodies  such  as  herpes 
simplex.  In  interpreting  the  results  of 
the  TPI  test  in  babies  born  of  TPI  posi- 
tive mothers,  one  must  remember  this 
longer  duration  of  the  passively  trans- 
ferred antibody. 

As  our  work  progressed,  certain  facts 
at  variance  with  our  previous  opinions 
became  evident.  The  general  opinion  in 
1950  was  that  of  the  various  STS,  the 
V.D.R.L.  and  Ivolmer  were  more  specific 
for  syphilis  and  the  tendency  was  to  dis- 
miss patients  with  a diagnosis  of  biologic 
false  positive  reaction  who  had  positive 
Mazzini  tests  but  negative  V.D.R.L.  and 
Kolmer  tests.  Table  2 illustrates  how  this 

TABLE  2 


REACTIONS  OF  STANDARD  SEROLOGIC  TESTS 
FOR  SYPHILIS  IN  1300  SPECIMENS  FROM 
CASES  OF  SYPHILIS  (TPI  POSITIVE) 


Test 

Positive 
No.  % 

Negative 
No.  % 

Mazzini 

1232 

94.8 

68 

5.2 

V.D.R.L. 

1027 

79.0 

273 

21.0 

Kolmer 

1017 

78.2 

283 

21.8 

did  lead  us  to  error  as  judged  by  the 
results  of  the  TPI  test.  In  1300  specimens 
from  patients  with  positive  TPI  tests,  the 
V.D.R.L.  and  Kolmer  were  negative  in 
approximately  20  per  cent  while  the  Maz- 
zini was  negative  in  5 per  cent.  Viewed 
from  this  angle  alone  the  Mazzini  proved 
the  better  test. 

However,  the  data  contained  in  Table 
3 must  also  be  considered.  Here  the  V.D. 
R.L.  and  the  Kolmer  were  positive  in  ap- 


TABLE  3 

REACTIONS  OF  STANDARD  SEROLOGIC  TESTS  FOR 
SYPHILIS  IN  842  SPECIMENS  FROM  CASES 
OF  BIOLOGIC  FALSE  POSITIVITY 


Test 

Positive 
No.  l/o 

Negative 
No.  % 

Mazzini 

814 

96.7 

28 

3.3 

V.D.R.L. 

487 

57.8 

355 

42.2 

Kolmer 

474 

56.3 

368 

43.7 

proximately  60  per  cent  while  the  Mazzini 
was  positive  in  95  per  cent  of  patients 
who  had  negative  TPI  tests.  The  close 
similarity  of  results  of  the  V.D.R.L.  and 
Kolmer  tests  is  apparent.  From  the  stand- 
point of  the  biologic  false  positive  reactor 
group,  the  Kolmer  and  V.D.R.L.  were 
wrong  in  60  per  cent  while  the  Mazzini 
was  wrong  in  95  per  cent  of  the  patients. 
This  higher  rate  of  lack  of  specificity 
agreed  with  our  former  concept  that  the 
Kolmer  and  V.D.R.L  were  more  useful  in 
the  diagnosis  of  syphilis,  but  the  necessity 
for  the  TPI  test  is  obvious,  as  all  STS 
tests  are  too  nonspecific. 

We  have  also  thought  that  a high  titer 
in  the  STS  was  more  likely  to  be  syph- 
ilitic than  a low  titer.  This  is  not  always 
true  in  the  light  of  the  results  of  the  TPI. 
This  is  shown  by  Table  4,  in  which 

TABLE  4 

COMPARISON  OF  V.D.R.L.  FINDINGS  IN  200 
SPECIMENS  FROM  CASES  OF  BIOLOGIC 

FALSE  REACTIVITY  AND  IN  200  SPECIMENS 
FROM  CASES  OF  SYPHILIS 


YDRL 

Biologic  False 

Titer 

Positivity 

Syphilis 

No. 

% 

No. 

% 

WP 

62 

31.0 

82 

41.0 

P-1 

64 

32.0 

52 

26.0 

P-2 

36 

18.0 

34 

17.0 

P-4 

18 

9.0 

12 

6.0 

P-8 

11 

5.5 

10 

5.0 

P-16 

7 

3.5 

4 

2.0 

P-32 

1 

0.5 

2 

1.0 

P-64 

1 

0.5 

4 

2.0 

200 

100 

200 

100 

the  V.D.R.L.  titers 

of  200  specimens 

from 

patients  with  biologic  false 

positive 

reac- 

tions 

are  compared  with  an 

equal  number 

from  patients  with 

syphilis. 

Patients 

with 

extremely  high  STS  titers 

may  prove  to 

have 

negative  TPI 

tests  while  those 

with 
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low  STS  titers  may  have  positive  TPI 
tests. 

It  early  became  evident  that  the  TPI 
test  was  of  no  value  in  determining  if 
more  treatment  was  needed  in  a given 
patient.  The  test  remains  positive  regard- 
less of  treatment  unless  it  is  given  early 
in  the  course  of  the  disease. 

The  purpose  in  presenting  Table  5 is  to 

TABLE  5 

COMPARISON  OF  RESULTS  OF  TPI  TEST  WITH 
DIAGNOSIS  AND  TREATMENT  IN  A GROUP 
OF  PATIENTS  FROM  OUTSIDE  PHYSICIANS 
STS  POSITIVE  OR  WEAKLY  POSITIVE 
IN  ALL  CASES 


Treated  for 
Syphilis 

Not  Treated 
For  Syphilis 

TPI 

Positive 

111 

61 

50 

TPI 

Negative 

166 

75 

91 

277 

136 

141 

show  the  great  value  of  the  TPI  test  in 
separating  the  syphilitic  from  the  biologic 
false  reactor.  As  will  be  noted,  45  per 
cent  of  these  patients  had  been  treated  for 
syphilis,  but  did  not  have  the  disease,  and 
45  per  cent  of  the  patients  who  did  have 
syphilis  were  not  treated. 

With  the  widespread  routine  use  of  the 
STS  in  hospital  admissions,  entrance  into 
the  Armed  Forces,  check-up  in  industry 
and  by  the  medical  profession  at  large, 
the  number  of  positive-  STS  will  inevitably 
be  a sizeable  figure.  With  syphilis  less 
widespread,  it  may  be  presumed  that  the 
biologic  false  positive  reactions  will  be 
relatively  larger  in  number.  However,  it 
must  be  emphasized  that  this  diagnosis 
today  should  never  be  made  unless  a TPI 
test  has  been  done. 

The  TPI  test  is  expensive  and  requires 
critical  and  very  careful  work  in  the 
laboratory.  Variations  in  the  number  of 
spirochetes  obtained  from  rabbit  to  rabbit, 
the  possible  development  of  immobilizing 
antibody  in  the  rabbits,  the  presence  of 
adequate  amounts  of  complement  are  all 
factors  for  which  controls  in  the  labora- 
tory must  be  maintained.  The  test  is  also 
complicated  by  the  necessity  of  using  ster- 


ile techniques,  by  the  presence  of  penicil- 
lin in  many  specimens  and  by  the  possi- 
bility of  other  nonspecific  treponemocidal 
agents,  such  as  the  wide-spectrum  anti- 
biotics, or  substances  present  in  improper- 
ly cleaned  collection  tubes.  For  this  rea- 
son, simpler,  less  expensive  tests  are 
needed.  Such  tests,  now  under  investiga- 
tion and  using  killed  Treponema  pallidum, 
include  two  agglutination  tests,  the  im- 
mune adheranee  test,  and  the  new  Trepo- 
nema pallidum  complement  fixation  test 
developed  by  Portnoy 4 at  Chapel  Hill, 
North  Carolina.  He  uses  as  an  antigen  a 
chemical  fraction  obtained  by  desoxycho- 
late  extraction  of  dead  Treponema  palli- 
dum and  performs  a test  similar  to  the 
Kolmer  complement  fixation  test.  The 
evidence  to  date  seems  to  establish  that 
the  antibody  used  in  the  Portnoy  test  is 
distinct  from  the  antibody  which  is  the 
basis  for  the  TPI  test.  It  is  necessary  to 
use  this  test  under  carefully  controlled 
conditions  until  its  specificity  is  estab- 
lished. Our  experience  to  date  with  this 
test  makes  us  think  that  the  test  may 
approach  the  specificity  of  the  TPI  test. 

From  the  summary  of  our  experience 
which  is  in  agreement  with  all  those  who 
have  used  the  TPI  test,  it  is  apparent  that 
it  or  a substitute  specific  test  is  a neces- 
sity in  making  the  diagnosis  of  false 
positive  reaction.  The  remainder  of  this 
paper  will  be  devoted  to  a discussion  of 
the  little  we  have  so  far  learned  about 
the  significance  of  the  biologic  false  posi- 
tive reaction.  As  you  all  know,  there  are 
two  types  of  biologic  false  positive  reac- 
tions, the  temporary  and  persistent.  We 
shall  not  discuss  the  temporary  biologic 
false  positive  reaction  except  to  say  that 
the  TPI  test  will  quickly  confirm  the 
diagnosis  and  save  the  waiting  period 
which  is  often  a cause  of  nervous  strain 
to  the  patient. 

Table  6 shows  the  data  which  we  pub- 
lished in  J.A.M.A.3  in  1954.  The  most 
significant  finding  in  this  table  is  the 
high  percentage  of  biologic  false  reactions 
in  the  patients  with  acute  disseminated 
lupus  erythematosus.  Coburn  and  Moore,5 
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TABLE  0 


STS  AND 

TPI  RESUL' 
DISI 

L'S  ON 

;ases 

BLOOD 

OTHER 

IN  PATIENTS  ADMITTED 
THAN  SYPHILIS  * 

FOR 

No.  of 

TPI 

TPI 

History 

of 

Treat. 

Before 

Treat. 

After 

Disease 

Cases 

Pos. 

AVeak 

Neg. 

Pos. 

Neg. 

Sypk. 

TPI 

TPI 

Acute  Disseminated 
Lupus  Erythematosus 

with  L.  E.  cells 

14 

8 

3 

3 

0 

12  neg. 
2 anti- 
eompl. 

0 

4 

0 

Subacute  Disseminated 
Lupus  Erythematosus 

without  L.  E.  cells 

4 

1 

2 

1 

1 

3 

0 

1 

0 

Discoid  Lupus  Erythematosus 

4 

4 

0 

0 

2 

2 

0 

1 

1 

Periarteritis 

2 

1 

0 

1 

0 

2 

0 

0 

0 

Subacute  Bacterial 

Endocardititis 

3 

0 

2 

1 

0 

3 

0 

0 

0 

Sarcoidosis 

10 

8 

i 

1 

9 

1 

2 

4 

5 

Tuberculosis 

5 

3 

2 

0 

5 

0 

2 

4 

1 

Multiple  Myeloma 

4 

1 

0 

3 

1 

3 

0 

0 

0 

Diabetes  Mellitus 

4 

3 

1 

0 

1 

3 

1 

1 

0 

Cirrhosis  of  Liver 

6 

2 

3 

1 

2 

4 

0 

2 

1 

* This  table  was  published  originally  in  the  article  by  .1.  Lowry  Miller,  et  al:  Studies  with  treponemal  immobilizing 
test,  J.A.M.A.  154:1241  (April  10)  1954. 


Rein  and  Kostant,0  Haseriek  and  Long,7 
and  others  have  reported  that  this  dis- 
ease was  thought  to  be  responsible  for  a 
biologic  false  positive  reaction.  Nine  of 
our  11  patients  with  positive  STS  had 
negative  TPI  tests  and  the  remaining  two 
patients  had  anticomplementary  tests.  It 
has  been  noted  previously  that  anticom- 
plementary reactions  are  found  in  this 
disease.  Coburn  and  Moore 5 have  re- 
ported high  levels  of  gamma  globulins  to 
be  a constant  characteristic  in  their  cases 
of  lupus  erythematosus.  Davis  and  co- 
workers 8 have  shown  that  gamma  globu- 
lin is  anticomplementary.  It  has  been 
noted  in  our  laboratory  that  an  unknown 
factor  or  factors,  in  the  patients  with 
acute  lupus  erythematosus  uses  more  of 
the  added  complement  in  the  TPI  tests 
than  in  specimens  from  other  diseases. 

The  eight  patients  with  positive  sero- 
logic tests  in  this  group  in  the  table  were 
persistent  false  positive  reactors.  Four  of 
these  patients  had  been  treated  because 
of  the  positive  serologic  tests  before  the 
onset  of  symptoms  of  acute  lupus  erythe- 
matosus. No  change  in  the  serologic  tests 
resulted.  The  positive  serologic  test  was 
known  to  have  been  present  for  twenty- 
four  years  in  the  first  case,  six  years  in 


the  second,  and  four  years  in  the  third 
and  fourth.  It  is  interesting  to  note,  in 
the  case  in  which  a positive  serologic  test 
was  present  for  twenty-four  years,  that 
it  had  been  found  when  the  patient  was 
3 years  of  age,  at  which  time  she 
was  treated  with  arsenic  and  bismuth. 
Her  mother  had  been  treated  because  of 
a positive  serologic  test  before  the  patient 
was  born.  The  mother’s  serologic  test  is 
now  negative,  but  the  treponemal  immo- 
bilizing test  is  positive. 

A second  patient  had  a similar  history. 
She  was  seen  at  8 years  of  age  with 
Sydenham’s  chorea  and  a positive  sero- 
logic test.  Both  parents  had  strongly  posi- 
tive serologic  tests.  The  parents  and  the 
patient  were  treated  with  arsenic  and 
bismuth.  The  patient  was  33  years  old 
and  had  two  healthy  children,  9 and  2 
years  of  age,  both  with  negative  sero- 
logic and  treponemal  immobilizing  tests. 
The  patient’s  treponemal  immobilizing 
tests  have  been  negative  twice  and  the 
serologic  tests  repeatedly  positive.  The 
patient’s  mother  has  positive  serologic 
tests,  and  the  treponemal  immobilizing 
test  is  positive.  Neither  patient  shows 
signs  of  congenital  syphilis.  It  is  impos- 
sible to  determine  with  certainty  if  these 
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persons  had  had  biologically  false  positive 
reactions  for  all  these  years  or  positive 
treponemal  immobilizing  tests  had  be- 
come negative  when  treatment  was  given 
early. 

Some  observers  have  reported  that  sar- 
coidosis is  one  of  the  diseases  outstanding 
among  the  conditions  so  far  identified  in 
a substantial  proportion  of  biologic  false 
positive  reactors.  Our  findings  have  not 
borne  this  out.  Of  102  patients  with  sar- 
coidosis established  by  biopsy,  clinical,  and 
laboratory  findings,  14  had  persistent 
positive  serologic  tests.  Ten  of  the  11  pa- 
tients with  persistently  positive  serologic 
tests  had  positive  treponemal  immobiliz- 
ing tests.  In  our  opinion  one  should  be 
very  hesitant  in  making  the  diagnosis  of 
a biological  false  positive  reaction  in  sar- 
coidosis. 

The  group  of  biologic  false  positive 
reactors  which  we  have  reported  were 
gathered  from  a hospital  population  who 
had  been  admitted  for  illness  of  greater 
or  lesser  degree.  More  recently  we  have 
been  studying  a group  of  patients  who 
were  collected  largely  because  of  a posi- 
tive STS  with  negative  TPI  test  but  ap- 
parently not  ill.  In  a group  of  some  600 
patients  falling  into  this  classification  75 
have  been  studied  thoroughly. 

The  following  tests  have  been  per- 
formed on  all  75  cases  of  persistent  bio- 
logic false  positive  reaction : Complete 

blood  counts,  urinalyses,  sedimentation 
rates,  protein  partitions,  cholesterols  and 
esters.  Coombs’  test,  cold  agglutinations, 
alkaline  phosphates,  LE  preps,  brucella 
agglutinations,  cephalin  flocculations,  thy- 
mol turbidities,  paper  electrophoreses, 
heterophile  antibodies.  In  this  carefully 
sudied  group,  one  or  more  of  the  tests 
performed  have  been  positive.  One  of  the 
most  frequent  findings  is  a positive  cepha- 
lin flocculation  or  a positive  thymol  tur- 
bidity. Moore  and  Lutz 9 also  found  this 
phenomenon.  They  were  unable  to  demon- 
strate any  evidence  of  liver  damage  and 
concluded  that  the  same  mechanism  re- 
sponsible for  the  positive  STS  was  also 
responsible  for  the  positive  cephalin  floc- 


culation and  positive  thymol  turbidity.  We 
have  examples  of  women  who  with  each 
pregnancy  develop  positive  STS  which 
disappear  between  pregnancies. 

To  date  from  this  group,  the  percent- 
age of  patients  developing  serious  illness 
has  been  small.  However,  the  potential 
danger  of  serious  future  disease  in  those 
with  persistent  biologic  false  positive  re- 
action is  real.  A pattern  of  recurrent 
minor  signs  and  symptoms  such  as  unex- 
plained fever,  transitory  joint  pains, 
should  be  taken  with  much  more  serious- 
ness in  the  patient  with  a persistent  bio- 
logic false  positive  reaction.  At  the  pres- 
ent time  it  appears  that  systemic  lupus 
erythematosus  is  the  disease  most  of  these 
patients  will  develop  if  they  eventuate 
into  serious  illness. 

We  have  not  had  the  opportunity  of 
studying  patients  with  leprosy  in  this 
study.  Leprosy  has  long  been  known  to 
cause  persistent  biologic  false  positive  re- 
actions in  about  60  per  cent.  It  would  be 
interesting  to  perform  the  additional  tests 
to  see  if  we  find  a difference  in  the  degree 
of  cephalin  flocculation,  thymol  turbidity 
positivity  in  patients  with  leprosy  in 
whom  the  STS  is  positive  as  compared 
with  those  with  negative  STS. 

In  conclusion  I should  like  to  emphasize 
that  the  TPI  test  has  proved  specific  and 
that  it,  or  a simpler  test  of  the  same  type, 
is  a necessity  in  the  diagnosis  of  biologic 
false  positive  reaction.  If  this  reaction 
proves  to  be  of  the  persistent  type,  then 
the  physician  must  observe  the  patient 
and  carefully  consider  minor  symptoms, 
especially  those  which  recur. 
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THE  IMPORTANCE  OF  THE 

TEAM  APPROACH  TO  THE 
REHABILITATION  OF 
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Because  of  the  variety  of  problems  pre- 
sented by  the  person  with  a cleft  palate, 
no  one  specialty  can  attempt  to  deal  with 
them  all.  Those  who  are  interested  in  the 
problem  realize  that  a cleft  palate  is  not 
just  a “hole  in  the  head”  to  be  closed  up 
in  any  fashion,  or  just  a speech  defect,  or 
just  a malocclusion.  All  of  these  condi- 
tions are  related  and  interdependent,  along 
with  the  emotional  and  intellectual  as- 
pects. Hence,  the  multiphasic,  or  team 
approach  has  been  developed  and  is  gain- 
ing wide  acceptance  as  the  most  produc- 
tive way  of  rehabilitating  these  patients. 

In  1816,  von  Graefe  performed  the  first 
staphylorraphy  by  cauterizing  the  margins 
and  using  sutures  to  approximate  the 
tissues.  Previously,  the  occasional  cases 
of  cleft  lip  and  palate  mentioned  in  medi- 
cal literature  were  treated  by  elaborate 
devices  designed  to  restore  the  missing 
parts.  After  von  Graefe,  daring  opera- 
tions became  more  frequent  and  developed 
around  three  methods,  i.e.,  median  suture, 
compression,  and  flap  techniques  for  clo- 
sure of  the  clefts.  Modern  surgical  tech- 
niques nearly  all  represent  some  modifica- 
tion of  the  median  suture  procedure  in- 
troduced by  von  Langenbeck  in  1861. 

* Assistant  Professor  of  Speech  Pathology,  De- 
partment of  Otolaryngology,  Tulane  University 
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With  the  advent  of  modern  dentistry 
in  the  middle  of  the  nineteenth  century, 
a new  interest  in  prosthetic  appliances 
was  aroused.  The  failure  of  much  of  the 
surgery  served  as  a spur  to  devise  vari- 
ous types  of  prostheses  and  different 
means  of  retention.  At  the  same  time 
surgeons  were  busy  exploring  various  op- 
erative techniques.  Most  of  the  early  pros- 
thetic work  was  done  to  correct  the  re- 
sults of  surgical  failures  rather  than  as 
a preferred  procedure. 

As  more  and  more  interest  in  the  over- 
all problem  has  been  evinced  by  oral  and 
plastic  surgeons,  dentists,  orthodontists, 
prosthodontists,  and  speech  therapists,  the 
value  of  a united  effort  has  become  more 
and  more  apparent.  Recent  study  and  re- 
search in  growth  patterns  has  led  to  a 
new  evaluation  of  the  total  treatment  of 
cleft  palate.  The  many  questions  which 
arise  in  trying  to  find  the  most  suitable 
treatment  for  each  case  can  only  be  an- 
swered by  grouping  services  and  corre- 
lating information.  Then  each  specialist 
can  render  the  fullest  value  of  his  par- 
ticular field.  The  team  approach,  there- 
fore, implies  much  more  than  simply  a 
number  of  people  looking  at  one  individu- 
al. A team  should  be  composed  of  mem- 
bers who  can  share  in  the  group  experi- 
ence for  their  own  enrichment  as  well  as 
that  of  the  patient.  Although  each  member 
comes  to  the  team  as  an  individual  repre- 
senting a different  discipline,  he  should  be 
able  to  give  of  his  skill  and  to  understand 
the  contributions  of  his  teammates  as  they 
work  toward  the  common  goal  of  rehabili- 
tation. 

T.  M.  Graber,2  in  his  discussion  of  the 
“Changing  Philosophies  in  Cleft  Palate 
Management”  pictures  the  cleft  palate 
team  as  functioning  in  a manner  illus- 
trated in  Figure  1.  Cooper 1 likens  the 
cleft  palate  team  to  a wheel  in  which  each 
member  of  the  team  represents  a spoke 
and  bears  the  burden  of  treatment  at 
different  times.  (Figure  2)  This  analogy 
stresses  the  interdependence  and  the  co- 
operation which  must  exist  among  the 
members  for  the  team  to  accomplish  maxi- 
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Figure  1.  The  essential  elements  for  complete 
cleft  palate  rehabilitation.  (From  Graber,  T.  M. : 
Changing  philosophies  in  cleft  palate  manage- 
ment, J.  Pediat.  37:400  (Sept)  1950). 


Figure  2.  Services  in  a co-ordinated  program. 
Other  services  to  be  added  as  need  arises.  (From 
Cooper,  Herbert  K. : Integration  of  services  in 
the  treatment  of  cleft  lip  and  cleft  palate,  J. 
Am.  Dent.  A.  47:27  (July)  1953. 

mum  results.  If  one  discipline  dominates 
the  team,  or  if  another  is  not  interested 
and  fails  to  do  his  share,  then  the  wheel 
will  be  lopsided  and  the  team  loses  its 
effectiveness. 

The  essential  services  are  those  of 
pediatrics,  surgery,  dentistry,  orthodontia, 
prosthodontia,  speech  therapy,  otolaryn- 
gology, psychology,  and  social  service. 
Other  services  are  added  as  the  need 
arises.  Each  member  of  the  team  has  a 
peculiar  responsibility  on  the  team  de- 
pending upon  his  specialty. 


PEDIATRICS 

The  pediatrician  is  in  the  position  of 
being  able  to  guide  the  parents  as  soon 
as  the  baby  is  born.  It  is  a severe  shock 
to  the  parents  to  see  a baby  with  a cleft 
lip  and/or  palate  and  to  know  that  they 
have  produced  a malformed  child.  Their 
first  reaction  is  usually  one  of  despair, 
“Why  did  this  happen  to  us?”,  followed 
by  one  of  guilt,  “What  did  we  do?” 

The  manner  in  which  the  pediatrician 
handles  these  attitudes  and  reactions  is 
all-important  in  the  later  adjustment  of 
the  parents  toward  the  child  and  conse- 
quently in  the  adjustment  of  the  child 
himself  toward  the  handicap. 

The  pediatrician  can  steer  the  parents’ 
thinking  toward  the  positive  aspects  of 
what  can  be  done  rather  than  letting 
them  dwell  on  the  negative  questions  of 
what  had  not  been  done.  He  can  reassure 
them  that,  cosmetically,  the  baby  can  be 
provided  with  a normal  facial  structure, 
and  functionally,  with  adequate  oral  struc- 
tures for  speech  and  nutrition.  It  is  the 
responsibility  of  the  pediatrician,  there- 
fore, to  acquaint  the  parents  with  a cleft 
palate  team  or  with  whatever  agencies  or 
resources  are  available  in  the  community 
for  cleft  palate  rehabilitation. 

The  child  with  a cleft  palate  and  par- 
ticularly one  with  both  lip  and  palate 
cleft  presents  feeding  problems  with  which 
the  pediatrician  must  be  prepared  to  cope. 
Since  lip  surgery  is  usually  not  done  until 
the  child  has  at  least  regained  its  birth 
weight  and  gives  evidence  of  being  a 
healthy  baby,  then  it  is  very  important 
that  the  baby’s  feeding  be  carefully  super- 
vised. Nutritional  factors  assume  larger 
proportions  in  the  care  of  the  cleft  palate 
child  because  of  the  surgery  which  most 
of  them  must  undergo. 

SURGERY 

When  a child  has  both  cleft  lip  and 
palate  there  is  not  much  controversy  con- 
cerning the  surgical  closure  of  the  lip. 
This  procedure  is  usually  carried  out  as 
soon  as  the  baby  is  judged  strong  enough. 
Normally  this  is  about  the  third  or  fourth 
month.  Early  closure  of  the  lip  is  de- 
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sirable  for  several  reasons.  First,  it  im- 
proves the  appearance  of  the  baby.  The 
initial  shock  and  disappointment  of  the 
parents  is  greatly  alleviated  after  the 
baby’s  face  begins  to  assume  a more  nor- 
mal contour.  Although  secondary  opera- 
tions to  improve  the  shape  of  the  lip  and 
nose  may  be  necessary,  they  are  seldom 
emergency  measures. 

Secondly,  the  feeding  problem  presented 
by  the  open  lip  is  helped  by  having  the  lip 
line  made  intact.  The  baby  is  now  capable 
of  more  normal  sucking  and  swallowing 
movements. 

Thirdly,  the  molding  influence  of  the 
lip  and  cheek  movements  can  help  to  es- 
tablish the  proper  shape  and  contour  of 
the  upper  dental  arch  by  maintaining  the 
proper  position  of  the  divided  maxillae 
and  thus  encourage  the  teeth  to  erupt  in 
their  proper  location. 

Surgery  on  the  palate  is  another  ques- 
tion which  can  best  be  answered  through 
the  team  approach.  As  indicated  earlier, 
the  traditional  treatment  of  cleft  palate 
was  always  by  surgery.  However,  because 
that  has  so  often  been  unsuccessful,  many 
workers  have  felt  that  a re-evaluation  of 
surgical  procedures,  and  especially  of  the 
timing  of  surgery,  should  be  undertaken. 

With  the  help  of  the  orthodontist,  pros- 
thodontist, and  speech  therapist,  the  sur- 
geon can  better  decide  how  and  when  to 
operate.  According  to  Slaughter,3  surgery 
can  do  one  of  two  things : 

1.  It  can  aid  in  directing  natural 
growth  processes  through  the  establish- 
ment of  muscle  balance  across  the  de- 
fect; or 

2.  It  can  grossly  interfere  with  the 
blood  supply,  result  in  introduction  of 
abnormal  amounts  of  scar  tissue  or  de- 
struction of  growth  centers. 

The  surgeon  needs  to  be  fully  aware  of 
the  growth  potentials  of  the  individual. 
The  following  criteria  are  now  being  used 
to  judge  whether  or  not  a palate  should 
be  closed  surgically,  and  if  so,  at  what 
age.3 

1.  Adequacy  and  vitality  of  tissue. 


2.  Spatial  configuration  of  anatomic 
segments  of  the  cleft,  i.e.,  width  and 
shape  of  cleft. 

3.  The  relationship  of  the  palate  to 
contiguous  anatomic  structures  in  the 
pharynx. 

When  each  patient  has  been  evaluated 
in  terms  of  the  above  considerations,  it 
will  be  seen  that  there  can  be  no  hard  and 
fast  rule  as  to  when  to  operate,  when  to 
use  prosthesis,  or  when  to  use  a combina- 
tion of  both.  Each  case  must  be  judged 
separately  and  the  final  decision  rests 
with  the  team  and  not  with  the  surgeon 
alone. 

DENTISTRY 

Good  general  dental  care  is  even  more 
important  for  the  cleft  palate  individual 
than  for  the  average  person.  The  success- 
ful use  of  a prosthetic  device  often  de- 
pends upon  the  amount  of  retention  which 
can  be  provided.  Teeth  should  be  cared 
for  so  that  they  do  not  become  carious  or 
the  gums  diseased. 

The  influence  of  the  deciduous  teeth 
upon  the  eruption  of  the  permanent  teeth 
and  the  consequent  development  of  facial 
structures  cannot  be  over-emphasized.  The 
idea  that  the  baby  teeth  did  not  need  to 
be  filled  and  retained  as  long  as  possible  is 
no  longer  tenable.  There  is  a direct  rela- 
tionship between  the  size  and  shape  of 
the  dental  arch  and  the  health  of  the  baby 
teeth.  Good  habits  of  oral  hygiene  are 
a necessity  for  the  cleft  palate  patient  and 
must  be  instilled  early  and  followed  faith- 
fully. 

ORTHODONTIA 

The  orthodontist  must  have  a thorough 
knowledge  of  growth  factors  and  must 
know  when  and  what  types  of  appliances 
to  use  to  achieve  the  maximal  results  in 
alignment  of  structures.  He  aids  the  sur- 
geon or  prosthodontist  by  retaining  the 
parts  in  the  desired  position  or  by  reposi- 
tioning structures  so  that  they  can  work 
more  effectively. 

Through  orthodontia  it  is  possible  to 
restore  teeth  to  their  proper  positions  and 
to  maintain  them  in  their  correct  relation- 
ships. This  usually  results  in  a much  im- 
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proved  cosmetic  effect.  Also  this  straight- 
ening process  often  enables  the  child  to 
achieve  better  speech.  The  contribution 
of  the  orthodontist  to  the  team  cannot 
be  exaggerated. 

PEOSTHODONTIA 

Prostheses  and  speech  appliances  were 
formerly  viewed  as  a last  resort  after  sur- 
gical failure.  Then  some  workers  devel- 
oped the  philosophy  that  prosthesis  was 
the  method  of  choice  and  that  surgery 
should  never  be  used. 

It  is  now  a generally  accepted  fact  that 
surgery  and  prosthesis  offer  complemen- 
tary procedures  for  the  total  rehabilita- 
tion of  the  cleft  palate  person.  In  cases 
where  tissue  is  inadequate  and  a poor  sur- 
gical result  is  an  almost  certainty  an  ap- 
pliance may  be  indicated  from  the  begin- 
ning. Sometimes  the  surgeon  can  repair 
the  hard  palate  but  is  unable  to  construct 
a functional  soft  palate.  Then  a speech 
appliance  can  be  used  to  improve  articula- 
tion. Young  children  may  be  fitted  with 
a training  appliance  until  they  have 
reached  the  optimal  age  for  surgery. 

The  function  of  the  prosthodontist  is 
to  supply  missing  parts  and  restore  nor- 
ma] structural  relationships  wherever  pos- 
sible. When  a person  has  a markedly  un- 
derdeveloped maxilla  and,  as  a result,  a 
marked  malocclusion,  the  prosthodontist 
can  do  much  to  improve  appearance  and 
function.  A complete  denture  can  be 
fashioned  to  fit  over  the  patient’s  own 
teeth  to  fill  out  the  lip  contour  and  to  es- 
tablish normal  occlusion.  The  cosmetic 
effect  and  the  better  dental  health  of  the 
patient  are  material  assets  to  his  person- 
ality. 

In  cases  where  surgery  is  either  not  in- 
dicated or  has  been  attempted  and  has  not 
been  successful,  adequate  velopharyngeal 
closure  for  speech  can  be  achieved  by  a 
speech  appliance.  The  speech  bulb  may  be 
all  the  person  needs  or  it  may  be  part  of 
a partial  or  full  denture.  In  the  latter 
case,  the  task  of  providing  good  retention 
will  tax  to  the  utmost  the  ingenuity  of 
the  prosthodontist. 


SPEECH  THERAPY 

The  speech  therapist  has  several  duties 
on  the  team.  The  most  obvious  one  is  the 
evaluation  of  the  speech.  In  some  cases, 
defective  speech  is  due  to  causes  other 
than  the  cleft  and  the  therapist  must  be 
able  to  differentiate  these  factors.  The 
degree  of  nasality  on  both  vowels  and  con- 
sonants, the  use  of  the  tongue  and  lips, 
the  substitutions  of  sounds  must  all  be 
noted. 

The  therapist  then  must  evaluate  the 
structures  in  the  light  of  speech.  Is  the 
velopharyngeal  closure  adequate?  Are 
there  barriers  to  good  tongue  movement, 
such  as  orthodontic  appliances?  All  these 
points  must  be  assessed  so  that  the  ad- 
visability of  further  surgery,  further  or- 
thodontia or  other  procedures  may  be 
decided  upon. 

With  a very  young  child  who  has  not 
yet  begun  to  talk,  the  speech  therapist 
assumes  the  role  of  a counsellor  to  the 
parents.  Ways  in  which  to  foster  normal 
speech  development  and  what  to  expect 
from  the  child  in  the  way  of  speech  at- 
tempts are  discussed.  As  the  child  begins 
to  talk  the  parents  are  given  specific  sug- 
gestions for  working  with  him  at  home 
until  formal  speech  therapy  is  indicated. 

Depending  upon  the  type  of  services 
available  in  the  community,  the  speech 
therapist  may  do  the  actual  therapy  with 
the  patients  or  only  serve  as  a consultant 
on  the  team.  Regardless  of  how  it  is 
managed,  however,  almost  all  cases, 
whether  ti’eated  by  surgery  or  prosthesis, 
will  need  some  type  of  special  training. 

OTO  L AR Y NGOLOG Y 

It  has  been  shown  repeatedly  that  chil- 
dren with  cleft  palates  are  more  suscep- 
tible to  respiratory  infections  than  normal 
children.  Also,  more  of  these  children 
have  ear  infections  and  accompanying 
hearing  loss  than  others.  This  may  be  due 
to  the  greater  number  of  infections  which 
travel  from  the  nasopharynx  to  the  middle 
ear  by  way  of  the  Eustachian  tube.  It  is 
also  possible  that  the  cleft  causes  an  ab- 
normal functioning  of  the  muscles  respon- 
sible for  the  opening  of  the  tubal  orifice. 
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Any  interference  with  the  necessary  aera- 
tion of  the  middle  ear  leads  to  serous 
otitis  media,  retracted  ear  drums,  and 
other  pathologies  responsible  for  a conduc- 
tive hearing  loss.  These  children  need 
careful  periodic  check-ups  to  reduce  the 
incidence  of  middle  ear  pathology. 

Since  much  middle  ear  involvement  is 
caused  by  blockage  of  the  Eustachian  tube 
with  hypertrophied  lymphoid  tissue,  the 
otolaryngologist  is  faced  with  a problem 
in  advising  tonsillectomy  and  adenoidec- 
tomy.  In  many  cases  the  velopharyngeal 
closure  which  provides  adequate  speech  is 
achieved  because  the  palate  rests  against 
a large  pad  of  adenoid  tissue  on  the  back 
wall  of  the  pharynx.  Removal  of  this 
adenoid  pad  may  cause  serious  conse- 
quences speechwise.  The  otolaryngologist 
must  be  in  a position  to  evaluate  all  these 
factors  and  to  know  in  which  cases  opera- 
tion is  clearly  indicated,  how  much  tissue 
to  remove,  and  the  possible  consequences 
to  speech. 

SOCIAL  SERVICE 

The  social  worker  is  an  indispensable 
member  of  the  team,  serving  as  a liaison 
between  the  team  and  the  patient  or  his 
family.  The  social  worker  interprets  to 
the  patient  the  decisions  as  to  the  type  of 
treatment,  steps  in  the  program,  and  other 
questions  concerning  the  medical  aspects. 

The  patient’s  problems  as  to  finances, 
travel  to  obtain  treatment,  and  other  ob- 
stacles, can  be  worked  out  by  consultation 
with  other  agencies  in  the  community. 
The  social  worker  can  help  to  plan  with 
the  patient  so  that  the  proper  scheduling 
of  visits  and  the  correct  timing  can  be 
carried  out  with  as  little  inconvenience 
as  possible. 

The  social  worker  can  also  help  the 
team  to  plan  by  informing  them  of  the 
attitudes  and  feelings  of  the  family  and 
the  ability  of  the  patient  to  co-operate  and 
carry  out  recommended  procedures. 

PSYCHOLOGY 

In  a total  rehabilitation  program  for 
any  patient,  the  mental  and  emotional  fac- 
tors are  of  vital  importance.  It  is  neces- 
sary to  know  the  capacities  of  the  person 


so  that  a realistic  policy  can  be  pursued. 
Sometimes  a person,  because  of  intellec- 
tual capacity,  economic,  social,  or  emotion- 
al influences,  is  incapable  of  sufficient 
co-operation  to  make  a prosthetic  device 
practical.  Therefore,  surgery  may  be  a 
better  choice  for  him,  although  structur- 
ally it  is  not  the  ideal  one. 

Delayed  speech  in  children  is  not  neces- 
sarily due  to  the  cleft  lip  and/or  palate 
per  se.  It  may  be  caused  by  the  traumatic 
emotional  shock  of  early  surgery  and  hos- 
pitalization, by  feelings  of  guilt  and  re- 
jection on  the  part  of  the  parents,  or  by 
mental  retardation,  to  mention  only  a few 
possibilities.  A thorough  investigation  of 
all  aspects  by  a trained  clinical  psycholo- 
gist is  invaluable  in  total  rehabilitation. 

The  psychologist  can  be  of  value,  not 
only  in  testing,  but  in  counselling  and 
guidance  both  with  the  patient  and  the 
family.  A realistic,  objective  attitude  to 
the  handicap,  an  acceptance  of  the  limi- 
tations of  therapy,  and  a healthy  emotion- 
al atmosphere  can  be  as  helpful  as  good 
surgery  or  a perfect  appliance. 

SUMMARY 

The  value  of  such  a team  approach  will 
be  shown  by  methods  which  produce  bet- 
ter speech,  less  personality  maladjustment, 
improved  cosmetic  effects,  and  more  un- 
derstanding and  co-operation  from  the 
patient  and  his  family.  It  also  provides 
fruitful  information  for  the  research 
which  is  still  needed  to  answer  many  of 
the  questions  concerning  the  etiology  and 
treatment  of  cleft  lip  and/or  cleft  palate. 

REFERENCES 

1.  Cooper.  Herbert  K. : Integration  of  services  in  the 
treatment  of  cleft  lip  and  cleft  palate,  .1.  Am.  Dental 
Assoc.  47 :27  (July)  1953. 

2.  Graber,  T.  M. : Changing  philosophies  In  cleft  palate 
management.  J.  of  Pediatrics.  37 :400  (Sept.)  1950. 

3.  Slaughter,  W.  B. : The  rationale  for  velar  closure  as 
a primary  procedure  in  the  repair  of  cleft  palate  defects, 
Plastic  and  Reconstructive  Surgery.  13:341  (May)  1954. 

O 

HEMIPLEGIA  FROM  A BLACK 
WIDOW  SPIDER  BITE 

THOMAS  W.  DAVIS,  M.  D. 

Alexandria 

The  bite  of  the  black  widow  spider  is 
a fairly  frequent  occurrence  in  the  south- 
ern states,  more  often  seen  in  rural  areas 
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than  in  the  metropolitan  areas  served  by 
the  usual  university  hospital.  A minimum 
of  scientific  information  is  given  the  aver- 
age medical  student  on  the  clinical  syn- 
drome produced  by  the  bite  and  its  treat- 
ment, probably  due  to  the  decreased  inci- 
dence of  bite  in  the  metropolitan  areas. 
Usually  the  doctor’s  first  contact  with  the 
problem  is  as  an  intern  or  resident  in  a 
charity  hospital  when  he  is  forced  to  call 
on  his  limited  knowledge  and  skill  to  treat 
the  unhappy  victim. 

The  fact  that  these  bites  are  not  as 
innocuous  as  may  be  supposed  is  borne 
out  by  reports  in  the  literature  of  at  least 
16  deaths  in  the  United  States.1 

This  paper  is  presented  to  record  a case 
of  black  widow  spider  bite  followed  by 
partial  hemiparesis,  marked  speech  apha- 
sia, bladder  retention  and  stupor. 

CASE  HISTORY 

A 37  year  old  white  male  was  bitten  on  the 
dorsal  surface  of  the  left  forearm  on  October 
22,  1955,  while  gathering  pecans  in  his  pasture. 
The  bite  caused  only  a mild  sting  and  the  pa- 
tient killed  the  spider  and  placed  it  in  a pocket 
matchbox.  In  approximately  twenty  minutes  he 
began  to  have  deep,  cramping-type  pains  in  his 
left  forearm,  in  the  upper  portion  of  the  arm 
near  the  shoulder  and,  a few  minutes  later,  in 
the  substernal  area.  When  the  patient  was  seen 
approximately  one  hour  and  fifteen  minutes  af- 
ter the  bite  he  was  still  suffering  the  same  pains, 
severe  by  this  time,  and  also  pain  in  the  epigas- 
trium of  a constant  cramping  nature. 

Physical  examination  was  entirely  negative 
except  for  a 4 by  4 cm.  area  of  erythema  at 
the  site  of  the  bite  on  the  left  forearm,  and 
moderate  abdominal  rigidity  without  tenderness. 
He  was  immediately  given  10  cc.  of  calcium 
gluconate,  10  per  cent,  intravenously,  with  no 
relief.  He  was  given  gr.  1/6  morphine  and  30 
mg.  benadryl,  intramuscularly.  At  the  end  of  an 
hour  the  patient  had  vomited  twice,  was  in 
severe  pain,  and  was  beginning  to  get  mildly 
apprehensive.  He  was  given  more  morphine,  and 
80  U ACTH  gel  i.m.  Nausea  and  epigastric  pain 
continued.  For  the  next  forty-eight  hours  the 
patient  was  never  completely  free  of  pain.  He 
developed  marked  abdominal  muscle  rigidity  but 
no  tenderness.  Bowel  sounds  remained  normal 
throughout.  He  vomited  even  water,  so  infusions 
were  necessary  for  this  period.  Calcium  gluco- 
nate was  given  i.v.  on  four  occasions,  without 
benefit.  The  pulse  remained  from  40  to  60  per 
minute.  By  the  third  day  the  pain  in  the  arm 
and  chest  had  subsided,  but  generalized  abdomi- 
nal pain  persisted  and  there  was  pain  in  the  hips 


and  thighs.  At  the  end  of  the  third  day  he  was 
having  difficulty  voiding.  The  prostate  was  nor- 
mal on  examination,  but  extremely  difficult  uri- 
nation continued  for  the  next  forty-eight  hours. 

By  the  fifth  day  the  patient  was  feeling  fairly 
well  and  complained  only  of  pain  in  the  ankles 
and  feet.  He  was  discharged.  During  this  hospi- 
tal stay  he  was  always  cooperative,  alert,  and  at 
only  one  time  during  the  first  hours  did  he  show 
apprehension.  The  spider,  which  he  had  brought 
to  the  hospital  with  him,  was  a source  of  curi- 
osity to  the  nurses,  orderlies  and  aides,  and  the 
patient  was  jovial  and  talkative  during  this  time 
when  he  was  not  in  too  great  pain.  He  received 
numerous  injections  of  morphine  and  demerol 
and  benadryl,  but  none  seemed  to  give  relief. 

The  first  day  the  patient  was  home,  his  wife 
noticed  him  becoming  progressively  quiet  and 
withdrawn.  By  night  he  appeared  definitely  con- 
fused, though  he  was  cooperative  and  was 
oriented  as  to  time  and  place.  By  bedtime  he 
spoke  only  when  spoken  to,  and  answered  ques- 
tions and  obeyed  commands  in  an  automatic 
fashion,  showing  a completely  flat  emotional 
response.  By  the  next  day,  when  he  was  brought 
to  the  office,  he  limped  markedly,  could  walk 
only  with  help,  and  showed  left  facial  weakness. 
General  physical  examination  revealed  a left 
facial  muscle  weakness,  tongue  deviation  to  the 
right,  decreased  pain  sensation  in  the  left  face 
and  extremities,  and  weakness  of  the  left  upper 
and  lower  extremities.  Deep  reflexes  were  hypo- 
active  on  the  left,  as  was  the  cremasteric  reflex. 
The  umbilical  reflex  was  negative  bilaterally. 
Babinski  and  Hoffman  were  negative.  Eye- 
grounds  were  negative,  and  pupils  were  equally 
dilated  and  not  symmetrically  round.  They  re- 
acted sluggishly  to  light.  Accommodation  was 
normal.  There  was  ecchymosis  over  the  left  face 
which  his  wife  said  developed  while  he  was  shav- 
ing. Rumpel-Leede  test  was  negative.  Spinal  tap 
was  as  follows:  Opening  pressure,  18  cm.;  nor- 
mal dynamics;  white  cells,  none;  RBC,  4/cu. ; 
protein,  46  mg.%  ; sugar,  92mg.%;  Wassermann, 
negative;  colloidal  gold,  000000000.  The  CBC, 
urinalysis,  bleeding  time,  prothrombin  time  and 
platelet  count  were  normal.  Lee  and  White  co- 
agulation time,  9 min.,  50  sec. 

The  patient  was  started  on  a slow  drip  of 
ACTH,  15  U to  500  cc.  normal  saline,  and  was 
given  benadryl.  He  showed  no  restlessness  and 
stated  he  had  no  pain  when  asked.  He  ate  and 
drank  when  told,  and  slept  during  the  night. 
Within  twenty-four  hours  he  was  improved 
slightly  but  had  developed  difficulty  with  his 
speech.  He  at  first  could  not  think  of  words, 
and  later  stuttered  profusely.  After  seventy-two 
hours  he  began  to  show  emotional  response  and 
his  facial  paralysis  had  completely  disappeared. 
The  petechiae  cleared  within  forty-eieht  hours. 
ACTH  was  continued  after  the  first  day  in  the 
form  of  gel.  Blood  pressure  remained  a normal 
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125/80  throughout  both  hospital  stays.  After 
one  week  the  patient  was  well,  with  the  ex- 
ception of  occasional  stuttering.  The  muscle 
strength  in  his  left  extremities  returned;  his 
personality  returned  to  normal;  and  he  denied 
any  unusual  feelings.  His  wife  stated  he  ap- 
peared to  be  perfectly  all  right.  On  questioning, 
he  had  complete  amnesia  of  his  return  to  the 
hospital,  the  spinal  tap,  examination,  or  any 
events  for  approximately  a forty-eight  hour  span. 

THE  SPIDER 

The  female  black  widow  (Latrodectus 
mactans)  or  hour-glass  spider  has  a body 
one-half  inch  long  and  is  identified  by  its 
jet  black  color  and  the  very  characteristic 
scarlet  red  “hour-glass”  mark  on  its  vent- 
ral surface.  The  male  spider  does  not 
have  the  red  mark  and  its  bite  is  of  no 
consequence.  The  habitat  is  from  southern 
Canada  to  Chili,  but  it  is  found  predomi- 
nantly in  the  southern  United  States, 
Mexico,  and  Central  America.  The  spider 
lives  in  dark,  secluded  corners,  under 
woodpiles,  under  houses,  or  in  dark,  in- 
frequently used  closets.  The  spider  is 
timid  and  will  not  bite  unless  endangered. 
Many  times  it  has  been  accidentally  found 
under  lumber  or  trash  where  children 
have  been  playing  daily  for  months.  Bites 
usually  occur  when  the  victim  inadvertent- 
ly puts  his  hand  or  foot  under  the  cover 
protecting  the  spider’s  hideout.  Often  the 
bites  are  on  the  male  genitals,  occasioned 
by  spiders  living  on  the  underside  of  an 
outdoor  privy  seat. 

The  venom  is  a toxalbumin,  proved  to 
be  a neurotoxin  similar  to  the  venom  of 
the  cobra.  According  to  Faust 2 it  is  one- 
third  as  toxic  as  rattlesnake  venom. 

THE  CLINICAL  SYMPTOMS 

The  actual  bite  is  only  slightly  painful 
and  is  described  like  the  sting  of  a small 
bee.  In  fifteen  to  twenty  minutes  the  pa- 
tient notices  mild  swelling  and  redness  in 
the  area,  and  deep  pain  radiating  up  the 
extremity.  This  can  be  rapidly  followed 
by  precordial  pain,  weakness  and,  later, 
deep  pain  in  the  extremities  and  severe 
abdominal  cramps  simulating  at  times  an 
acute  abdomen.  It  can  last  from  one  hour 
to  several  days.  It  should  be  emphasized 
that  the  sting  is  sometimes  of  such  minor 
nature  that  no  connection  will  be  made 


between  the  bite  and  the  ensuing  cramps. 
Many  cases  of  prostration  and  shock  have 
been  reported ; convulsions  have  been  re- 
ported as  common  in  children  ;3  and  one 
case  of  toxic  myocarditis  with  definite 
EKG  changes  is  recorded.4  An  unusual 
form  characterized  by  extreme  hyperten- 
sion and  albuminuria  similar  to  eclampsia 
is  reported  and  well  authenticated.3  A 
local  skin  reaction  termed  cutaneous  ar- 
achnoiditis is  reported  in  which  there  is 
a gangrenous  slough  of  skin  at  the  site  of 
the  bite.5  Vague  references  are  made  in 
the  literature  to  coma  and  neurological 
changes,  but  I have  been  able  to  find  no 
reference  to  a transient  hemiplegia  as  de- 
scribed in  this  case. 

TREATMENT 

Intravenous  calcium  gluconate  or  2 cc.  of 
50  per  cent  magnesium  sulphate  ai*e  most 
often  given  as  a successful  treatment.  This 
patient  got  no  apparent  relief  from  four 
such  injections.  Usually  one  gets  thirty 
minutes  to  one  hour  relief  from  one  in- 
jection. Neostigmine  and  phisostigmine 
are  found  by  some  to  be  satisfactory  and 
by  others  to  be  useless.6- 7 Curare  has  been 
proposed  and  tried  with  some  relief  of  the 
severe  muscle  spasm  and  pain.s 

A specific  antivenin  prepared  from 
horse  serum  by  Sharp  & Dohme  is  re- 
ported by  those  that  have  used  it  to  be 
extremely  satisfactory,9  giving  complete 
relief  in  thirty  minutes  to  one  hour. 

Narcotics  and  the  usual  analgesics  have 
little  effect  on  the  symptoms.  ACTH  or 
cortisone  is  of  questionable  value. 

SUMMARY 

1.  A case  of  black  widow  spider  bite  is 
presented  which,  in  addition  to  showing 
the  usual  symptoms  of  extreme  pain  and 
muscular  rigidity,  developed  a transient 
left  hemiplegia  and  toxic  psychosis. 

2.  Black  widow  spider  bite  syndrome 
and  treatment  are  discussed. 

3.  Spider  antivenin  is  apparently  the 
most  satisfactory  treatment  presently 
available  and  should  be  given  when  pos- 
sible. 
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THE  USE  OF  RESERPINE  IN  THE 
TREATMENT  OF  DISTURBED 
GERIATRIC  PATIENTS 

L.  M.  VILLIEN,  PHG.,  M.  D.  * 
Gulfport,  Mississippi 

The  medical  profession  today  recognizes, 
but  has  not  fully  accepted  the  challenge 
presented  in  the  care  and  the  treatment  of 
the  geriatric  patient.  Death  rates  from 
the  chronic,  noninfectious,  degenerative 
diseases  have  increased  steadily  in  the  last 
half  century.  Contrariwise,  the  chronic 
infectious  disease  death  rate  has  decreased 
rapidly.  This  being  the  situation,  the  pro- 
gressive increase  in  the  number  of  geri- 
atric patients  in  future  years  will  be  de- 
pendent upon  the  above  trends  and  other 
factors  which  all  point  to  longevity. 

The  problem  is  further  complicated  by 
the  disinterest  of  the  busy  general  prac- 
titioner in  treating  the  chronic  geriatric 
case,  the  tendency  of  families  to  reject 
their  members  who  have  grown  old  and 
useless,  and  also  the  shortage  of  beds  in 
hospitals,  psychiatric  institutions,  nursing 
homes,  domiciliaries,  and  the  lack  of  the 
intermediate  type  hospital  where  the  elder- 
ly and  ill  patient  may  receive  a type  of 
medical  service  between  that  required  by 
the  acutely  ill  and  that  available  in  a 
domiciliary.  It  has  been  the  all  too  preva- 
lent policy  of  families  and  physicians  to 
select  a bed  for  the  elderly  patient,  who  is 
showing  some  signs  of  confusion,  disorien- 
tation, and  restlessness,  in  a psychiatric 
hospital.  Nothing  could  be  more  unfair 

* From  the  Veterans  Administration  Center, 
Biloxi,  Mississippi,  Gulfport  Division. 


to  the  individual  or  to  the  psychiatric 
hospital.  The  senile,  mildly  confused  and 
disoriented  geriatric  case  needs  excellent 
medical  care  and  not  rejection  by  society. 
After  all,  it  has  often  been  said  that  the 
geriatric  patient  is  a walking  medical 
museum.  Therefore,  he  or  she  should  be  a 
challenge  to  the  physician  rather  than  just 
a “senile  old  fuddyduddy”  to  be  rejected 
by  the  profession  and  society.  Perhaps 
some  of  the  most  difficult  problems  con- 
fronting those  treating  geriatric  patients; 
namely,  the  unrest,  the  agitation,  the  feel- 
ing of  rejection,  the  mild  to  moderate  con- 
fusion, the  change  in  sleep  pattern  and 
even  the  psychotic  behavior  so  often  seen 
in  the  elderly,  may  be  ameliorated  with 
the  advent  of  the  new  “tranquilizing” 
drugs.  However,  evaluation  of  these  drugs 
is  necessary  so  that  the  most  efficacious 
medication  can  be  chosen  instead  of  the 
overrated,  smartly  advertised  panacea. 

At  the  present  time  10  per  cent  of  the 
Veterans  Administration  average  daily 
hospital  patient  load  consists  of  patients 
65  years  of  age  or  over.  Thus,  with  an 
average  daily  patient  load  of  approxi- 
mately 110,000,  the  Veterans  Administra- 
tion Hospitals  have  the  care  and  treatment 
of  approximately  11,000  geriatric  cases. 
Five  hundred  eighty-four  thousand  veter- 
ans now  are  65  years  of  age,  but  five 
years  hence  the  number  is  expected  to 
exceed  1,780,000.  The  Veterans  Adminis- 
tration has  a many-sided  scientific  attack 
in  progress  with  relation  to  this  problem. 
The  attempt  is  being  made  to  use  all 
resources  to  give  adequate  care  to  this 
large  group,  not  only  from  a medical, 
surgical  and  therapeutic  viewpoint,  but 
with  sociological,  economical  and  other 
factors  considered.  The  social  worker,  the 
psychiatrist,  the  physical  medicine  depart- 
ment, the  nurses,  the  hospital  aides,  all 
contribute  to  the  therapeutic  milieu.  The 
social  worker,  for  example,  uses  the  ac- 
cepted principle  that  these  older  patients 
respond  better  at  home  or  in  therapy  cen- 
ters near  their  homes,  relatives  and 
friends;  hence,  the  family  must  be  drawn 
into  the  picture  again  and  given  an  under- 
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standing  of  the  patients’  condition  and  the 
responsibility  which  they  must  reaccept 
for  a member  of  their  family. 

Study  and  observations  in  the  use  of 
reserpine  in  geriatrics  in  this  psychiatric 
hospital  are  not  wholly  on  our  own  obser- 
vations. It  is  only  one  phase  of  the  vari- 
ous studies  that  are  being  done.  The 
matter  is  being  presented  in  the  form  of 
simple  observations,  special  effort  being 
made  to  circumvent  excessive  scientific 
and  statistical  data.  The  results  obtained 
with  patients  in  general  practice  and  out- 
patient treatment  may  not  be  as  dramatic 
as  those  experienced  in  the  hospital  where 
the  environment  is  well  controlled.  Natur- 
ally, the  more  disturbed  the  patient,  if  he 
is  to  respond,  the  more  noticeable  will  be 
the  change.  In  general  practice  the  physi- 
cian must  be  alert  to  the  patients  with  only 
early  mental  changes  and  extremely  mild 
manifestations,  representing  the  ideal  time 
to  institute  therapy.  General  interest  has 
been  mainly  in  the  use  of  reserpine  in 
mild  hypertension,  anxiety,  tension,  and 
nervousness,  while  on  our  services  it  has 
been  a matter  of  allaying  the  manifesta- 
tions of  moderate  to  severe  phychotic  re- 
actions primarily  in  those  patients  having 
chronic  brain  syndromes.  At  this  com- 
paratively early  date,  the  rediscovered  al- 
kaloids of  serpentina  rauwolfia  have 
proved  their  value  in  the  treatment  of  dis- 
turbed and  tensive  individuals  regardless 
of  age.  The  management  of  older  patients 
with  the  use  of  reserpine  is  quite  different 
from  that  of  the  younger  age  group,  al- 
though this  is  mainly  from  the  standpoint 
of  dosage.  The  fact  is  made  evident  by 
practical  application  and  observation  on 
our  services  on  the  wards  at  this  station. 
We  have  proceeded  to  place  the  more  dis- 
turbed and  confused  patients  on  reserpine 
and  gaining  information  by  comparison 
with  their  past  behavior  and  physical 
status.  On  a geriatric  ward  at  the  pres- 
ent time  we  have  a group  of  74  patients 
on  the  drug.  Conclusions  were  obtained 
from  an  over-all  picture,  behavior  in  rela- 
tion to  the  other  patients,  cooperation  in 
regard  to  personnel,  cleanliness,  interest 


in  daily  habits,  desire  to  take  part  in  ward 
details,  response  to  questioning,  sleep,  ac- 
tivity, eating  habits,  weight,  etc.  A very 
striking  example,  and  there  are  numerous 
others,  is  the  following  case  report : 

CASE  REPORT 

The  patient,  a 55-year-old  white  man,  was  ad- 
mitted to  this  hospital  in  1935.  The  background 
prior  to  1935  was  obtained  from  Bay  Pines, 
VA  Hospital,  in  Florida,  from  where  the  patient 
was  transferred.  The  patient  had  stated  that 
in  1920  he  was  examined  by  a doctor  and  told 
he  had  syphilis.  He  received  adequate  antiluetic 
treatment  then  and  subsequently,  but  in  1929 
he  began  losing  control  of  his  feet  and  legs. 
This  condition  grew  steadily  worse.  He  remained 
in  a wheelchair  after  his  admission  here.  His  last 
gainful  occupation  was  in  1933. 

After  completed  studies  the  staff  was  of  the 
opinion  that  the  active  luetic  process  had 
“burned  out.”  During  hospitalization  at  VA 
Hospital,  Gulfport,  he  underwent  various  phases; 
originally,  he  was  so  obstreperous  that  approach- 
ment  was  very  diffciult.  He  was  pugnacious, 
actively  paranoid  towards  all  personnel,  particu- 
larly the  ward  female  personnel.  He  would  at- 
tempt to  run  down  the  aides  with  his  wheelchair 
or  strike  at  them  if  they  were  within  reach. 
He  became  profane  and  abusive,  presenting  a 
major  problem  as  to  proper  care  since  he  was 
completely  dependent  upon  the  personnel  for 
his  daily  needs. 

After  having  been  given  reserpine  0.5  mg. 
b.i.d.  for  two  weeks  he  showed  improvement. 
This  dosage  was  increased.  Subsequently,  his 
paranoid  behavior  underwent  a complete  change. 
He  sat  quietly  in  his  chair  and  appeared  to 
receive  great  satisfaction  from  the  least  atten- 
tion given  him  by  doctors,  nurses  and  aides. 

An  interesting  thing  here  is  that  the  patient  is 
a burned-out  paretic.  The  question  may  arise, 
was  the  central  nervous  system  lues  the  cause  of 
his  psychosis?  It  is  possible  there  were  other 
cerebral  pathological  processes  during  the  twen- 
ty years  of  hospitalization  that  contributed  to 
the  continuing  acute  psychosis. 

Again  a typical  example  taken  from  the 
records:  This  patient  was  admitted  to  this 
station  in  1936.  He  was  transferred  to  the 
geriatric  service  from  the  most  disturbed  ward 
because  he  constantly  irritated  other  patients  on 
his  ward  and  was  a bit  old  for  his  antagonists. 
He  was  only  53  years  old  but  considerably  de- 
teriorated and  appeared  to  be  about  60.  He 
mumbled  in  a continuous  incoherent  manner. 
He  was  persistent  in  tearing  all  his  clothes  and 
destroyed  from  five  to  six  suits  of  pajamas  a 
day.  His  face,  at  times,  was  a kaleidoscope  of 
colors  from  scratches  and  bruises;  echymotic 
areas  were  visible  evidence  of  his  continuous 
altercations.  A good  physical  examination  was 
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impossible  because  of  poor  cooperation,  but 
there  was  no  gross  evidence  of  pathology.  The 
diagnosis,  schizophrenia,  hebephrenic  type.  The 
serology  was  negative. 

Here  is  a subsequent  progress  note:  “Two 
months  ago  this  extremely  disturbed  individual 
was  started  on  reserpine.  He  was  given  0.5  mg. 
b.i.d.  for  one  week,  then  increased  to  1.5  mg. 
daily.  Since  receiving  this  medication  his  be- 
havior has  made  a marked  change,  in  fact,  an 
unbelievable  change.  He  is  not  restrained.  He 
feeds  himself,  while  previously  he  was  spoon-fed. 
He  smiles  and  attempts  to  talk.  He  repeats 
names,  mops  the  floor,  runs  the  polisher  under 
supervision  and  even  dances  with  the  female 
worker  from  the  special  services  and  comports 
himself  generally  in  a commendable  fashion.” 

The  patient  for  the  past  month  has  been  re- 
ceiving only  1 mg.  reserpine,  morning  and  night. 
Incidentally,  this  dosage  is  one  of  the  largest 
being  given  on  chronic  services.  In  a matter  of 
eight  months  this  patient  has  gained  forty-three 
pounds  and,  naturally,  will  soon  present  another 
problem. 

DISCUSSION 

Our  experience  has  been  that  the  dose 
of  reserpine  in  the  older  patients  need  not 
be  large.  Some  of  the  patients  have  shown 
improvement  on  as  little  as  0.12  mg.  or 
0.25  mg.  two  or  three  times  daily,  and 
being  maintained  on  this  dosage  after 
having  shown  that  a larger  dose  was  un- 
necessary or  brought  about  disturbing  fea- 
tures such  as  drowsiness,  excessive  sleep 
or  the  reverse,  insomnia,  and,  interesting- 
ly a decrease  in  weight.  Some  patients 
taking  as  little  as  1 mg.  above  what  is 
his  optimal  dose  will  promptly  show  a 
progressive  weight  loss  after  having 


gained  weight  on  the  drug  before  this 
optimal  dose  was  exceeded.  We  have  also 
found  in  some  patients  the  best  adminis- 
tration is  a dosage  spread,  say  0.5  mg. 
three  times  a day  rather  than  1.5  mg.  in 
one  dose  in  the  morning  or  at  bedtime. 

From  the  physical  standpoint  there  also 
were  some  changes  observed.  Primarily, 
there  is  an  apparent  improvement  in  the 
state  of  well  being  with  its  component 
manifestations,  friendliness,  cooperation, 
happiness,  etc.,  a minor  decrease  in  blood 
pressure  and  increase  in  appetite  and, 
very  noticeable,  an  invariable  increase  in 
weight.  Averages  in  this  group  have  been 
worked  out  on  74  patients.  The  average 
age  was  58.  The  average  dose  of  reserpine 
used  was  1.5  mg.,  the  smallest  being  0.125 
mg.  and  the  largest  dose  to  one  patient 
being  3 mg.  The  blood  pressure  decreased 
noticeably  in  79  per  cent  of  the  patients. 
A good  many  of  these  showed  a drop  of 
20  to  30  points  systolic,  one  patient  de- 
creased 90  systolic  and  30  diastolic  and  is 
now  being  maintained  at  120/80  on  1 mg. 
at  bedtime.  Blood  pressure  actually  in- 
creased in  9 per  cent  of  the  cases,  and 
remained  static  in  12  per  cent.  Discontin- 
uance of  medication  was  obligated  on  4 
patients  because  of  an  excessively  low' 
blood  pressure  response.  Sixty-eight  per 
cent  show'ed  an  increase  in  wreight  of  any- 
where from  seven  pounds  to  forty-three 
pounds,  20  per  Cent  showdng  a decrease 


TABLE  1 


TEN  SELECTED  CASES 

OUT  OF 

74  TO 

ILLUSTRATE 

FINDINGS 

Case 

Age 

Blood  Pressure 
Before  After 

Rx  Rx 

Weight 

Before  After 

Rx  Rx 

Average 

Daily 

Dosage 

Reserpine 

Improved  * 

Diagnosis 

1. 

A.  C. 

55 

124/80 

110/64 

127 

182 

(1)  mg. 

Yes 

S.  R.,  C. 

2. 

S.  D 

54 

120/90 

108/52 

111 

121 

(1)  mg. 

Yes 

S.  R.,  H. 

3. 

J.  F. 

68 

156/84 

138/70 

129 

139 

(1)  mg. 

Yes 

S.  R.,  H. 

4. 

A.  A. 

57 

114/70 

86/36 

144 

137 

(2)  mg. 

No 

Post  Lobotomy, 
S.  R.,  H. 

5. 

L.  M. 

64 

130/80 

108/66 

119 

115 

(1)  mg. 

No 

S.  R.,  C. 

6. 

M.  S. 

61 

130/60 

106/58 

122 

140 

(1)  mg. 

Yes 

Manic  Dep. 

7. 

T M. 

73 

172/68 

120/70 

138 

140 

.5  mg. 

Yes 

C.  B.  S.,  Arterio- 
sclerosis 

8. 

C.  M. 

69 

120/70 

106/50 

108 

123 

.5  mg. 

Yes 

C.  B.  S. 

9. 

J.  A. 

68 

115/80 

110/70 

133 

159 

1.5  mg. 

Yes 

S.  R.,  H. 

10. 

Me  T. 

54 

160/80 

124/76 

160 

144 

(2)  mg. 

No 

S.  R.,  H. 

• By  improved  we  indicate  both  mental  and/or  physical  betterment. 
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in  weight.  Twelve  per  cent  remained 
static.  Sixty-nine  per  cent  of  the  patients 
showed  improvement  in  either  his  physi- 
cal or  his  mental  status.  Thirty-one  per 
cent  remained  unchanged. 

Important  points  to  consider  in  the 
evaluation  of  the  weight  percentages  are 
these:  (1)  Some  of  the  patients  were 

overweight  when  therapy  was  begun. 
(2)  The  obese  patients  and  those  gaining 
weight  rapidly  were  placed  on  weight- 
reducing  diets.  (3)  Some  showed  a weight 
loss  before  optimal  dosage  was  obtained. 


TABLE  2 

De- 

creased 

No 

Change 

In- 

creased 

Overall  No 

Improve-  Improve- 
ment ment 

Weight 

Blood 

20% 

12% 

68% 

Press. 
Over-all 
Impr. 
No  Impr. 

79% 

12% 

9% 

69% 

31% 

CONCLUSIONS 

Seventy-four  disturbed,  confused,  psy- 
chotic patients  were  given  reserpine.  On 
the  basis  of  the  above  observations  we 
find  a great  majority  of  patients  have 
benefitted  by  the  use  of  the  drug.  The 
drug  may  be  used  without  fear  and  hesi- 
tation in  ambulatory  cases,  being  careful 
to  initiate  treatment  with  a small  dosage. 
We  have  experienced  no  severe  untoward 
reactions  except  in  the  initial  few  patients 
where  comparatively  large  doses  were  giv- 
en. It  was  soon  learned  that  small  doses 
in  the  geriatric  patient  were  very  well 
tolerated.  Each  patient  must  be  closely 
observed  to  obtain  the  optimal  dose. 

Constant  nursing  care  has  been  con- 
siderably reduced,  thus  proving  a boon  for 
the  problem  of  personnel  shortage.  The 
impression  is  that  the  use  of  reserpine  in 
the  simple  degenerative  process  would  ob- 
viate the  need  of  hospitalization  and  many 
patients  could  remain  at  home  with  rela- 
tives and  friends  under  the  care  of  their 
family  physician. 

o 


PSYCHOTHERAPY  BY  THE  GENERAL 
PRACTITIONER  * 

IAN  STEVENSON,  M.  D.  f 
New  Orleans 

A mixture  of  modesty  and  anxiety  seems 
to  inhibit  many  general  practitioners  from 
helping  their  patients  with  psychothera- 
peutic methods.  The  modesty  no  doubt 
arises  from  the  wealth  of  literature  on 
psychotherapy,  much  of  which  can  give 
the  impression  of  technical  complexity. 
And  physicians  are  naturally  anxious  in 
approaching  something  which  they  may 
feel  beyond  their  competence.  But  these 
are  unfortunate  misunderstandings,  be- 
cause psychotherapy  rests  on  a few  simple 
principles  which  can  be  understood  and 
applied  by  any  physician  who  interests 
himself  in  the  subject.  Certainly  it  has 
technical  refinements  too,  and  some  pa- 
tients are  best  handled  by  psychiatrists 
and  psychotherapists  of  greater  experi- 
ence. But  the  referral  of  these  patients 
would  still  leave  a great  many  others  who 
can  and  should  receive  psychotherapy 
from  their  family  physicians. 

We  know  that  many  patients  with  both 
mild  and  serious  mental  disorders  recover 
without  any  help  from  physicians.  These 
so-called  spontaneous  cures  are  really  not 
at  all  spontaneous.  They  are  brought 
about  because  the  vicissitudes  of  a pa- 
tient’s life  bring  him  emotional  experi- 
ences which  either  relieve  his  distress  or 
press  him  into  a different  way  of  living. 
Now  psychotherapy  aims  at  providing 
such  experiences  for  the  patient  in  a some- 
what more  controlled  manner  than  the 
hazards  of  ordinary  life  permit.  The  pa- 
tient is  relieved  and  also  helped  to  change 
himself. 

The  patient  comes  to  the  physician  full 
of  distressing  psychological  and  physical 
symptoms.  These  arise  from  his  failure 
to  obtain  the  satisfactions  and  security 

* Presented  at  the  Seventy-fifth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  New 
Orleans,  May  3,  1955. 

f From  the  Department  of  Psychiatry  and 
Neurology,  Louisiana  State  University  School  of 
Medicine,  New  Orleans,  Louisiana. 
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which  we  all  need  in  life.  This  failure  is 
largely  or  entirely  clue  to  the  patient’s 
own  behavior.  However,  in  the  misery  of 
his  suffering  the  patient  cannot  see  this. 
But  as  he  talks  to  the  physician,  he  begins 
to  experience  some  relief  from  his  acute 
distress.  This  relief  in  turn  permits  the 
patient  to  examine  and  alter  his  own  con- 
contribution  to  his  distress.  Then,  by 
gradually  changing  his  attitudes  towards 
himself  and  other  persons,  the  patient 
fashions  for  himself  a life  situation  capa- 
ble of  satisfying  his  basic  needs.  Thus  he 
finally  rids  himself  of  the  sources  of  his 
distress.  How  does  the  physician  act  to 
bring  this  about? 

The  work  of  psychotherapy  is  mainly 
accomplished  by  the  patient’s  talking. 
Nearly  all  the  efforts  of  the  physician  are 
directed  towards  facilitating  the  patient’s 
expression  of  his  feelings,  thoughts,  and 
desires.  Now  the  patient  wants  to  say 
these  things,  but  he  also  doubts  the  wis- 
dom of  doing  so.  Past  experiences  have 
persuaded  him  that  it  is  often  dangerous 
to  give  his  confidence  to  someone  else. 
And  so  he  wavers,  half  pushed  to  talk, 
half  pulled  to  remain  silent.  And  which 
pressure  prevails  will  depend  upon  the 
ability  of  the  person  to  whom  he  is  talk- 
ing to  make  it  seem  safe  and  helpful  to 
talk. 

So  the  physician  must  first  be  a good 
listener.  He  must  learn  to  be  silent  when 
the  patient  is  talking  and  to  speak  chiefly 
to  encourage  the  patient’s  talking  or  to 
help  him  focus  on  topics  of  major  im- 
portance. Usually  the  patient  will  provide 
that  focus  himself.  If  he  is  psychologically 
distressed  he  wants  to  talk  and,  although 
he  may  hesitate  or  evade  for  a time,  he 
will  nearly  always  come  to  the  important 
matters  if  permitted  to  do  so  by  the  phy- 
sician. What  these  matters  are  is  rarely 
known  by  the  physician  ahead  of  time. 
If  he  selects  topics  for  the  patient’s  dis- 
cussion he  may  only  get  in  the  patient’s 
way.  It  is  better  for  the  physician  to 
spend  more  time  and  allow  the  patient  to 
reach  the  significant  topics  at  his  own 
pace  than  to  deflect  him  away  from  a 


subject  towards  which  he  is  slowly  and 
tentatively  moving.  In  short,  the  physi- 
cian must  not  project  his  own  ideas  into 
the  discussion.  He  must  try  to  listen  to 
the  patient  as  a unique  individual  for 
whom  certain  experiences  have  had  im- 
portant meanings.  These  experiences  may 
not  be  important  to  the  physician  as  a 
person,  but  they  have  been  important  to 
the  patient  and  he  needs  to  talk  about 
them.  And  the  physician  needs  to  listen 
to  them  with  respect  for  their  importance 
to  the  patient. 

The  patient  quite  rightfully  will  not 
talk  to  anyone  wiio  does  not  so  listen.  I 
said  before  that  the  patient’s  talking 
does  the  wTork  of  psychotherapy.  But  he 
must  be  talking  to  somebody  wrho  finds 
w-hat  he  is  saying  significant.  And  this 
can  only  be  someone  wTho  finds  him  sig- 
nificant as  a person.  That  is,  he  will 
only  talk  to  someone  wTho  treats  him  with 
respect  and  consideration.  The  physician 
must  accept  the  patient  as  a w^orthw’hile 
person,  although  this  does  not  mean  he 
must  approve  of  everything  the  patient 
does  or  says.  He  must  be  able  to  feel  and 
communicate  affection  for  the  patient. 
And  he  must  purge  himself  of  any  idea 
that  psychological  disorders  are  somehow 
“bad”  or  disreputable,  or  even  not  dis- 
orders at  all.  There  is  no  need  to  em- 
phasize this  point  since  no  physician  will 
undertake  psychotherapy  unless  he  first 
believes  it  a wrorthy  aid  to  valuable  fellow 
human  beings. 

But  there  is  need  to  emphasize  the  im- 
portance of  the  physician’s  attitude  to- 
wards the  patient.  Perhaps  the  most  im- 
portant single  principle  of  psychology  is 
the  fact  that  people,  whether  children  or 
adults,  tend  to  develop  qualities  which  are 
attributed  to  them  by  others.  If  the  phy- 
sician treats  a patient  like  a child,  the 
childishness  in  the  patient  will  tend  to 
increase.  If,  on  the  other  hand,  the 
physician  addresses  himself  to  the  matur- 
er  side  of  the  patient  and  treats  him  as 
if  he  wrere  mature,  the  childishness  will 
tend  to  diminish  as  the  patient  uncon- 
sciously tries  to  fill  the  role  w^hich  is 
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assigned  to  him. 

Given  then  a patient  who  wants  to 
talk  to  a physician  who  has  shown  him- 
self the  kind  of  person  worth  talking  to, 
how  does  the  talking  help?  In  many  dif- 
ferent ways  and  perhaps  in  some  ways 
we  do  not  even  understand  yet. 

In  the  first  place,  talking  nearly  always 
clarifies  a subject.  To  put  a problem  into 
words  immediately  brings  some  order  into 
it.  So  long  as  the  problem  can  wander 
loosely  in  the  patient’s  mind,  it  may  attach 
to  itself  all  manner  of  unrealistic  associ- 
ated ideas,  most  of  them  laden  with 
anxiety.  But  when  the  problem  is  led 
out  of  the  dark  mental  recesses  and  pa- 
raded before  the  scrutiny  of  another  per- 
son, a change  occurs.  At  the  very  moment 
when  the  patient  presents  his  problem  to 
the  physician,  he  finds  himself  obliged  to 
edit  it.  This  item  is  deleted,  that  modi- 
fied, and  a third  amplified  in  order  to 
adapt  it  to  the  seeming  expectations  of 
the  listener.  As  this  process  goes  on,  the 
patient  usually  becomes  aware  of  the 
editorial  work.  In  short,  he  realizes  that 
things  are  not  what  they  seemed  to  be 
because  he  could  not  tell  someone  else 
what  he  thought  they  were.  And  conse- 
quently, he  becomes  aware  of  some  of  his 
distortions  and  achieves  a new  objectivity. 
All  this  can  take  place  if  the  physician 
simply  listens  silently.  But  the  effect  can 
be  enhanced  if  the  physician  also  applies 
the  scissors  and  the  blue  pencil  to  the 
copy  as  it  comes  out.  Questions  pointed 
gently  here  and  there  can  greatly  increase 
the  patient’s  growing  objectivity  towards 
his  difficulties. 

But  as  the  patient  talks  about  his  dif- 
ficulties, much  more  goes  on  than  a 
merely  verbal  clarification.  When  the  pa- 
tient tells  his  story,  he  relives  the  past 
events  which  he  relates.  And  reliving 
them,  he  re-experiences  the  emotions  he 
then  felt.  Often  when  these  events  oc- 
curred, the  patient  was  unable  to  express 
himself  fully  and  adequately.  As  men- 
tioned before,  from  still  earlier  experi- 
ences he  had  learned  the  dangers  of  ex- 
pressing himself  and  so  he  had  come  to 


inhibit  the  exposure  of  certain  thoughts 
and  feelings.  The  inhibited  thoughts  and 
feelings  are  commonly  sexual  or  aggres- 
sive ones,  but  may  be  of  other  kinds..  For 
example,  many  patients  inhibit  the  ex- 
pression of  affectionate  and  tender  feel- 
ings. Now,  in  the  doctor’s  office,  the  pa- 
tient is  encouraged  to  talk  freely.  He  is 
encouraged  in  this  not  so  much  by  the 
doctor’s  verbal  encouragement  to  go  ahead 
as  by  the  doctor’s  manner  which  tells  him 
it  is  safe  to  go  ahead.  Thus  the  patient 
gradually  learns  that  he  can  talk  freely 
without  danger  of  criticism  or  rejection. 
So  he  does  so  and  in  doing  so,  first  un- 
loads much  tension  which  had  been  bound 
with  the  previously  inhibited  emotions. 
But  in  addition,  he  finds  that,  after  all, 
these  hidden  thoughts  and  feelings  are 
not  so  dangerous  as  he  had  believed.  He 
had  condemned  himself  for  these  thoughts 
and  believed  others  did  so  also.  But  the 
doctor  does  not.  The  doctor  does  not 
become  shocked,  angry  or  frightened  by 
what  the  patient  says.  This  immediately 
increases  the  patient’s  opinion  of  himself 
and  also  his  ability  to  talk  freely  to  other 
people.  Thus  he  begins  to  communicate 
his  thoughts  and  feelings  to  other  persons. 
He  begins  to  tell  them  his  desires  and 
his  anxieties.  Thus  he  can  draw  closer 
to  them  and  gain  from  them  the  support, 
affection  and  satisfaction  which  everyone 
needs  in  life.  (Figure  1 illustrates  this 
aspect  of  psychotherapy.) 

But  this  is  not  all.  As  the  patient  talks 
about  his  experiences  ranging  over  the 
past  and  present,  he  and  the  physician 
may  begin  to  see  certain  patterns  emerg- 
ing. The  physician  may  notice  that  the 
patient  behaves  in  a similar  way  towards 
quite  different  people.  Thus  the  patient 
may  make  it  clear  that  he  expects  a great 
deal  of  attention  from  his  wife.  The  phy- 
sician may  observe  that  the  patient  also 
expects  much  attention  from  him.  The 
patient  may  make  unnecessary  calls  at 
night,  request  unnecessary  home  visits, 
and  demand  various  special  favors.  And 
both  of  these  attitudes  towards  the  wife 
and  physician  are  themselves  repetitions 
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Figure  1.  Illustrating  how  the  patient’s  ex- 
pression of  feelings  to  the  doctor  may  prepare 
him  to  express  his  feelings  constructively  with 
other  people. 


of  earlier,  never  outgrown  attitudes  to- 
wards the  patient’s  mother  from  whom 
he  obtained  and  expected  gratification  of 
his  every  wish. 

Sometimes  the  patient  can  and  will  no- 
tice these  patterns  for  himself  and  set 
about  modifying  them.  More  often,  they 
must  be  pointed  out  to  him.  This  the 
physician  does  gently  and  perhaps  most 
easily  in  the  form  of  questions.  He  may 
ask,  for  example,  “Do  you  feel  towards 
your  boss  the  way  you  felt  towards  your 
father?”  or  “Have  you  noticed  any  con- 
nection between  the  way  you  handle  your 
wife  and  your  feelings  towards  your 
mother?”  Such  queries  may  not  be  wel- 
comed enthusiastically  by  the  patient,  but 
they  will  usually  start  him  thinking  about 
the  questions  raised.  Once  he  begins  to 
see  such  patterns  in  his  own  behavior,  he 
begins  to  see  how  he  himself  has  con- 
tributed to  the  difficulties  in  which  he 
finds  himself.  This  will  contrast  with  his 
previous  conviction  that  these  difficulties 
resulted  from  the  hostile  or  inconsiderate 
behavior  of  those  around  him.  The  insight 
may  not  be  pleasant  at  first,  but  once 
grasped,  it  always  brings  a sense  of  in- 
creased power.  The  patient  finds  that  he 
can  do  something  about  his  part  in  events. 
When  he  realizes  the  importance  of  his 
own  contribution  to  his  destiny,  he  begins 


to  alter  his  behavior  which  he  would 
never  do  so  long  as  he  saw  himself  only 
as  the  helpless  victim  of  other,  more 
powerful  persons.  Thus,  the  patient’s 
awareness  of  his  responsibility  for  his 
life  situation  increases  both  his  sense  of 
power  over  his  life  situation  and  also  his 
motivation  to  change  himself  and  his  situ- 
ation. 

In  his  efforts  to  change  himself  the  pa- 
tient obtains  encouragement  from  the  phy- 
sician who  endorses  constructive  changes 
in  the  patient’s  behavior.  The  physician 
can  frequently  enhance  these  changes  by 
noticing  with  the  patient  those  changes 
which  have  brought  him  new  satisfactions. 
This  can  be  done  without  making  the  pa- 
tient feel  that  he  must  do  certain  things 
to  placate  the  physician  or  win  his  ap- 
proval. The  physician  accepts  the  patient 
whatever  he  does,  but  he  can  certainly  feel 
and  show  pleasure  in  the  patient’s  moves 
towards  more  constructive  living.  And 
this  can  provide  necessary  support  for  the 
patient  as  he  at  first  tentatively  tries  new 
patterns  of  behavior  and  enters  new  ex- 
periences. 

Such  a psychotherapy  as  that  outlined 
may  seem  so  simple  as  to  make  one  think 
it  can  be  done  by  anyone,  say  a member 
of  the  family  or  a friend.  And  of  course 
the  best  of  friends  do  act  in  just  this  way 
for  all  of  us.  But  obstacles  stand  in  the 
way  of  friends  and  relatives  when  they 
try  to  help  patients  with  psychological 
problems.  These  obstacles  are  not  pres- 
ent or  can  be  controlled  when  the  patient 
consults  a physician. 

For  example,  when  the  patient  talks  to 
a relative  or  friend,  the  person  he  talks 
to  is  likely  to  be  embroiled  in  the  same 
situation  as  the  patient.  He  therefore  has 
a vested  interest  in  what  the  patient  does. 
Consequently,  his  remarks  are  likely  to  be 
influenced  by  his  own  needs  in  the  situa- 
tion. The  friend  or  relative  who  is  him- 
self emotionally  involved  may  struggle, 
but  unsuccessfully,  against  the  temptation 
to  offer  the  patient  advice.  Now  advice 
can  have  its  place  in  life,  but  it  rarely, 
if  ever,  leads  to  psychological  growth. 
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Moreover,  persons  who  are  likely  to  need 
psychotherapy  have  usually  suffered  from 
a surfeit  of  advice  or  at  least  from  the 
conviction  that  they  must  do  what  others 
tell  them.  They  almost  invariably  need 
experience  in  making  their  own  decisions 
and  accepting  responsibility  for  these.  But 
they  also  need  the  opportunity  of  talking 
in  an  atmosphere  unclouded  by  the  emo- 
tional pressure  of  other  persons. 

The  physician  can  provide  this  atmos- 
phere. He  is  not  himself  emotionally  in- 
volved in  the  patient’s  dilemma  and  can 
therefore  listen  more  or  less  objectively. 
I say  more  or  less  because  the  physi- 
cian will  find  this  much  more  difficult 
than  he  at  first  imagines  it  to  be.  He 
also  will  have  to  struggle  against  temp- 
tations to  interject  his  own  ideas  and  to 
offer  advice.  He  must  try  to  help  the 
patient  find  out  what  will  be  best  for  the 
patient  rather  than  what  would  suit  the 
physician.  But  being  more  detached  from 
the  immediate  situation,  the  physician  can 
nearly  always  succeed  in  this  task  when 
the  patient’s  friends  and  relatives  are  like- 
ly to  fail. 

And  in  another  important  respect  also 
the  physician  can  improve  on  what  friends 
and  relatives  may  offer.  He  can  forebear 
from  premature  reassurance.  Because  they 
are  attached  to  the  patient,  relatives  and 
friends  do  not  like  to  see  him  suffer.  Or 
his  fears,  angers  and  depressions  may  in- 
duce similar  distress  in  themselves,  and 
they  do  not  like  to  see  themselves  suffer. 
In  either  case  they  can,  or  think  they  can, 
interrupt  the  suffering  in  the  patient  or 
themselves  by  covering  up  the  patient’s 
anxieties  with  a thick  layer  of  reassur- 
ance. They  tell  the  patient  that  things  are 
not  as  bad  as  they  seem,  that  he  should 
be  patient,  or  must  buck  up,  and  so  on. 
Now  such  comments,  when  delivered  ear- 
nestly enough  may  offer  some  support  or 
passing  relief  to  the  patient.  But  they 
nearly  always  have  the  additional  effect 
of  shutting  up  the  patient’s  expression  of 
his  feelings.  This  may  be  what  the  friends 
and  relatives  wish.  But  it  is  no  solution 
to  the  patient’s  deep  need  to  express  just 


those  feelings  which  are  being  thus  bot- 
tled up.  The  physician  on  the  other  hand, 
and  again  because  he  is  somewhat  removed 
from  the  situation,  can  bear  to  listen  to 
the  patient.  He  can  hear  him  out  fully  with- 
out having  to  cut  him  off.  Certainly,  the 
physician’s  anxieties  also  may  be  aroused 
by  what  the  patient  says,  but  interference 
from  these  anxieties  can  be  reduced  if  the 
physician  remembers  the  importance  of 
permitting  full  expression  to  the  patient. 
Reassurance  the  patient  may  need  and 
should  receive  at  times.  But  it  should  be 
given  only  after  he  has  been  heard  to 
the  end  of  any  subject.  Reassurance 
should  be  applied  for  the  comfort  of  the 
patient,  not  to  reduce  the  discomfort  of 
the  physician. 

I have  said  little  about  interpretations 
and  deliberately  so.  I believe  that  effec- 
tive psychotherapy  using  the  principles 
outlined  can  be  practiced  with  few  or  no 
interpretations.  Furthermore,  even  in  the 
most  expert  psychotherapy,  the  most  mov- 
ing interpretations  are  those  which  the 
patient  discovers  for  himself,  albeit  with 
the  guidance  of  the  physician.  Physicians 
are  sometimes  held  back  from  practicing 
psychotherapy  because  of  mistaken  fears 
that  they  may  apply  too  many  or  too  few 
interpretations.  This  is  unfortunate  and 
seems  to  me  to  miss  the  essence  of  all 
psychotherapy.  And  this  is  that  the  phy- 
sician provides  for  the  patient  an  experi- 
ence in  which  he  can  express  himself  and 
study  himself.  And  while  he  is  doing 
these  things,  he  discovers  and  tests  new 
ways  of  relating  to  people  and  of  solving 
problems.  This  experience  is  initiated  and 
continued  by  the  anxiety  and  distress  of 
of  the  patient  who  wants  to  feel  better 
and  live  better.  But  the  process  of  re- 
covery is  advanced  by  the  contribution  of 
the  physician  which  is  chiefly  his  respect 
and  affection  for  the  patient  and  his  con- 
viction that  the  patient  can  reach  better 
solutions  to  his  difficulties. 

However,  although  the  process  goes  on 
within  the  patient  and  is  driven  by  mo- 
tives within  him,  the  contribution  of  the 
physician  provides  the  additional  force 
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which  sustains  and  advances  the  recovery. 
And  it  has  been  my  theme  in  this  paper 
that  this  contribution  of  the  physician  lies 
chiefly  in  his  constructive  attitude  towards 
the  patient,  namely  in  his  respect  and 
affection  for  him.  Such  respect  and  affec- 
tion the  patient  may  not  have  met  often, 
or  even  ever  before.  Thus  talking  to  the 
physician  provides  a new  experience  for 
the  patient,  corrective  of  older,  less  happy 
experiences.  And  from  this  new  experi- 
ence the  patient  can  then  move  towards 
newer  and  happier  experiences  with  other 
people. 
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INTRODUCTION 

An  adequate  artificial  heart  - lung  or 
pump  oxygenator  must  temporarily  sub- 
stitute for  the  heart  and  lungs.  It  should 
satisfy  these  criteria : 

1.  Circulate  the  blood  effectively  and 
safely. 

2.  Add  sufficient  oxygen  to  the  blood. 

3.  Eliminate  proper  quantities  of  CCL. 

4.  Cause  minimal  destruction  of  formed 
elements  of  the  blood. 

5.  Not  disturb  clotting  mechanism. 

6.  Not  deliver  gas  or  other  emboli. 

DESCRIPTION 

The  simple  all  plastic  unit  herein  de- 
scribed fulfils  these  criteria.  It  is  a single 
unit,  as  diagrammed  (Figure  1),  extend- 
ing from  the  venous  canula  around  to  the 
arterial  canula.  It  consists  of  a tubular 
ascending  (venous)  limb,  into  which  en- 
ters the  venous  blood  and  the  oxygen 
inlet  tube,  and  a funnel  shaped  descend- 
ing (arterial)  limb,  from  which  exits  the 
arterial  tube.  The  venous  tube  opens  into 
the  ascending  limb;  the  oxygen  inlet  tube 
projects  about  30  cms.  up  into  the  ascend- 
ing limb.  This  tube  has  about  1000  pin- 


holes, and  the  end  is  sealed.  In  operation, 
this  allows  tiny  oxygen  bubbles  to  grow 
on  the  outside  of  this  tube.  A trough 
along  the  wall  of  the  descending  funnel 
prevents  channeling  of  blood  directly  into 
the  outflow  tube.  A large  fine  mesh  nylon 
filter  slants  across  the  funnel.  Aspirated 
coronary  sinus  flow  enters  independently, 
near  the  apex  of  the  apparatus.  The  walls 
of  the  apparatus  have  been  impregnated 
with  silicone  “anti-foam”,*  which  ade- 
quately controls  foam  formation.  Blood 
from  both  vena  cavae  is  pumped  t into  the 
ascending  limb  where  it  is  mixed  with 
oxygen  directly  from  a tank.  A sharp 
color  change  can  readily  be  seen  in  the 
blood  in  the  ascending  limb,  and  is  main- 
tained in  the  lower  half  by  regulating 
oxygen  flow.  Sufficient  CCL  is  swept  out 
by  this  flow  of  oxygen.  Gases  escape  at 
the  open  end  of  the  apparatus.  Arterial- 
ized  blood  from  the  reservoir  returns  to 
the  arterial  system  by  gravity,  at  a pres- 
sure regulated  by  the  height  of  bag.  Hep- 
arin is  used  as  an  anticoagulant,  and  pro- 
tamine is  given  at  the  end  of  the  pro- 
cedure. 

ADVANTAGES 

The  advantages  of  this  simple  artificial 
heart-lung  apparatus  are  several.  The  ap- 
paratus is  a single  unit  of  polyvinyl  chlor- 
ide, which  can  be  wrapped  and  autoclaved. 
It  is  inexpensive  and  disposable.  The  use 
of  a single  pump  on  the  venous  side  ob- 
viates the  need  of  synchronized  pumps. 
All  available  blood  is  removed  from  both 
vena  cavae  and  delivered  to  the  reservoir. 
The  total  volume  of  the  system  is  then 
primarily  the  volume  in  the  animal  plus 
the  volume  in  the  reservoir.  By  elevating 
the  bag  and  increasing  the  arterial  pres- 
sure, more  of  this  total  blood  is  in  the 
animal  and  the  volume  in  the  reservoir 
can  be  seen  to  fall.  This  fall  lowers  the 
pressure  and  reverses  the  process,  acting 


* Dow-Corning  Silicone  Antifoam  A. 
f Any  one  of  several  pumping  devices  that 
“milk”  blood  through  a piece  of  tubing  may  be 
used.  At  present  we  are  using  a “Sigmamotor 
Pump”,  made  by  Sigmamotor,  Inc.,  3 N.  Main 
St.,  Middleport,  N.  Y. 
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INLET 

Figure  1.  Side  view  and  sagittal  section. 
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as  a servo  mechanism. 

The  effectiveness  of  vena  cavae  collapse 
is  easily  controlled  by  the  thickness  of  the 
portion  of  the  tubing  in  actual  contact 
with  the  fingers  of  the  pump.  The  choice 
of  thicker  tubing  or  lowering  the  pump 
produces  greater  suction.  No  changes  are 
necessary  in  the  speed  of  the  pumping 
device. 

The  plastic  is  clear  and  all  changes, 
such  as  color  changes  of  the  blood  and 
levels  of  the  reservoir,  are  readily  visible 
at  all  times.  This  permits  safe  use  of  this 
apparatus  without  the  need  for  instrument 
monitoring  or  laboratory  control.  There 
are  no  moving  parts.  The  oxygen  is  dis- 
persed through  at  least  1000  holes  so  that 
it  exudes  slowly  with  no  jets.  This  mini- 
mizes blood  destruction  and  obviates  tiny 
O2  bubbles.  There  is  no  physically  free 
anti-foam  oil. 

RESULTS 

Using  this  apparatus,  11  consecutive 
dogs  have  been  subjected  to  total  cardio- 


pulmonary by-pass  with  effective  main- 
tenance of  circulation  for  periods  of  thir- 
ty to  sixty  minutes.  During  this  time,  the 
right  atrium  has  been  opened,  the  coro- 
nary sinus  flow  has  been  adequately 
drained  by  catheter,  and  a nearly  com- 
pletely dry  atrium  obtained.  There  have 
been  no  deaths  and  no  apparent  morbidity. 

The  pertinent  data  on  a typical  experi- 
ment is  indicated  in  Figure  2.  The  blood 
pressure  has  been  maintained  at  levels 
between  50  and  120  mm.  of  mercury.  The 
flow  rate  has  varied  from  500  to  1000  or 
more  c.c./min.  The  arterial  blood  is  100 
per  cent  saturated  and  the  arterial  CO2 
is  normal  or  slightly  low.  The  arterial  pH 
at  the  end  of  the  by-pass  procedure  has 
varied  from  7.29  to  7.36.  There  is  a slight 
increase  in  the  plasma  hemaglobin  and 
some  fall  in  platelets  at  the  end  of  the 
procedure.  The  white  blood  cell  count 
does  not  change  significantly  and  a slight 
fall  in  the  red  blood  cell  count  can  prob- 
ably be  explained  by  the  fluids  added. 
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SUMMARY 

1.  A simple,  disposable,  all  plastic  arti- 
ficial heart-lung  apparatus  is  described.  It 
employs  only  one  pump  on  the  venous  side, 
contains  no  moving  parts,  and  delivers 
arterial  blood  by  gravity. 

2.  The  apparatus  has  been  safely  used 
without  necessity  of  instrument  or  labor- 
atory monitoring. 

3.  Total  cardiopulmonary  by-pass  for  pe- 
riods of  thirty  to  sixty  minutes  has  been 
performed  on  11  consecutive  dogs  without 
mortality  or  apparent  morbidity. 

Note : This  work  has  been  supported  in 
part  by  funds  from  the  Louisiana  Heart 
Association  and  the  Edward  G.  Schleider 
Foundation,  New  Orleans. 

o 

LONG  RANGE  COMPLICATIONS 
OF  POORLY  CONTROLLED 
DIABETES* 

PAUL  J.  MURISON,  M.  D.  f 
New  Orleans 

Following  the  discovery  of  insulin  in 
1922  the  death  rate  in  diabetes  dropped 
rapidly.  According  to  Joslin  and  cowork- 
ers,1 the  death  rate  for  diabetic  coma  was 
reduced  from  63.8  per  cent  prior  to  1914 
to  3.1  per  cent  between  1944  and  1952. 
(They  regarded  even  this  low  figure  as 
evidence  of  deplorable  ignorance  or  sui- 
cidal neglect  by  patients).  However,  one’s 
satisfaction  with  this  triumph  is  tempered 
by  present  statistics,  which  give  melan- 
choly evidence  that  diabetic  patients  face 
another  threat  from  such  serious  degener- 
ative pathologic  processes  as  premature 
arteriosclerosis,  diabetic  retinopathy,  dia- 
betic neuritis,  and  glomerular  renal  le- 
sions. These  cripple  and  kill  an  appalling- 
ly high  percentage  of  patients  of  any  age 
whose  diabetes  is  of  more  than  ten  years’ 
duration. 

This  paper  proposes  to  examine  the  con- 
tention that  such  devastation  is  prevent- 
able in  direct  proportion  to  the  degree  of 

* Presented  at  the  Seventy-fifth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  May 
3,  1955,  in  New  Orleans. 

f From  the  Department  of  Medicine,  Ochsner 
Clinic,  New  Orleans. 


perfection  attained  in  the  control  of  dia- 
betes. The  long  range  complications  to  be 
considered  are  (a)  premature  arterioscle- 
rosis, especially  when  it  attacks  coronary 
and  cerebral  arteries  and  those  of  the 
lower  extremities,  and  (b)  “diabetic  trio- 
pathy,”  as  Root  and  coworkers2  termed 
the  triad  of  degenerative  lesions,  diabetic 
neuropathy,  diabetic  retinitis  and  diabetic 
nephropathy  (intercapillary  glomerulo- 
sclerosis or  Kimmelsteil-Wilson  syndrome). 
These  degenerative  processes  usually  oc- 
cur together. 

Before  the  etiology  and  symptomatology 
of  these  complications  are  considered,  it 
might  be  best  to  examine  their  incidence 
in  patients  of  various  ages  who  have  had 
diabetes  for  varying  periods  of  time.  An 
attempt  will  be  made  to  compare  the  inci- 
dence with  the  degree  of  control  of  dia- 
betes. In  this  regard  one’s  personal  ex- 
perience or  a small  series  of  cases  can  be 
misleading.  Most  of  us  have  encountered 
an  occasional  patient  with  diabetes  who 
has  few  or  no  complaints,  has  completely 
disregarded  the  rules  of  good  diabetic  care 
for  ten  to  twenty  years  and  has  practical- 
ly no  signs  of  degenerative  disease.  Con- 
trast this  vivid  picture  with  the  many 
diabetic  patients,  miserable  at  an  early 
age  because  of  angina,  failing  vision,  in- 
termittent claudication,  and  perhaps  edema 
from  advanced  renal  disease.  Since  these 
patients  may  have  superficially,  at  least, 
seemed  to  have  taken  “good”  care  of  them- 
selves, it  seems  probable  that  the  appear- 
ance of  degenerative  lesions  is  governed 
by  predisposition,  genetic  factors  or  ob- 
scure factors  that  seem  impossible  to  con- 
trol and  make  it  seem  hardly  worth  while 
to  attempt  precise  diabetic  control.  In- 
deed, many  physicians  have  adopted  this 
attitude  and  advocate  the  “free  diet”  man- 
agement of  diabetes.3  5 However,  it  would 
seem  wiser  to  examine  the  evidence  more 
closely  before  accepting  this  gloomy  con- 
clusion. 

The  picture  obtained  from  examination 
of  a fair  number  of  recorded  statistics  is 
not  good,  but  it  has  some  bright  aspects, 
and  perhaps  some  hopeful  conclusions  can 


138 


Murison — Long  Range  Complications  of  Poorly  Controlled  Diabetes 


be  drawn,  even  though  they  must  remain 
tentative  at  this  stage  of  our  experience. 
Life  expectancy  tables  provides  a good 
starting  point.  Joslin  and  associates  1 re- 
corded the  following  statistics  based  on 
more  than  8000  diabetic  histories:  at  10 
years  of  age  the  life  expectancy  of  non- 
diabetic persons  is  57  more  years  as  con- 
trasted with  40  for  the  diabetic  patient; 
at  the  age  of  20  years  the  respective  fig- 
ures are  48  and  33 ; at  30  years,  39  and 
28;  and  at  40  years,  31  and  21;  whereas 
for  decades  past  the  fifth,  the  lessened  life 
expectancy  in  the  diabetic  groups  averages 
only  5 years,  the  difference  lessening 
sharply  in  the  older  groups. 

Clinicians  who  have  been  able  to  ac- 
cumulate sufficient  data  on  a number  of 
patients  followed  long  enough  to  obtain 
valid  information  have  found  important 
differences  between  various  groups  of  pa- 
tients. Wilson,  Root  and  Marble 3 who 
evaluated  the  experience  of  Joslin  and  as- 
sociates, reported  247  cases  of  diabetes  in 
which  the  age  of  onset  ranged  from  1 1 12 
to  30  years  and  the  duration  from  ten  to 
thirty -four  years.  They  studied  these 
cases  for  evidence  of  degenerative  lesions 
of  the  kidneys,  retinas,  and  blood  vessels, 
correlating  this  with  the  degree  of  control 
of  the  diabetes.  Their  evaluation  of  de- 
gree of  control  was  more  minute  than  that 
of  most  other  reports,  and  perhaps  that 
is  the  reason  some  encouraging  facts  were 
gleaned  from  rather  depressing  statistics. 
Their  evaluation  and  classification  of  con- 
trol may  be  summarized  as  follows. 

There  were  7 patients  (2.8  per  cent) 
with  excellent  control.  The  criteria  for 
this  group  were  that  they  weighed  their 
diet  80  per  cent  of  the  time,  tested  the 
urine  before  meals  two  or  more  times  a 
day  and  usually  found  it  sugar  free, 
never  had  diabetic  coma,  and  had  regular 
physical  examinations  and  blood  tests  with 
blood  sugar  usually  in  satisfactory  range. 
Thirty  patients  (12.1  per  cent)  were  clas- 
sified as  having  good  control.  This  meant 
that  they  tested  their  urine  once  a day, 
weighed  their  diet  for  two  months  and 
later  carefully  measured  it,  and  the  other 


criteria  were  the  same  as  for  excellent 
control.  There  were  51  patients  (20.7  per 
cent)  with  fair  control.  They  tested  the 
urine  once  a week,  “conscientiously  fol- 
lowed” their  diet  but  did  not  weigh  it  and 
had  coma  rarely  and  perhaps  it  was  “un- 
avoidable.” All  other  patients  were  con- 
sidered to  have  poor  control.  This  ranged 
from  anything  worse  than  the  previous 
criteria  to  gross  neglect.  There  were  159 
(64.4  per  cent)  in  this  group. 

Patients  were  studied  for  (1)  roentgeno- 
graphic  demonstration  of  calcium  in  the 
vessels;  (2)  retinitis  and  (3)  nephropathy- 
albuminuria  with  or  without  hypertension. 
They  found  that  about  65  per  cent  of  pa- 
tients with  fair  or  poor  control  for  twenty 
years  had  some  severe  degenerative  lesion. 
Only  one  patient  with  excellent  control 
had  any  degenei'ative  disease  (mild  reti- 
nitis), and  only  17  per  cent  of  patients 
with  good  control  had  some  type  of  reti- 
nitis as  contrasted  with  60  per  cent  in 
the  group  with  fair  and  poor  control. 

Other  clinicians  have  reported  compara- 
ble data  indicating  that  the  poorer  the 
control  of  the  diabetes  the  greater  the  evi- 
dence of  serious  complications.6' 7 For  ex- 
ample, Engleson 8 reported  that  of  217 
adult  and  42  juvenile  diabetic  patients 
treated  by  a free  diet  for  over  ten  years, 
only  7 had  no  vascular  complications.  In 
those  whose  diabetes  appeared  before  40 
years  of  age,  nephropathy  was  present  in 
63  per  cent,  retinopathy  in  60  per  cent 
and  hypertension  in  65  per  cent.  Even 
though  the  criteria  for  control  in  most  re- 
ports are  not  as  specific  as  those  of  Joslin 
and  associates,1  significant  differences 
have  been  recorded  in  the  incidence  of 
complications  among  those  with  reason- 
ably good  conti’ol  and  those  with  poor  con- 
trol. 

Those  who  contend  that  degenerative 
complications  are  unrelated  to  the  degree 
of  control  of  the  blood  sugar  report  that 
the  incidence  of  complications  in  patients 
treated  by  the  “free  diet”  really  compares 
favorably  with  reports  of  opposing  views. 
However,  they  compare  the  incidence  of 
complications  in  their  patients  with  that 
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in  the  total  number  of  patients,  grouping 
together  patients  with  excellent  and  good 
control  and  those  with  fair  and  poor  con- 
trol. Since  the  groups  with  excellent  and 
good  control  in  most  series  comprise  only 
12  to  15  per  cent  of  the  total,  they  influ- 
ence the  total  statistics  little  and  their 
significance  is  lost. 

What  is  really  being  argued  by  those 
advocating  “free  diet”  control  of  diabetes 
is  that  diabetes  mellitus  may  be  thought 
of  as  comprising  two  distinct  manifesta- 
tions developing  at  different  rates  of 
speed,  that  is,  (1)  insulin  deficiency  lead- 
ing to  classical  symptoms  of  diabetes  and 
(2)  unknown  mechanisms  leading  to  ac- 
celerated vascular  damage.9  It  is  con- 
tended that  the  etiologic  factors  are  prob- 
ably genetic  and  inherited  as  recessive 
genes.  This  theory  is  by  no  means  proved 
and  there  is  much  evidence  against  it,  as 
I have  tried  to  show.  This  is  not  to  deny 
the  overwhelming  evidence  of  the  heredi- 
tary nature  of  diabetes  mellitus  but  rather 
to  demand  more  proof  that  the  vascular 
complications  are  an  inevitable  accom- 
paniment, for  although  hereditary  factors 
may  well  be  operative  here,  it  seems  more 
likely  that  they  are  not  necessarily  car- 
ried by  the  same  genes  that  produce  the 
diabetes.  Moreover,  biochemical  abnormal- 
ities of  poorly  controlled  diabetes  may 
well  be  the  most  important  factors  in  pro- 
ducing vascular  damage. 

This  brings  us  to  a brief  and,  of  neces- 
sity, superficial  examination  of  some  of 
the  clinical  and  experimental  facts  and 
theories  of  the  causes  of  the  degenerative 
complications.  The  biochemical  and  bio- 
physical abnormalities  that  have  been  de- 
scribed as  etiologic  agents,  or  indices  of 
as  yet  unknown  etiologic  factors,  in  ar- 
teriosclerosis include  hypercholesterolemia, 
elevated  levels  of  total  lipids,  elevated 
chylomicron  levels,  increased  capillary 
fragility  and  elevated  levels  of  macromo- 
lecular  phospholipids  as  measured  by  the 
ultracentrifuge  technics  of  Gofman.  When 
these  disturbances  are  measured  in  dia- 
betic subjects,  they  are  found  in  an  ex- 
tremely high  percentage,  and  the  poorer 


the  control  the  greater  is  the  magnitude 
of  these  deviations.  In  animals  made  dia- 
betic by  pancreatectomy  or  alloxan,  re- 
searchers are  finding  from  observations 
over  a prolonged  period  that  those  animals 
with  persistent  hyperglycemia  eventually 
show  severe  arteriosclerosis  comparable 
with  that  found  in  human  beings,  whereas 
controls  with  nearly  normal  sugar  levels 
show  little  or  no  arteriosclerotic  changes. 

The  basic  pathologic  process  in  the 
“triopathy  of  diabetes”  is  a vascular  dis- 
turbance probably  originating  in  the  cap- 
illary walls.  The  initial  lesion  in  both 
diabetic  retinopathy  and  intercapillary 
glomerulosclerosis  is  the  capillary  micro- 
aneurysm.10 The  weakening  of  the  capil- 
lary wall  which  produces  the  aneurysm 
seems  to  occur  at  the  same  time  or  per- 
haps to  be  preceded  by  changes  in  capil- 
lary wall  permeability.  This  causes  leak- 
age of  protein  material  seen  as  exudates 
in  diabetic  retinitis  and  foreign  material 
(probably  also  protein)  deposition  outside 
the  glomerular  capillary  wall  in  diabetic 
nephropathy.  This  can  be  produced  ex- 
perimentally in  alloxon  diabetic  rabbits 
and  other  animals  given  large  doses  of 
corticotropin  (ACTH)  or  cortisone.11  That 
this  might  be  an  important  factor  in 
human  beings  is  suggested  by  other  studies 
in  diabetic  patients  during  a period  of 
inadequate  control  yet  who  do  not  have 
acidosis.  It  was  noted  that  these  patients 
excreted  (and  presumably  were  produc- 
ing) much  higher  amounts  of  cortisone- 
like steroids  (formaldehydogenic  steroids) 
than  they  did  during  periods  of  adequate 
control  of  the  diabetes.12 

The  effect  of  hyperglycemia  of  moder- 
ate levels  (comparable  with  that  seen  in 
patients  with  only  fair  or  poor  control) 
has  not  received  as  much  study  as  the 
secondarily  disturbed  lipid  metabolism  it 
produces,  and  it  is  obviously  difficult  to 
isolate  the  effect  of  one  from  the  other. 
However,  blood  sugar  values  higher  than 
normal  are  probably  not  entirely  benign, 
especially  to  cellular  metabolism.  New  at- 
tention is  being  paid  to  the  problem  of 
the  fate  of  the  ground  substances  of  tis- 
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sues — the  intercellular  matrices  and  cell 
walls,  where  serious  disturbances  in  per- 
meability can  easily  occur.  The  earliest 
detectable  changes  in  experimentally  pro- 
duced atheroma  in  rabbits  are  alterations 
in  ground  substances.13  Pathologists  have 
noted  these  changes  in  ground  substance 
in  diabetic  persons.14  Since  ground  sub- 
stances are  complex  mucopolysaccharides, 
it  would  be  most  surprising  if  chronically 
abnormal  glucose  levels  would  not  disturb 
their  integrity.  Researchers  and  clinicians 
dealing  with  these  knotty  problems  are 
beginning  to  hazard  guesses  that  here  lies 
a fundamental  problem  that  might  show 
the  common  denominator  of  the  various 
vascular  disturbances  that  affect  the  dia- 
betic patient.15 

There  is  strong  evidence  that  the  bio- 
physical and  biochemical  disturbances  of 
diabetes,  probably  working  along  with 
genetic  factors,  cause  or  accelerate  the 
degenerative  complications  of  diabetes. 
The  implication  is  that  preventing  or 
minimizing  these  disturbances  should  be 
the  goal  in  the  treatment  of  diabetes.  At- 
tainment of  “perfect”  control  with  no 
deviation  of  the  blood  sugar  from  normal 
range  is  patently  impossible.  In  view  of 
the  consequences,  however,  the  patient  and 
his  physician  should  try  to  attain  the  de- 
gree of  control  described  earlier  as  “ex- 
cellent.” This  would  involve  following  a 
number  of  recognized  principles  of  dia- 
betic care. 

Diet  — The  caloric  value  of  the  diet 
should  maintain  body  weight  at  or  slightly 
below  normal.  The  diet  should  contain  90 
to  120  Gm.  of  protein,  200  Gm.  or  more 
of  carbohydrate  and  sufficient  fat  to  make 
the  diet  palatable  and  contain  adequate 
calories.  With  our  present  knowledge, 
pronounced  restriction  of  fat  in  an  at- 
tempt to  delay  development  of  arterio- 
sclerosis would  seem  justified  only  in  pa- 
tients with  definite  evidence  of  serious 
arteriosclerotic  disease.  It  is  difficult  to 
adhere  to  diets  with  fat  content  of  only 
50  Gm.  because  they  are  not  palatable  to 
the  average  American.  Measurement  of 
the  diet  must  be  accurate;  this  is  probably 


best  done  by  weighing  for  several  months. 
Several  conferences  with  the  dietician  are 
usually  necessary  before  patients  get  a 
clear  understanding  of  their  diet. 

Insulin  — Type  and  dosage  of  insulin 
must  be  determined  by  trial  and  error. 
The  goal  is  fasting  and  preprandial  blood 
sugar  values  as  nearly  normal  as  possible, 
without  undue  risk  of  hypoglycemia. 

Urine  Tests — For  optimum  care  fresh 
urine  specimens  should  be  checked  before 
each  meal  and  at  bedtime  and  recorded 
daily  with  the  aim  of  adjusting  the  in- 
sulin dosage  to  maintain  sugar-free  urine. 

Blood  Sugar  Tests  — The  only  way  to 
achieve  this  goal  is  to  perform  fasting 
glucose  tests  as  well  as  spot  checks  before 
midday  and  evening  meals.  The  ideal  is 
nearly  normal  blood  sugar  values  before 
midday  and  evening  meals  if  they  can  be 
maintained  without  producing  hypogly- 
cemia. 

Checkups — At  least  once  yearly  a com- 
plete physical  examination  should  be  done. 
In  addition,  other  examinations  and  con- 
ferences with  the  physician  are  indicated 
as  circumstances  dictate. 

Obviously,  many  factors  can  prevent 
this  desirable  degree  of  perfection  in  the 
control  of  diabetes.  Limited  intelligence 
of  the  patient,  unfavorable  psychic  factors 
or  the  type  of  diabetes  that  fluctuates 
wildly  without  obvious  reason  (“brittle” 
diabetes)  may  conspire  to  limit  what  can 
be  done.  However,  it  is  the  physician’s 
obligation  to  see  that  it  is  not  lack  of 
proper  instruction  and  supervision  that 
keeps  the  diabetic  patient  from  attaining 
the  best  possible  control. 

Detailed  discussion  of  the  treatment  of 
the  degenerative  complications  will  not  be 
attempted.  The  many  approaches  that 
have  been  advocated,  including  parenteral 
vitamin  therapy,  special  low  fat  diets,  use 
of  lipotropic  agents,  small  doses  of  hep- 
arin, intra-arterial  injections  of  histamine 
and  even  such  radical  procedures  as  re- 
moval of  pituitary  or  adrenal  glands,  are 
evidence  that  there  is  no  completely  satis- 
factory treatment.  Nonetheless,  several 
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points  should  be  made.  First,  meticulous 
control  of  the  diabetes  is  probably  the 
most  important  single  therapeutic  weapon 
to  retard  progress  of  the  degenerative 
complications  or  even  reverse  the  early 
changes.  Secondly,  the  physician  should 
strive  for  recognition  of  the  earliest  signs 
of  degenerative  changes  in  the  diabetic 
patient,  for  at  this  stage  there  seems  to 
be  a real  chance,  with  precise  diabetic  con- 
trol, to  reverse  the  processes  or  at  least 
arrest  their  progress  so  that  they  do  not 
cripple  or  threaten  early  death.  Capillary 
fragility  can  probably  be  detected  earliest 
by  fundoscopic  examination,  as  the  small 
red  dots  are  capillary  micro-aneurysms, 
whereas  actual  hemorrhages  and  exudates 
suggest  a more  advanced  process.  Easy 
bruising  is  another  early  sign.  The  circu- 
lation of  the  feet  should  be  carefully 
checked  with  search  for  excessive  rubor 
on  dependency  or  slight  edema;  actual  dis- 
appearance or  great  diminution  of  pulsa- 
tion in  the  dorsalis  pedis  or  posterior 
tibial  arteries  indicate  more  advanced 
changes.  Roentgenographic  evidence  of 
calcification  of  the  vessels  of  the  leg  and 
foot  might  be  obtained.  Because  diabetic 
neuritis  is  most  often  the  earliest  degener- 
ative change  to  appear,  patients  should  be 
questioned  about  numbness  or  paresthe- 
sias, especially  in  the  legs  and  feet,  and 
unexplained  diarrhea  or  constipation.  An- 
other early  sign  might  be  great  decrease 
of  vibratory  sense.  Urine  should  be  ex- 
amined for  traces  of  albumin  or  abnormal 
amounts  of  red  cells  and  casts  in  the  sedi- 
ment, for  diabetic  nephropathy  becomes 
symptomatic  only  when  it  is  hopelessly 
advanced.  In  the  presence  of  any  of  these 
indications  of  degenerative  complications 
of  diabetes,  the  diabetic  regimen  must  be 
carefully  reappraised  and  plans  made  to 
improve  it  whenever  possible.  Their  sig- 
nificance should  be  explained  to  the  pa- 
tient and  his  responsibility  in  attaining 
optimum  control  clearly  indicated. 


SUMMARY 

There  is  convincing  evidence  that  the 
degenerative  complications  associated  with 
diabetes,  including  premature  arterio- 
sclerosis, retinitis,  neuritis  and  intercap- 
illary glomerulosclerosis,  are,  to  a large 
extent,  caused  by  biochemical  and  bio- 
physical abnormalities  resulting  from  poor 
control  of  the  disturbed  glucose  and  lipid 
metabolism  of  diabetes.  Clinical  observa- 
tions show  that  the  incidence  of  these 
complications  is  appreciably  lower  in  the 
patient  who  has  best  controlled  his  dia- 
betes. Our  responsibility  as  physicians  is 
to  teach  our  patients  the  advantages  of 
maintaining  this  degree  of  control  and 
helping  them  get  the  incentive  and  skill 
to  carry  it  out. 
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TAXATION  IN  LOUISIANA 
Taxes  have  risen  in  Louisiana,  as  in  all 
other  parts  of  the  United  States,  in  the 
last  thirty-five  years.  The  burden  of  tax- 
ation in  Louisiana  is  out  of  proportion  to 
what  it  is  in  other  states.  As  we  in  this 
state  have  ventured  further  on  the  road 
toward  the  welfare  state  than  the  other 
members  of  the  Union,  it  is  timely  that 
our  citizens  — including  the  physicians  — 
consider  our  position. 

During  the  next  ninety  days  the  Legis- 


lature of  the  State  of  Louisiana  will  meet 
and  levy  taxes  for  the  one  or  two  years 
ahead.  During  that  time  theories  will  be 
advanced,  plans  made,  and  appropriations 
requested  that  will  affect  the  practice  of 
medicine,  the  interests  of  the  physician, 
and  the  position  of  the  taxpayer.  Physi- 
cians will  be  asked  their  opinion  in  such 
matters  in  regard  to  the  professional  and 
the  financial  feasibility.  They  will  find 
themselves  in  need  of  facts  upon  which  to 
base  an  opinion. 

The  reports  of  the  Public  Affairs  Re- 
search Council  of  Louisiana  give  informa- 
tion of  great  value  on  the  taxation  phase 
of  Louisiana  government,  but  particularly, 
on  the  welfare  program.  Reviewing  the 
salient  features  of  reports  made  in  1954 
and  1955,  it  is  shown  that  the  statement 
that  Louisiana  is  venturing  further  to- 
ward the  welfare  state  than  any  other  is 
amply  justified.  The  number  of  taxes 
levied  by  the  state  government  of  Louisi- 
ana has  increased  from  4 in  1921  to  48  in 
1953.  The  revenue  yielded  by  these  taxes 
amounted  to  $299,857,903.55  in  the  fiscal 
year  1951  - 1952,  or  about  twenty-four 
times  as  much  as  in  the  1921  yield  of 
$12,500,000.  Public  welfare  cost  $110,000,- 
000,  which  was  29  per  cent  of  all  state 
expenditures  in  the  fiscal  year  1953.  More 
than  8 persons  out  of  every  100  in  Louisi- 
ana were  receiving  public  assistance  in 
1953.  This  is  the  highest  rate  in  the  na- 
tion and  more  than  double  the  national 
average  of  over  3 persons  per  hundred. 
In  1953,  Louisiana  had  604  out  of  every 
1000  persons  over  65  receiving  old  age 
assistance.  This  is  the  highest  in  the 
nation  and  is  more  than  three  times  the 
national  rate  of  191.  Disability  assistance 
was  received  by  8.7  persons  out  of  every 
1000  between  the  ages  of  18  and  65.  This 
also  is  the  highest  rate  in  the  nation  and 
more  than  three  times  the  national  rate 
of  2.6.  Public  assistance  in  Louisiana  cost 
$39.85  per  capita  in  1952.  This  is  the 
third  highest  in  the  nation  and  double  the 
national  average  of  $17.67.  During  the 
same  year  Louisiana  ranked  fortieth  in 
per  capita  income.  In  1952,  Louisiana 
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ranked  ninth  among  the  states  in  total 
state  tax  collections  with  $283,158,000, 
but  at  the  same  time  Louisiana’s  per  capi- 
ta state  tax  collections  of  $102.70  were  the 
second  highest  among  the  states,  being 
slightly  exceeded  by  Washington  with  a 
per  capita  state  tax  of  $102.72.  The  aver- 
age among  the  states  is  $64.48.  However, 
Louisiana  ranked  first  in  the  ratio  of  state 
tax  collections  to  personal  income,  which 
is  a measurement  of  the  ability  to  pay. 
From  every  $100  of  personal  income  in 
Louisiana  in  the  calendar  year  1954,  $8.09 
was  collected  in  state  taxes.  The  national 
average  was  $4.09.  In  June  1953,  215,772 
people  were  receiving  public  assistance. 

One  of  the  major  factors  influencing 
dependency  is  the  income  of  the  state’s 
population.  The  median  income  for  1949 
in  Louisiana  was  30  per  cent  lower  than 
the  median  income  for  the  United  States. 
An  aged  couple  receiving  maximum  old 
age  assistance  grants  enjoys  a higher  in- 
come level  than  many  Louisiana  citizens. 
The  level  of  education  contributes  in  some 
measure  to  this  dependency.  In  1950,  Lou- 
isiana led  the  nation  in  the  proportion  of 
functionally  illiterate  persons  in  its  popu- 
lation, which  was  29.5  with  a national 
average  of  11.1  per  cent.  Louisiana’s  per- 
centage of  the  population  in  the  labor 
force  was  49.3.  The  national  average  is 
53.3  per  cent.  While  Louisiana  had  42.8 
per  cent  under  19  and  over  65,  the  nation- 
al average  is  39.2  per  cent. 

This  startling  array  of  facts  compiled 
by  PAR  shows  that  Louisiana  has  the 
highest  rate  of  taxation  and  is  in  the  poor- 


est condition  to  pay  such  taxes.  Accord- 
ingly, when  support  is  sought  for  meas- 
ures designed  to  increase  the  taxation, 
these  facts  should  be  mentioned.  When 
the  building  of  additional  charity  hospitals 
is  proposed  it  should  be  shown  that  we 
now  have  the  highest  number  of  charity 
beds  per  capita  of  any  state  in  the  nation, 
with  eight  charity  hospitals  strategically 
located  and  twelve  private  hospitals  with 
contract  charity  beds.  There  are  approxi- 
mately three  free  beds  to  each  pay  bed  in 
Louisiana. 

When  additional  programs  in  the  direc- 
tion of  luxury  government  are  advocated, 
it  should  be  pointed  out  that  education, 
public  welfare,  and  debt  service  took  65 
per  cent  of  the  $384,000,000  state  govern- 
ment expenditures  in  1953.  When  local, 
state,  and  federal  taxes  are  added,  the  re- 
sult is  a burdensome  total.  This  has  been 
variously  calculated,  for  the  nation  as  a 
whole,  as  being  about  27  per  cent  of  total 
national  income  at  present.  This  would  be 
greater  for  Louisiana  citizens  because  our 
per  capita  tax  is  about  twice  the  national 
average. 

An  eminent  economist  has  shown  that 
when  taxation  significantly  exceeds  29  per 
cent  of  national  income,  inflation  or  de- 
pression must  follow.  Nationally,  we  are 
approaching  that  figure,  and  locally,  we 
have  probably  exceeded  it. 

Economics  has  been  called  a dismal 
science,  and  there  is  little  in  the  tax  situa- 
tion in  Louisiana  to  contradict  that 
opinion. 
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ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


MAX  MAYO  GREEN,  M.  D. 
President 
1955  - 1956 


Dr.  Green  is  now  approaching  the  final 
milestone  in  his  office  as  President  of  the 
State  Society  and  he  has  rendered  a won- 
derful service  to  our  members.  His  genial, 
good  natured  approach  to  the  solution  of 
the  many  problems  presented,  has  en- 
deared him  to  a great  majority  of  our 
members.  This  has  been  a year  of  decision, 
requiring  great  insight,  mature  judgment 
and  forethought  in  acting  in  the  best 
interest  of  our  members,  and  Dr.  Green 
has  handled  the  affairs  of  the  Society  in 
a commendable  manner,  with  partiality 
to  no  one.  He  has  always  striven  to  face 


his  responsibilities  with  the  idea  upper- 
most in  his  mind,  that  there  are  always 
two  sides  to  every  question,  and  any 
decision  arrived  at  must  be  made  in  the 
interest  of  all  of  our  members. 

Dr.  Green  has  been  quite  active  in  at- 
tending component  parish  and  district 
society  meetings,  fraternizing  with  mem- 
bers, thereby  creating  a closer  grassroot 
relationship  between  the  members  and  the 
headquarters  office. 

Our  President  was  born  in  Oakland 
(Union  Parish),  Louisiana  and  received 
his  early  education  at  the  Mer  Rouge 
Public  High  School.  He  received  his  B.S. 
degree  from  Tulane  in  1927  and  in  1929 
received  his  M.  D.  degree  from  Tulane 
Medical  School. 

He  was  licensed  to  practice  medicine 
by  the  Louisiana  State  Board  of  Medical 
Examiners  in  1929.  He  served  as  an 
intern  at  Charity  Hospital  in  New  Orleans 
1929-30  and  was  a Resident  in  Urology 
from  1930  to  1932.  On  completion  of  his 
training  at  Charity  Hospital,  he  began  the 
practice  of  medicine  in  New  Orleans, 
where  he  has  enjoyed  an  active  practice 
in  his  chosen  specialty  of  urology,  since 
1932. 

Dr.  Green  is  a member  of  the  visiting 
staffs  of  Southern  Baptist,  Mercy,  Hotel 
Dieu  and  Charity  Hospitals,  in  New  Or- 
leans, serving  as  senior  urologist  at  these 
respective  hospitals. 

He  is  also  a member  of  the  Orleans 
Parish  Medical  Society,  having  served  as 
its  President  in  1948.  He  is  a member 
of  the  New  Orleans  Graduate  Medical 
Assembly,  having  served  as  its  Secretary. 
Other  organizations  in  which  he  holds 
membership  are  the  American  Medical 
Association,  American  College  of  Sur- 
geons, American  Urological  Association 
and  he  is  a Diplomate  of  the  American 
Board  of  Urology. 
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Dr.  Green  is  Assistant  Professor  of 
Urology  in  the  Louisiana  State  Univer- 
sity Medical  School. 

He  is  quite  active  and  has  shown  great 
interest  in  civic  and  community  problems, 
having  served  as  Chairman  of  the  Medical 
Committee  of  the  New  Orleans  Chamber 
of  Commerce.  He  is  also  a member  of 
the  Louisiana  Health  Council  and  has 
shown  a great  interest  in  the  problems  of 
this  Council. 

He  has  been  active  in  fighting  for 
Organized  Medicine  in  all  of  its  phases. 
He  is  vitally  interested  in  our  public  re- 
lations and  educational  program  and  has 
been  cooperating  with  our  Public  Relations 
Counselors  and  Legislative  Consultant  in 
programs  outlined  and  instituted  for  the 
good  of  the  Society. 

The  members  of  this  Society  have  been 
very  fortunate  in  having  Dr.  Green  as 
their  President  for  the  past  year.  He  has 
shown  a keen  interest  in  all  matters  con- 
nected with  the  Society  and  it  is  our  sin- 
cere desire  that  he  will  continue  to  be 
active  and  to  give  us  the  benefit  of  his 
wise  counsel  during  the  coming  years. 
The  members  want  to  assure  you,  Dr. 
Green,  that  they  are  not  unmindful  of 
your  great  service  to  the  Society  and  will 
be  forever  grateful  to  you. 

AMERICAN  MEDICAL  ASSOCIATION 

RURAL  AND  URBAN  HEALTH  COUNCIL 
MEETING 

This  meeting  was  held  in  Portland,  Oregon 
on  March  9-10,  1956,  and  was  preceded  by  a 
meeting  for  discussion  of  rural  health  problems 
by  representatives  of  state  committees. 

Dr.  W.  J.  Weese  of  Ontario,  Oregon,  presided 
at  the  meeting  and  greetings  were  extended  by 
Dr.  I.  C.  Munger  of  Vancouver,  Washington, 
who  is  President  of  the  Washington  State  Medi- 
cal Association.  Theme  of  the  pre-conference 
meeting  was  “The  Doctor’s  Responsibility  In 
The  Physician-Patient  Relationship”  and  “The 
Over-All  Health  of  The  Community”.  Dr.  F.  S. 
Crockett,  Chairman  of  the  American  Medical 
Association  Rural  Health  Council  discussed  the 
Physician-Patient  Relationship,  and  Dr.  B.  C. 
Farrand,  Chairman  of  Committee  on  Rural 
Health,  Jordan,  Montana,  discussed  the  Over-All 
Health  of  the  Community.  This  was  followed  by 
Dr.  J.  E.  Zimmerman  of  Tieton,  Washington, 
who  discussed  “Getting  the  Patient’s  Cooperation 


in  Rendering  Medical  Care”.  After  this  discus- 
sion Dr.  Herbert  E.  Mason,  Chairman  of  Com- 
mittee on  Rural  Health,  Beaverton,  Oregon  dis- 
cussed “Advising  the  Family  in  Physical  Exami- 
nations and  Dr.  Murland  F.  Rigby,  Chairman  of 
Committee  on  Rural  Health,  Rexburg,  Idaho, 
presented  “Community  Health  Survey  and  Its 
Part  in  the  Family  Relationship”. 

The  Conference  was  opened  on  Friday  morn- 
ing, March  9,  with  the  subject  of  mental  health 
as  the  conference  problem.  It  was  followed  by 
“Problems  of  the  Aged”  discussed  by  Dr.  Robert 
Heilman  of  Portland,  Oregon.  Friday  afternoon, 
“Uses  and  Abuses  of  Health  Insurance”  was  dis- 
cussed. An  evening  of  entertainment  followed 
the  banquet  which  was  held  at  7 :00  P.M.  Friday. 

Saturday  morning  a symposium  on  “The  How, 
What  and  Why  of  a Dental  Project”  was  given, 
followed  by  a series  of  health  problems.  There 
were  excellent  discussions  from  farm,  the  press, 
and  the  extension  services. 

All  in  all,  the  conference  was  very  good  and 
very  well  attended. 

The  chairman  of  the  Louisiana  Rural  and  Ur- 
ban Health  Committee,  Dr.  J.  P.  Sanders  of 
Shreveport,  and  Dr.  M.  C.  Wiginton  of  Ham- 
mond, attended  the  meeting  in  Portland.  Of  the 
11  council  meetings,  each  has  attended  10. 


BLOOD  BANKS  OPERATING  IN  LOUISIANA  * 

Following  is  information  concerning  blood 
banks  operating  in  Louisiana  which  has  been 
furnished  by  Dr.  J.  W.  Davenport,  Jr.,  Chairman 
of  the  Committee  on  Blood  Banks  of  the  State 
Society : 

ALEXANDRIA 

Baptist  Hospital 
Dr.  E.  C.  Uhricli 
St.  Francis  Cabrini  Hospital 
Dr.  John  B.  Maxwell 

BATON  ROUGE 
Baton  Rouge  General  Hospital 

Dr.  S.  H.  Colvin  or  Dr.  W.  S.  Randall 
Our  Lady  of  the  Lake  Sanitarium 

Dr.  A.  L.  McQuown  or  Dr.  .T.  L.  Bevan 
LAFAYETTE 

Lafayette  Charity  Hospital  (cw) 

Dr.  I,.  L.  Swan  or  Miss  Hermine  Tate,  M.T.,  BBT 
(ASCP) 

Southwest  Blood  Bank.  Inc.(**)  (cw)  (x) 

Head  Office  Phoenix,  Ariz.,  Mr.  W.  Quinn  Jordan, 
Executive  Director 

LAKE  CHARLES 

Memorial  Hospital 
Dr.  Louis  A.  Hebert 
St.  Patrick's  Hospital 
Dr.  Andrew  Ranier 

MONROE 

St.  Francis  Sanitarium 
Dr.  N.  Klam 

NEW  ORLEANS 

Charity  Hospital  (cw),  1542  Tulane  Ave,  zone  12 
Dr.  John  Adriani  or  Miss  E.  Boudreaux,  M.T.  (ASCP) 
Flint-Goodridge  Hospital  (c).  2425  Louisiana  Ave.,  zone  15 
Dr.  A.  J.  Bloom  or  Mr.  C.  C.  Weil,  Administrator  of 
Hospital 

Hotel  Dieu  (w),  2004  Tulane  Avenue,  zone  10 
Dr.  R.  M.  Hartwell  or  Dr.  A.  Y.  K.  Hew 
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Mercy  Hospital  (w),  301  X.  Jefferson  Davis  Pkwy.,  zone  1!) 
Dr.  George  H.  Hauser  or  Dr.  Evelyn  Ni.\ 

Ocbsner  Foundation  Hospital  (w)  (**),  1510  Jefferson 
Highway,  zone  21 

Dr.  G.  M.  Carrera  or  Mrs  Mary  Wright.  M.T.,  BBT 
(ASCP) 

Sara  Mayo  Hospital  (civ),  609  Jackson  Ave..  zone  13 
Dr.  W.  H.  Harris,  Jr. 

Southern  Baptist  Hospital  (w),  2700  Napoleon  Ave..  zone  15 
Dr.  J.  W.  Davenport,  Jr.  or  Miss  Frances  Street,  M.V., 
BBT  (ASCP) 

Touro  Infirmary  (w),  3500  Prytania  Street,  zone  15 
Dr.  J.  W.  Davenport,  Jr.  or  Miss  Fla  Troxler.  M.T., 
BBT  (ASCP) 

U.  S.  Public  Health  Service  Hospital  (cw),  210  State  St., 
zone  IS 

Dr.  IV.  H.  Monroe,  Chief  of  Laboratory  Services 

Veterans  Hospital  (cw),  1601  Perdido  Street,  zone  12 
Dr.  P.  Pizzolato  or  Dr.  J.  Ziskind 
PINEVILLE 

Huey  P.  Long  Charity  Hospital  (cw) 

Dr.  E.  C.  Fhrich 


SHREVEPORT 

Confederate  Memorial  Hospital  (cw)  (formerly  Shreveport 
Charity  Hospital).  1541  Kings  Highway 

Dr.  S.  I).  Cummins  or  Dr.  G.  M.  Harwell 
Memorial  Blood  Bank  of  Shreveport  (**)  (x)  (cw) 

1541  Kings  Highway 

Dr.  S.  D.  Cummins  or  Dr.  W.  R.  Matthews 
* SYMBOLS: 

<**)  Indicates  federal  licensure 

1 x i Indicates  bank  operating  as  separate  unit  (i.e. 
not  as  a hospital  department).  With  the  two  ex- 
ceptions noted,  all  Louisiana  blood  banks  are  op- 
erated by  hospitals. 

(cw)  Indicates  blood  bank  which  routinely  receives 
white  and  colored  donors. 

(c)  For  colored  only 

<w)  Indicates  blood  bank  which  routinely  receives 
blood  only  from  Caucasian  donors.  Such  banks, 
however,  issue  blood  in  accordance  with  patient's 
need — regardless  of  race. 

Xame(s)  of  blood  bank  medical  director(s)  and/or  other 
Senior  Supervisory  personnel  are  shown  for  each  institu- 
tion. 
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AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Date 

Place 

Fourth  Tuesday  every  other  month 

Lake  Charles 

Second  Tuesday  of  every  month 

Baton  Rouge 

Third  Thursday  of  every  month 
Second  Tuesday  of  every  month 

Bastrop 

Second  Monday  of  every  month 

New  Orleans 

First  Thursday  of  every  month 

Monroe 

First  Monday  of  every  month 
First  Wednesday  of  every  month 
Second  and  fourth  Thursdays 

Alexandria 

of  every  month 

Third  Thursday  of  every  month 

Independence 

First  Tuesday  of  every  month 
First  Thursday  of  every  month 

Shreveport 

PARISH 

Society 
Calcasieu 

East  Baton  Rouge 
Morehouse 
Natchitoches 
Orleans 
Ouachita 
Rapides 
Sabine 
Tangipahoa 

Second  District 
Shreveport 
Vernon 

THIRD  NATIONAL  CANCER  CONFERENCE 

The  American  Cancer  Society  and  the  Nation- 
al Cancer  Institute  will  co-sponsor  the  Third 
National  Cancer  Conference  which  will  take 
place  June  4-6,  1956,  at  the  Sheraton  Cadillac 
Hotel  in  Detroit,  Michigan.  (See  inside  back 
cover.) 

Principal  lecturers  will  be  Dr.  Jacob  Furth  of 
Children’s  Cancer  Research  Foundation,  Boston, 
who  will  discuss  radiation  and  neoplasia;  Dr. 
Wendell  M.  Stanley,  Director  of  the  University 
of  California’s  Virus  Laboratory,  who  will  speak 
on  the  virus  etiology  of  cancer,  and  Dr.  Fred  W. 
Stewart,  pathologist  of  Memorial  Center  for 
Cancer  and  Allied  Diseases,  New  York,  who  will 
speak  on  factors  influencing  the  curability  of 
cancer. 

The  major  portion  of  the  conference  will  be 
devoted  to  symposia  on  cancer  in  various  sites. 
Topics  and  chairmen  of  the  planning  committees 
for  each  of  the  symposia  are:  breast  cancer, 


Dr.  Ian  Macdonald;  lymphomas  and  leukemias, 
Dr.  William  Dameshek;  prostate  cancer,  Dr. 
Perry  Hudson;  cancer  of  the  gastrointestinal 
tract,  Dr.  George  T.  Pack;  cancer  of  the  lung, 
Dr.  Eugene  P.  Pendergrass;  chemotherapy  in 
cancer,  Dr.  C.  P.  Rhoads;  cancer  of  the  female 
genital  tract,  Dr.  Joe  V.  Meigs;  cancer  of  the 
head  and  neck,  Dr.  Danely  P.  Slaughter;  and 
end  results,  Dr.  Michael  B.  Shimkin. 

All  physicians  are  cordially  invited  to  attend. 


EVALUATION  OF  CANDIDATES  FOR 
PORTACAVAL  SHUNTS  AVAILABLE 
AT  TOURO  INFIRMARY 

Through  the  facilities  of  the  Touro  Infirmary 
Cardiac  Research  Laboratory,  arterial  oxygen 
determinations,  cardiac  catheterization  for  the 
clinical  diagnosis  of  heart  diseases,  and  hepatic 
vein  catheterization  for  evaluation  of  candidates 
for  portacaval  shunts  are  now  available  at  Touro 
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Infirmary.  These  studies  will  be  conducted  by 
physicians  in  New  Orleans  who  have  had  train- 
ing and  experience  in  performing  these  proced- 
ures. 

Because  these  procedures  are  available  through 
research  facilities  supported  by  a research  grant 
from  the  John  A.  Hartford  Foundation,  New 
York,  no  charge  will  be  made  to  these  patients. 

For  those  patients  who  are  hospitalized  solely 
for  the  research  diagnostic  procedures  and  pa- 
tients who  are  unable  to  afford  hospitalization, 
funds  are  also  available  from  the  research  grant 
to  pay  for  these  days  of  hospitalization  neces- 
sary for  these  studies. 

Private  patients  admitted  to  the  hospital,  not 
solely  for  these  research  diagnostic  procedures, 
but  who  undergo  them  during  the  course  of 
their  treatment  in  the  hospital,  will  be  respon- 
sible for  the  cost  of  their  hospitalization.  In  the 
event  these  procedures  prolong  the  patient’s  peri- 
od of  hospitalization,  research  funds  will  be 
utilized  to  pay  for  the  prolonged  period  of  hos- 
pitalization. Patients  who  upon  the  completion 
of  their  studies  require  more  prolonged  hospitali- 
zation for  either  diagnostic  or  therapeutic  pur- 
poses will  be  expected  to  pay  for  the  additional 
period  of  hospitalization. 

Further  information  can  be  obtained  by  con- 
tacting the  Director  of  Touro  Infirmary. 


55TH  ANNUAL  MEETING 
MEDICAL  LIBRARY  ASSOCIATION 

The  Medical  Library  Association  will  hold  its 
55th  annual  meeting  from  June  18  to  22  at  the 
Hotel  Statler  in  Los  Angeles,  Calif.  The  pro- 
gram will  include  a tour  of  the  new  UCLA 
Medical  Center  in  addition  to  addresses  by  Dr. 
Charles  W.  Schilling,  U.  S.  Naval  Academy,  Dr. 
W.  L.  Halverson,  Professor  of  Public  Health, 
UCLA,  Dr.  Cyril  B.  Courville,  Professor  of 
Neurology,  College  of  Medical  Evangelists,  Dr. 
Stafford  L.  Warren,  Dean  of  the  UCLA  Medi- 
cal School  and  others  prominent  in  the  field. 
Further  information  can  be  obtained  from  Mrs. 
Ella  Crandall,  Librarian,  Los  Angeles  County 
General  Hospital,  1200  No.  State  St.,  Los  Ange- 
les 33,  Calif. 


AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS 

The  22nd  Annual  Meeting  of  the  American 
College  of  Chest  Physicians  will  be  held  at  the 
Hotel  Sherman,  Chicago,  Illinois,  June  6 through 
10,  1956.  The  scientific  program  will  include 
prominent  speakers  on  all  aspects  of  heart  and 
lung  diseases.  In  addition  to  formal  presenta- 
tions, there  will  be  a number  of  symposia,  round- 
table luncheon  discussions,  seminars,  and  motion 
pictures. 

The  Fireside  Conferences,  which  were  inaugu- 
rated at  the  annual  meeting  of  the  College  in 
1955  and  proved  to  be  so  popular,  will  be  re- 


peated. At  this  session,  more  than  50  experts 
will  be  present  to  lead  the  discussions  on  many 
subjects  of  current  interest  in  the  specialty  of 
oiseases  of  the  chest. 

Examinations  for  Fellowship  in  the  College 
will  be  held  on  Thursday,  June  7.  On  Saturday 
evening,  June  9,  more  than  150  physicians  will 
receive  their  certificates  of  Fellowship  at  the 
annual  Convocation,  which  will  precede  the 
Presidents’  Banquet. 

All  interested  physicians  are  cordially  invited 
to  attend  the  22nd  Annual  meeting  of  the  Col- 
lege; there  is  no  registration  fee.  Copies  of  the 
program  may  be  obtained  by  writing  to  the 
Executive  Offices,  American  College  of  Chest 
Physicians,  112  East  Chestnut  Street,  Chicago 
11,  Illinois. 

RESERPINE  HELPS  ARTHRITIS,  DELIRIUM 
TREMENS  PATIENTS 

Reserpine,  a tranquilizing  drug,  has  now  been 
used  to  treat  two  more  disorders- — delirium  tre- 
mens and  arthritis. 

New  York  and  Los  Angeles  physicians  report- 
ed in  the  Dec.  17  Journal  of  the  American 
Medical  Association  using  reserpine  (Serpasil), 
a derivative  of  Rauwolfia  serpentina,  for  two 
groups  of  patients.  The  results  warrant  further 
trial  of  the  drug  as  a method  of  treating  both 
disorders,  they  said. 

Drs.  Milton  Avol  and  Philip  J.  Vogel,  Los 
Angeles,  who  treated  24  patients  for  delirium 
tremens,  said  reserpine  “greatly  shortened”  the 
time  necessary  to  free  alcoholic  patients  of  their 
agitation  and  hallucinations.  In  fact,  all  but 
three  were  relieved  of  their  symptoms  within 
24  hours  or  less.  The  others  were  relieved 
within  48  hours.  The  average  time  was  18 
hours. 

Paraldehyde,  a drug  frequently  used  as  a 
calming  agent,  takes  much  longer  to  produce 
desirable  effects.  In  addition,  chronic  alcoholics 
very  quickly  develop  a tolerance  to  paraldehyde, 
so  that  even  large  doses  are  ineffective  or  only 
partially  effective,  they  said.  Also  the  odor  of 
paraldehyde  pervading  the  wards  is  “distressing” 
to  both  patients  and  ward  personnel. 

NEW  TREATMENT  OFFSETS  DELIRIUM, 
COMA  IN  PATIENTS  WITH 
DISEASES  OF  THE  LIVER 

A new  treatment  for  cirrhotic  patients  who 
become  mentally  confused  or  stuporous  and  are 
in  danger  of  going  into  permanent  coma  has 
been  developed  by  a Boston  physician  and  two 
associates. 

Writing  in  the  New  England  Journal  of  Medi- 
cine, Dr.  W.  V.  McDermott  Jr.,  of  Massachusetts 
General  Hospital,  spells  out,  for  the  first  time, 
the  conditions  in  which  glutamic  acid,  a com- 
pound found  in  most  proteins,  can  be  used  to 
bring  cirrhotic  patients  out  of  hepatic  coma. 

Long  a confusing  clinical  syndrome,  hepatic 
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coma  occurs  when  the  apparently  well-oriented 
patient  with  liver  disease,  one  day  suddenly  be- 
comes unduly  drowsy,  is  aroused  with  some 
difficulty,  and  speaks  with  slurred  or  thick 
speech.  After  a period  of  noisy  confusion  and 
delirium,  unconsciousness  sets  in. 

In  certain  patients  this  chain  of  events  can 
be  broken  by  L-glutamic  acid,  the  Boston  medi- 
cal team  has  found.  These  are  patients — prob- 
ably the  largest  percentage  composed  of  chronic 
alcoholics — in  whom  hepatic  coma  is  precipitated 
by  a high  protein  diet,  treatment  with  a diuretic, 
or  sudden  bleeding  in  the  gastrointestinal  tract. 
Their  already  damaged  livers  cannot  stand  the 
additional  strain  and  they  suddenly  become  con- 
fused and  disoriented. 


CONGENITAL  ANAL  DEFORMITIES 

Congenital  deformities  of  the  anal  canal  have 
been  found  in  “from  8.7  to  30  per  cent  of  all 
infants  examined,”  according  to  Edward  F.  Sla- 
dek,  M.  D.,  reporting  in  American  -Journal  of 


Surgery  90:860  (Nov.)  1955.  He  notes  that 
“diseased  conditions  of  the  anus  in  infants  and 
young  children  are  present  with  much  greater 
frequency  than  is  commonly  suspected.” 

“A  fissure  may  be  a complication  of  congeni- 
tal or  other  diseased  conditions  of  the  anal 
canal,”  he  says,  and  suggests  that  a “more 
radical  approach  be  given  to  the  problem  of 
anal  disease  in  infants  and  young  children.” 


MEETING  SITE  OF  THE  AMERICAN 
ASSOCIATION  OF  BLOOD  BANKS 
CHANGED 

The  site  of  the  9th  Annual  Meeting  of  the 
American  Association  of  Blood  Banks  previously 
scheduled  for  Cincinnati,  Ohio,  November  4-7, 
1956  has  been  changed.  The  meeting  will  be 
held  September  3,  4,  5,  1956  at  the  Somerset 
Hotel  in  Boston.  Massachusetts.  Inquiries  should 
be  directed  to  Miss  Marjorie  Saunders,  Secre- 
tary, 725  Doctors  Building,  3707  Gaston  Avenue, 
Dallas,  Texas. 
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Potassium  Metabolism  in  Health  and  Disease;  by 
How-ard  L.  Holley  and  W.  W.  Carlson,  New 
York — Grune  and  Stratton,  1955,  Pp  131,  Price 
$4.50. 

The  book  is  commendable  for  a short,  but  not 
necessarily  inexpensive,  look  at  potassium  meta- 
bolism. It  is  stronger  on  symptomatology  of  hy- 
pokaliemia  than  many.  This  is  set  off  with 
adequate  coverage  of  the  pharmacodynamics  of 
potassium.  Potassium  as  an  activator  of  enzyme 
systems  is  stressed  in  the  light  of  the  possible 
relation  to  muscle  strength. 

Loss  of  potassium  through  the  kidney  because 
of  cortical  hormone  (stress)  is  well  treated.  In 
general  all  hormone  action  is  well  done.  The 
other  avenues  of  potassium  loss  are  described  in 
detail  and  the  discussion  of  patients  is  adequate. 

The  book  is  completely  lacking  in  the  presenta- 
tion of  mechanisms  for  ion  transport.  This 
weakens  the  book’s  advantages  for  medical 
groups.  The  authors  seem  to  avoid  these  mech- 
anisms in  that  they  hardly  mention  Darrow’s  ion 
exchange  in  muscle  or  Berliner’s  discussion  of 
how  alkalosis  drains  off  potassium  through  the 
kidney. 

The  worst  feature  is  the  complete  absence  of 
cited  references.  The  reader  has  no  way  of 
evaluating  the  ideas  presented,  many  of  which 
are  given  without  evidence. 

Alan  G.  C.  White,  M.  D. 


Doctors  in  the  Sky;  The  Story  of  the  Aero  Medi- 
cal Association;  by  Robert  J.  Benford,  M.  D., 
with  Foreword  by  John  F.  Fulton,  M.  D., 
Charles  C Thomas,  Spring-field,  Illinois.  1955 
Pp  326.  Price  $8.75. 


This  is  an  account  of  the  formation  and  of  the 
activities  of  the  Aero  Medical  Association  for  its 
first  25  years.  Tribute  is  paid  to  the  founder,  Dr. 
Louis  H.  Bauer,  and  to  the  various  individuals 
who  succeeded  him  in  guiding  the  development  of 
the  Association.  Short  biographies  of  the  succes- 
sive presidents  are  presented  as  are  anecdotes 
relating  to  members  and  to  meetings.  For  the 
most  part  it  is  a direct,  factual,  and  chronological 
account  and  serves  as  a good  documentary  his- 
tory of  the  men  who  were  important  in  aviation 
during  the  last  25  years.  As  such,  it  will  inter- 
est those  who  participated  in  the  progress.  It  is 
not  a history  of  the  progress  of  aviation.  The 
volume  would  have  been  of  more  general  interest 
if  the  author  had  included  more  material  relat- 
ing to  the  contributions  of  the  various  individu- 
als to  aviation  rather  than  to  the  activities  of 
the  Association.  This  may  be  an  unfair  criticism, 
however,  since  the  author  has  succeeded  in  his 
primary  objective  of  giving  an  account  of  the 
activities  of  the  Association. 

H.  S.  Mayerson,  M.  D. 

PUBLICATIONS  RECEIVED 

W.  B.  Saunders  Co.,  Phila.:  A Modern  Pil- 

grim’s Progress  for  Diabetics,  by  Garfield  G. 
Duncan,  M.  D. ; Diseases  of  the  Chest,  by  H. 
Corwin  Hinshaw,  M.  D.,  and  L.  Henry  Garland, 
M.  B. 

Charles  C Thomas,  Publisher,  Springfield,  111.: 
Clinical  Management  of  Renal  Failure,  by  Maur- 
ice B.  Strauss,  M.  D.,  and  Lawrence  G.  Raisz, 
M.  D. ; Allergy  in  Childhood,  by  Jerome  Glaser, 
M.  D. 
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FLORAQUIN*  VAGINITIS  REGIMEN 


New  Intravaginal  Applicator  for 
Improved  Treatment  of  Vaginitis 

The  restorative  treatment  of  vaginitis  with  Floraquin  is  now  further  improved  by 
a new  aid  to  tablet  insertion.  Faulty  insertion  is  no  longer  a failure  factor  in  therapy. 


The  new  Floraquin  applicator  is  designed  for 
simplified  insertion  of  Floraquin  tablets  by  the 
patient.  This  plunger  device,  made  of  smooth 
unbreakable  plastic,  places  the  Floraquin  tab- 
lets in  the  fornices  and  thus  assures  coating  of 
the  entire  vaginal  mucosa  as  the  tablets  disin- 
tegrate. The  patient  inserts  two  Floraquin  tab- 
lets with  the  applicator  in  the  morning  and 
also  two  tablets  at  night,  with  treatment  be- 
ing continued  through  at  least  two  menstrual 
periods.  During  menstruation  it  is  desirable  to 
increase  medication  to  eight  tablets  daily  to 
combat  the  alkalinity  of  the  menstrual  flow. 

Warm  acid  douches  (2  ounces  of  5 per  cent 
acetic  acid  or  white  vinegar  to  2 quarts  of 


warm  water)  may  be  taken  as  often  as  de- 
sired for  hygienic  purposes. 

Floraquin  contains  Diodoquin®  (diiodo- 
hydroxyquinoline,U.S.P.),the  safe  and  effec- 
tive protozoacide  and  fungicide.  Lactose,  an- 
hydrous dextrose  and  boric  acid  are  included 
to  help  restore  the  normal  acid  pH  of  the 
vaginal  secretions.  Such  an  acid  vaginal 
medium  then  encourages  the  growth  of  nor- 
mal flora  and  makes  the  environment  unfa- 
vorable for  pathogens. 

A Floraquin  applicator  is  supplied  with 
each  box  of  50  (a  new  package  size)  Flora- 
quin tablets.  G.  D.  Searle  & Co.,  Research  in 
the  Service  of  Medicine. 


New  Floraquin  Applicator  and  commercial  package 
of  50  Floraquin  tablets  available  on  request  to  . . . 


S 


P.  O.  Box  5110,  B 
Chicogo  80,  Illinois 
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Tetracycline  Lederle 

in  the  treatment  of 


respiratory  infections 


January  and  his  associates1  have  written 
on  the  use  of  tetracycline  (Achromycin) 
to  treat  118  patients  having  various 
infections,  most  of  them  respiratory,  in- 
cluding acute  pharyngitis  and  tonsillitis, 
otitis  media,  sinusitis,  acute  and 
chronic  bronchitis,  asthmatic  bronchitis, 
bronchiectasis,  bronchial  pneumonia, 
and  lobar  pneumonia.  Response  was 
judged  good  or  satisfactory  in  more  than 
84%  of  the  total  cases. 

Each  month  there  are  more  and  more 
reports  like  this  in  the  literature,  docu- 
menting the  great  worth  and  versatility 
of  Achromycin.  This  antibiotic  is  unsur- 
passed in  range  of  effectiveness.  It  provides 
rapid  penetration,  prompt  control.  Side 
effects,  if  any,  are  usually  negligible. 

No  matter  what  your  field  or  specialty. 
Achromycin  can  be  of  service  to  you. 
For  your  convenience  and  the  patient’s 
comfort,  Lederle  offers  a full  line  of 
dosage  forms,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vita- 
mins. Attacks  the  infection — defends  the 
patient — hastens  normal  recovery.  For 
severe  or  prolonged  illness.  Stress  formula 
as  suggested  by  the  National  Research 
Council.  Offered  in  Capsules  of  250  mg. 
and  in  an  Oral  Suspension,  125  mg.  per 
5 cc.  teaspoonful. 


fegFfl  fine 


For  more  rapid  and  complete 
absorption.  Offered  only  by  Lederle ! 


filled  sealed  capsules 


'January,  H.  L.  et  al:  Clinical  experience  with 
tetracycline.  Antibiotics  Annual  1954-55,  p.  625, 


LEDERLE  LABORATORIES  DIVISION 

AMERICAN  CYANAMtD  COMPANY 

PEARL  RIVER.  NEW  YORK 


*REO.  U.  S.  PAT.  OFF. 


PHOTO  DATA:  4X5  VIEW  CAMERA,  F5.6,  l/25  SEC.,  EXISTING 
LIGHTING  AT  DUSK,  ROYAL  PAN  FILM. 
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What  makesWceroy 
different  from 
other  filter  cigarettes  ? 


Only  VICEROY— 
has  20,000  tiny  filters 
in  every  tip  . . . twice  as 
many  as  the  other  two 
largest-selling  filter 
brands!  That’s  why  you 
get  that  fresh,  clean 
real  tobacco  taste! 


The  VICEROY  filter  tip  contains  20,000  That  is  why  VICEROY  gives  you  such 
tiny  filters  made  exclusively  from  pure  a fresh,  clean  taste — that  real  tobacco 
cellulose  . . . soft,  snow-white,  natural,  taste  you  miss  in  other  filter  brands.  No 
This  is  twice  as  many  filters  as  the  other  wonder  so  many  doctors  now  smoke  and 
two  largest-selling  filter  brands.  recommend  King-Size  VICEROYS. 


Hf  ds  i/fceroy  you  csh  ~fe.fl 

-the.  c/tfiference  h/mc/ho/c/ed ( \ 


King-Size 
Filter  Tip 


Viceroy 


Viceroy 

filter  cjip 

CIGARETTES 

KING-SIZE 


Throughout  the  world . . . 
use  in  millions  of  cases 
and  reports  by  thousands 
of  physicians  have  built 
confidence  in 

TERRAMYCIN 

BRAND  OF  OXYTETRACYCLINE 

. . . well-tolerated, 
rapidly  effective 
broad-spectrum 
antibiotic  of  choice. 

Capsules,  tablets, 
taste-tempting  liquid 
forms  and  special 
preparations  for 
parenteral,  topical 
and  ophthalmic  use. 

Pfizer  Laboratories,  Division,  Clias.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 
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HARD-TO-KILL  TRICHOMONADS 

EXPLODE 

WITHIN  15  SECONDS’  CONTACT 
WITH  VACISEC  LIQUID 


With  the  Davis  technique, f using  Vagisec®  liquid  and  jelly,  flare-ups  of 
vaginal  trichomoniasis  rarely  occur.  Vagisec  liquid  actually  explodes 
trichomonads  within  15  seconds  after  douche  contact.1  Retter  than  90  per  cent 
apparent  cures  follow  use  of  this  new  trichomonacide,2  developed  as  “Car- 
lendacide”  by  Dr.  Carl  Henry  Davis,  noted  gynecologist  and  author,  and 
C.  G.  Grand,  research  physiologist.3 

TVo  trichomonad  escapes  — The  fast  triple  action  of  Vagisec  liquid  dooms  the 
trichomonad.  Three  surface-acting  agents  combine  in  synergistic  attack,1  to 
weaken  the  cell  membrane,  to  remove  waxes  and  lipid  materials  from  the 
membrane  surface,  and  to  denature  the  protein.  With  its  cell  wall  destroyed, 
the  parasite  imbibes  water,  swells  and  explodes.  All  this  occurs  within  15  sec- 
onds. Only  scattered  fragments  remain. 

No  other  agent  or  combination  of  agents  kills  the  trichomonad  in  this  specific 
fashion  or  with  the  speed  of  Vagisec  liquid.3  When  the  patient  uses  Vagisec 
jelly  as  well  — the  recommended  routine  — these  good  effects  continue  in- 
definitely.4 

Reaches  hidden  trichomonads  — Unlike  many  agents,  Vagisec  liquid  thorough- 
ly penetrates  and  dissolves  the  cellular  debris  and  mucoid  material  lining  the 
vaginal  surface.3  It  reaches  hidden  trichomonads  — often  the  cause  of  treat- 
ment failure  — as  well  as  parasites  swimming  freely  in  the  canal. 

7he  Davis  technique  — Office  therapy  with  Vagisec  liquid  is  combined  with 
home  treatment.  Both  liquid  and  jelly  are  prescribed. 

office  treatment  — 7/7pe  vaginal  walls  dry  with  cotton  balls, 
then  wash  thoroughly  for  about  three  minutes  with  a 1:250  dilution 
of  Vagisec  liifuid.  Remove  excess  fluid  with  cotton  balls.  Dr.  Davis 
recommends  three  treatments  the  first  week,  two  the  second  and  one 
the  third. 

home  treatment  — Patient  douches  with  Vagisec  licfuid  at  night 
and  inserts  Vagisec  ielly  every  morning  except  on  office  treatment 
days,  through  two  menstrual  periods.  Douching  is  contraindicated 
for  pregnant  women. 


Active  ingredients  in  Vagisec  liquid:  Polyoxy- 
ethylene nonyl  phenol,  Sodium  ethylene  diamine 
tetra-acetate,  Sodium  dioctyl  sulfosuccinate.  In 
addition,  Vagisec  jelly  contains  Boric  acid,  Al- 
cohol 5%  by  weight. 


JULIUS  SCHMID,  inc. 

gynecological  division 
423  West  55th  St.,  New  York  19,  N.  Y. 

Vagisec  is  a registered  trade-mark  of  Julius 

Schmid,  Inc. 

(Pat.  App.  for 


7op  to  bottom: 

2 sec.  CONTACTS 
4 sec.  COMPLEXES 
6 sec.  DISSOLVES 
8 sec.  DENATURES 
10  sec.  SWELLS 

15  sec.  EXPLODES 

16  sec.  SCATTERS 


References:  1.  Davis,  C.  H. : 
J.A.M.A.  157:126  (Jan.  8)  1955. 
2.  Davis,  C.  H.:  West.  J.  Surg. 
63:53  (Feb.)  1955.  3.  Davis, 
C.  H.,  and  Grand,  C.  G. : Am 
Jour.  Obst.  & Gynec.  68:559 
(Aug.)  1954.  4.  Davis,  C.  H. 
(Ed.):  Gynecology  and  Obstet- 
rics (revision),  Hagerstown, 
Md.,  W.  F.  Prior,  1955,  vol.  3, 
chap.  7,  pp.  23-33. 


ADVERTISEMENT  DEPARTMENT 


23 


All  the  benefits  of  prednisone 

and  prednisolone 
plus  positive  antacid 
action  to  minimize 
gastric  distress 


Multiple  Compressed  Tablets  of  ‘Co-Deltra’ 
and  ‘Co-Hydeltra’  are  designed  to  help  the 
physician  cope  with  the  problem  of  gastric  dis- 
tress which  might  otherwise  become  an  obstacle 
to  therapy  with  the  newer  steroids  prednisone 
and  prednisolone.  Each  Multiple  Compressed 
Tablet  is  specifically  formulated  as  a “tablet 
within  a tablet”  to  provide  stability  and  to  re- 
lease in  sequence  antacid  and  anti-inflammatory 
components. 


Multiple 

Compressed 

Tablets 


Prednisone  Buffered 


and 


'Co-Hydeltra1 


Prednisolone  Buffered 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


Supplied:  Multiple  Compressed  Tablets  of 
‘Co-Deltra’  and  ‘Co-Hydeltra’,  each  contain- 
ing 5 mg.  prednisone  or  prednisolone,  300  mg.  of 
dried  aluminum  hydroxide  gel,  U.S.P.,  and  50 
mg.  of  magnesium  trisilicate,  U.S.P.,  bottles  of 
30  tablets. 

‘Co-Deltra’  and  ‘Co-Hydeltra’ 

are  the  trademarks  of  Merck  & Co.,  Inc. 
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TIMBERLAWN  SANITARIUM 


For 

Nervous  and  Mental  Diseases 

Phone  Fairdale  2678  DALLAS  1,  TEXAS  P.  O.  Box  1769 

★ * 

Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational  ther- 
apy. All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 

THE  STAFF 

Guy  F.  Witt,  M.D.,  Medical  Director  Howard  M.  Burkett,  M.D.,  Associate  Psychiatrist 

Perry  C.  Talkington,  M.D.  ) _ James  K.  Peden,  M.D.,  Associate  Psychiatrist 

Chas.  L.  Bloss,  M.D.  ) ° 'reC  °rS  Fred  H.  Jordan,  M.D.,  Resident  Psychiatrist 

Mrs.  Anne  Gilcrease,  R.N.,  Director  of  Nurses 
Ralph  M.  Barnette,  Jr.,  Business  Manager 
Miss  Geraldine  Skinner,  Director  of  Occupational  Therapy 


Since  1860  A.  S.  Aloe  Company  has  .seen  three  gen- 
erations of  physicians  open  their  offices  for  the 
practice  of  medicine,  and  has  always  stood  by  with  a 
helping  hand.  Whether  you  plan  to  begin  practice 
or  re-equip  an  existing  office,  we  can  help  you. 

A National  Institution:  We  have  13  shipping  points 
throughout  the  nation  and  more  than  200  representa- 
tives with  permanent  residences  in  convenient,  nearby 
locations. 

Equipment  Check  Lists.  Cover  everything  required 
to  outfit  your  office,  from  hypodermic 


needles  to  X-ray  machines,  with  both  itemized  and 
total  cost. 

Planning  Service.  Suggested  room  layouts  scaled  to 
size  to  help  you  evaluate  your  needs. 

Tailored  Payment  Plan.  There  are  no  interest  charges 
under  our  regular  “new  office"  extended  payment  plan. 

Location  Service.  Aloe  representatives  know  of  many 
attractive  locations  for  beginning  practice.  A state- 
ment of  your  preferences  will  be  published  to  our 
field  force.  Write  or  see  your  local  representative 
for  complete  details. 


A.  S.  ALOE  COMPANY 


OF  LOUISIANA 


1425  Tulane  Ave.,  New  Orleans  12,  La. 


ST.  LOUIS  LOS  ANGELES  SAN  FRANCISCO 

KANSAS  CITY  DALLAS  ATLANTA 


SEATTLE  MINNEAPOLIS 

WASHINGTON,  D C 


Upjohn 


Ulcer  protection 


that 

lasts  all 

night 

Tablets 


Sterile 

Solution 


Famine 


* 

BROMIDE 


Each  tablet  contains: 

Methscopolamine  bromide  2.5  mg. 

A verage  dosage  ( ulcer ) : 

One  tablet  one-half  hour  before  meals,  and  1 
to  2 tablets  at  bedtime. 

Supplied:  Bottles  of  100  and  500  tablets 


Each  5 cc.  ( approx.  1 tsp.)  contains: 
Methscopolamine  bromide  1.25  mg. 

Dosage: 

1 to  2 teaspoonfuls  three  or  four  times  daily. 
Supplied:  Bottles  of  4 fluidounces 


Each  cc.  contains: 

Methscopolamine  bromide 1 mg. 

Dosage: 

0.25  to  1.0  mg.  (%  to  1 cc.) , at  intervals  of  6 to  8 
hours,  subcutaneously  or  intramuscularly. 

Supplied:  Vials  of  1 cc. 


^TRADEMARK,  REQ.  U.  3.  PAT.  OFF. THE  UPJOHN  BRAND  OF  METHSCOPOLAMINE 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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Variety  is  the  "spice” 
of  the  bland  diet . . . 


Variety  in  taste  and  texture  of  foods  must  become 
the  "spice”  of  a bland  diet  now  that  your  patient  can't 
have  sharp  seasonings  and  strongly  flavored  vegetables. 
These  "do’s”  will  help  keep  his  diet  tempting  to 
both  eye  and  palate. 

For  the  “meat”  of  the  meal  — 

Suggest  that  beef,  lamb,  and  poultry  be  roasted  or  broiled 
and  seasoned  with  salt  and  mild  herbs. 

Meat  patties  stay  tender  when  crushed  corn  flakes  and  a 
little  water  are  added  to  the  finely  ground  beef.  Salt  and  a 
hint  of  thyme  or  marjoram  give  savor. 

Fish  souffle — flaked  fish  in  any  souffle  recipe — is  a delicate 
delight  when  the  top  is  crisped  with  cracker  meal  and  butter. 

Add  the  “ trimmings " with  imagination  — 

Vegetables  such  as  string  beans,  peas,  asparagus  tips,  and 
carrots  may  be  cooked  and  served  whole  if  young  and  tender — 
otherwise  pureed.  Potatoes  may  be  boiled,  baked,  or  mashed. 

Salads  of  molded  gelatin  are  pretty  to  look  at — better  to 
eat.  Your  patient  may  like  one  of  strained  beets  livened  with 
lemon  juice,  chilled,  and  served  on  shredded  tender  lettuce. 

For  dessert  he  can  try  applesauce  added  to  whipped  lime 
gelatin,  chilled  and  topped  with  custard  sauce.  Or  for  a party 
touch,  sweeten  chilled  strained  fruit,  add  a squeeze  of  lemon, 
and  fold  into  whipped  cream  or  whipped  evaporated  milk. 

These  "diet  do’s”  will  help  your  patient  discover  new 
combinations  of  acceptable  foods.  And  with  a glass  of  beer* 
—at  your  discretion — to  add  zest,  he’ll  find  his  diet  inter- 
esting and  ample  without  straying  from  your  instructions. 


United  States  Brewers  Foundation 

Beer  — America's  Beverage  of  Moderation 


*pH  — 4.3  (Average  of  American  Beers) 


If  you’d  like  reprints  for  your  patients,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  New  York 
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KARO®  SYRUP  . . . meets  the  need 


for  an  easily  digested  milk  modifier 


Since  the  newborn  infant  has  very  little 
ability  to  digest  starchy  foods,  the  carbo- 
hydrate requirements  of  the  formula-fed 
baby  are  best  met  with  a milk  modifier  which 
places  a minimum  demand  on  the  digestive 
system. 

Karo  syrup  has  been  a carbohydrate  milk 
modifier  of  choice  for  three  generations. 
Because  it  is  a balanced  mixture  of  dextrins, 
maltose  and  dextrose,  it  enables  the  feeding 
of  larger  amounts  of  total  carbohydrate  with- 
out producing  gastro-intestinal  disturbances. 

Other  characteristics  that  commend  the 


use  of  Karo  for  milk  modification  are — the 
ease  with  which  formulas  may  be  calculated 
or  prepared — its  ready  availability— and  its 
economy.  Light  or  dark  Karo  syrup  may  be 
used  interchangeably  with  cow’s  milk  or 
evaporated  milk  and  water.  Each  fluid  ounce 
(2  tablespoonfuls)  yields  120  calories  of 
solid  nutrition. 


1906  • SOth  ANNIVERSARY  • 1956 
CORN  PRODUCTS  REFINING  COMPANY 
MEDICAL  DIVISION 

17  Better*  Ploce,  New  York  4.  N Y 
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tolerance 


Fergon 

IRON  WITHOUT  IRRITATION 


the  key 
to  successful 

IRON  THERAPY 


higher  hemoglobin  response 


SuM&jeJl: 


Fergon,  tablets  of  5 grains,  bottles  of  too  and  500. 

Fergon,  tablets  of  VI2  grains,  bottles  of  too.  • 

Fergon  elixir  6 % (5  grains  per  teaspoonful),  bottles  of  16  fl.  qz, 


fku)- 

HIGH  POTENCY 


Fergon  Plus  Improved  Caplets^  (Fergon  with  vitamin  b,2 

and  intrinsic  factor,  folic  acid  and  vitamin  C;  2 Caplets 
==  1 U.S.P.  oral  unit  of  antianemia  activity),  bottles  of  100 
and  500  easy  to  swallow  Caplets. 


Fergon  (brand  of  ferrous  gluconate)  and  Caplets, 
trademarks  reg.  U.S.  Pat.  Off. 


Even  where  hydrocortisone,  cortisone,  and  other  agents  had 
failed,  prednisolone  (STERANE)  restored  articular  mobility 
and  functional  capacity  to  normal  in  rheumatoid  arthritis.1 

Four  times  more  effective  than  hydrocortisone,  and,  on  the 
basis  of  preliminary  findings,2,3  superior  in  potency  even  to 
prednisone  (cortisone  analog),  STERANE  is  also  relatively 
free  of  such  hormonal  side  effects  as  edema,  hypertension, 
or  hypopotassemia. 

Supplied:  White,  5 mg.  oral  tablets, 
in  bottles  of  20  and  lOO.  Pink,  1 mg. 
oral  tablets,  in  bottles  of  lOO.  Both 
are  deep-scored  and  in  the  dis- 
tinctive “easy-to-break”  size  and 
Pfizer  oval  shape. 

PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 


References:] . B'-inim.J.  J.,etal.:J.A.M.A. 
157:311,  1955.  2.  Forsham,  P.  H.,  et 
al.:  Paper  presented  at  First  Inter- 
nat.  Conf.  on  Prednisone  and  Pred- 
nisolone, New  York,  May  31-June 
1,  1955.  3.  Perlman,  P.  L.,  and 
Tolksdorf,  S.:  Scientific  Exhibit  pre- 
sented at  A.M.A.  Annual  Meet., 
Atlantic  City,  June  6-11,  1955. 


brand  of  prednisolone 
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SEEKING  A TIME-SAVING  INFANT  FOOD 


BAKER’S  MODIFIED  MILK 


Designed  for  all  infant  feeding 
from  birth  to  the  end  of  the  first 
year.  Baker's  Modified  Milk  is  a 
time-saver  for  busy  physicians 
and  busy  hospitals.  Simply  dilute 
Baker’s  to  prescribed  strength 
with  water. 

Baker’s  Modified  Milk  is  fur- 
nished gratis  to  all  hospitals  for 
your  use. 


FEEDING  DIRECTIONS 

(Normal  dilution  for  liquid  provides 
20  calories  per  liquid  ounce.) 


Baker's 

Boiled 

Water 

Hospital 

1 part 

2 parts 

First  week  at  home 

1 part 

1 Vi  parts 

After  first  week  at  home 

1 part 

1 part 

Also  available  in  powder  form.  (Normal  dilution 
one  tablespoon  to  2 ounces  of  water  provides  20 
calories  per  fluid  ounce. 


’Made  from  Grade  A Milk  (U.  S.  Public  Health  Service  Milk  Code) 


THE  BAKER  LABORATORIES,  INC. 

Milk  P'loductd  &<^udw~ely  sfosi  Mte  Medical  P'lofed&uwi 

Main  Office:  Cleveland  3,  Ohio  • Plant:  East  Troy,  Wisconsin 


MUSCLE-RELAXING  ACTION 


For  significant  relief  in  myositis,  osteoarthritis,  backstrain,  and 
related  conditions  marked  by: 

• Muscle  spasm  • Stiffness  and  tenderness 

• Restriction  of  motion  • Pain 


As  a superior  muscle-relaxant,  Equanil  offers 
predictable  action  and  full  effectiveness  on 
oral  administration.  It  does  not  disturb  auto- 
nomic function  and  is  relatively  free  from 
gastric  and  other  significant  side-effects.  Its 
anti-anxiety  property  provides  important  cor- 
relative value. 


Usual  dosage:  1 tablet  t.i.d.  The  dose  may  be  ad- 
justed either  up  or  down,  according 
to  the  clinical  response  of  the  patient. 
Supplied:  Tablets,  400  mg.,  bottles  of  50. 


© 

Philadelphia  1,  Pa. 


anti-anxiety  factor 
with  muscle-relaxing  action 
...relieves  tension 
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24-hour  control 

for  the  majority  of  diabetics 


GLOBIN  INSULIN 

b.  w.  & cor 


a clear  solution . . . easy  to  measure  accurately 

Discovered  by  Reiner,  Searle,  and  Lang 
in  The  Wellcome  Research  Laboratories 


■ 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC 


Tuckahoe  7,  New  York 
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Two  articles  in  the  April  30th  issue  of  The  Journal  of  the  AM  A1-2  report  on  . ,, 

an  entirely  new  type  of  tranquilizer 
with  muscle  relaxant  action— orally  effective  in 

ANXIETY,  TENSION 
and  MENTAL  STRESS 

• no  autonomic  side  effects— well  tolerated 

• selectively  affects  the  thalamus 

• not  related  to  reserpine  or  other  tranquilizers 

• not  habit  forming,  effective  within  30  minutes 
for  a period  of  6 hours 

• supplied  in  400  mg.  tablets.  Usual  dose: 

•1  or  2 tablets— 3 times  a day 

1.  Selling,  L.  S.:  J.A.M.A.  157:  1594,  1955.  2.  Borrus,  J.  C.:  J.A.M.A.  157:  1596, 1955. 

Miltowri 

the  original  meprobamate— 2-methyl-2-n-propyl-l, 3-propanediol  dicarbamate  — U.  S.  Patent  2,724.720 

DISCOVERED  AND  INTRODUCED  by  Wallace  Laboratories,  New  Brunswick,  N.  J. 

Literature  and  Samples  Available  On  Request 
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maximum  efficacy  with  minimum  risk 


Terfonyl 

SQUIBB  METH-DIA-MER  SULFONAMIDES 


mg.  per  100  ml. 

▼ 


- Aftti  Lthr . 0.. Modem  Med.  S3. Ill  (Jin.  IS)  1955. 


Terfonyl  is  absorbed  as  well  as  single  “soluble”  sul- 
fonamides, but  is  eliminated  at  a slower  rate.  For  this 
reason,  Terfonyl  blood  levels  are  much  higher. 

In  experimental  infections  (Klebsiella,  Pneumococcus, 
Streptococcus),  Meth-Dia-Mer  sulfonamides  have  been 
shown  to  be  from  three  to  four  times  more  effective 
on  a weight  basis  than  single  “soluble”  sulfonamides. 

Toxicity  is  minimal  because  normal  dosage  provides 
only  one-third  the  normal  amount  of  each  sulfonamide. 
The  body  handles  each  component  as  though  it  were 
present  alone,  although  therapeutic  effects  are  additive. 

Terfonyl  Tablets,  0.5  Gm„  bottles  of  100  and  1000. 

Terfonyl  Suspension,  0.5  Gm.  per  5 ml.,  pint  bottles. 

0.167  Gm.  each  of  sulfamethazine,  sulfadiazine  and  sulfa- 
merazine  per  tablet  or  per  5 ml.  teaspoonful  of  suspension. 


Squibb 


•ttHFOMYL'®  13  * SQUIBB  TAAOEMAlUt 
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in  arthritis 
and 

allied  disorders  . . . 


nonhormonal  anti  - arthritic 

BUTAZOLIDIN' 

(brand  of  phenylbutazone) 

relieves  pain  • improves  function  • resolves  inflammation 


Employing  the  serum  protein-polysaccharide  ratio  (PR)  as  an  objective 
criterion  of  rheumatoid  activity,  it  has  again  been  shown  that 
Butazolidin  "...produces  more  than  a simple  analgesic  effect  in 
rheumatoid  arthritis."' 

Clinically,  the  potency  of  Butazolidin  is  reflected  in  the  finding  that 
57.6  per  cent  of  patients  with  rheumatoid  arthritis  respond  to  the  extent 
of  "remission"  or  "major  improvement."1 

Long-term  study  has  now  shown  that  the  failure  rate  with  Butazolidin 
in  rheumatoid  arthritis,  and  particularly  in  rheumatoid  spondylitis,  is 
significantly  lower  than  with  hormonal  therapy.1 

(1)  Payne,  R.  W.;  Shetlar,  M.  R.;  Farr,  C.  H.;  Hellbaum,  A.  A.,  and  Ishmael,  W.  K.:  J.  Lab.  & 
Clin.  Med.  45:331,  1955.  (2)  Bunim,  J.  J.;  Williams,  R.  R.,  and  Black,  R.  L.:  J.  Chron.  Dis. 
M68,  1955.  (3)  Holbrook,  W.  P.:  M.  Clin.  North  America  39:405,  1955. 

Butazolidin®  Cbrand  of  phenylbutazone).  Red  coated  tablets  of  100  mg. 


Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar  with  its  use  are  urged 
to  send  for  literature  before  instituting  therapy. 


GEIGY  PHARMACEUTICALS  Division  of  Geigy  Chemical  Corporation 

220  Church  Street,  New  York  13,  N.  Y. 
suss  In  Canada:  Geigy  Pharmaceuticals,  Montreal 
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Wi.  en  Appetites  La^ 

an  d Spirits  are  Low 


There  may  not  be  too  many  pleasant  anticipations  in  the  lives 
of  your  elderly  or  convalescent  patients — but  a glass  of  wine 
before  meals  or  at  bedtime  can  give  a much  needed  "lift”  not 
only  to  appetite  but  to  spirits. 

Moreover,  the  use  of  wine  for  its  "tonic”  effect  need  no  longer 
be  based  on  empiricism  or  age-old  tradition.  Recent  research  is 
shedding  new  light  on  the  true  rationale  of  wine  in  clinical 
practice. 

Thus  it  has  been  shown  recently  that: 

— 2 or  3 ounces  of  dry  table  wine  can  markedly  increase  olfactory 
acuity  and  appetite  in  anorexia 

— moderate  amounts  of  wine  increase  appreciably  not  only  the 
volume  but  the  proteolytic  power  of  gastric  juice 

— the  buffering  action  of  the  phosphates,  organic  acids  and  tan- 
nins in  wine  induces  a sustained  increase  in  gastric  secretion 
and  gastric  motility 

— wine  offers  a quickly  metabolized  source  of  nutrient  energy 

— wine  possesses  significant  diuretic,  vasodilating  and  relaxing 
properties — ideal  for  bedtime  sedation 

For  a few  cents  a day  your  patients  can  have  wines  produced 
from  the  world’s  finest  grape  varieties,  grown  in  an  ideal  climate 
and  handled  with  consummate  skill. 

A copy  of  "Uses  of  Wine  in  Medical  Practice” — summarizing 
recent  research  findings — is  available  to  3-ou  at  no  expense,  by 
writing  to:  Wine  Advisory  Board,  717  Market  Street,  San  Fran- 
cisco 3,  California. 
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All  the  benefits  of  prednisone 

and  prednisolone 
plus  positive  antacid 
action  to  minimize 
gastric  distress 


Multiple  Compressed  Tablets  of  ‘Co-Deltra’ 
and  ‘Co-Hydeltra’  are  designed  to  help  the 
physician  cope  with  the  problem  of  gastric  dis- 
tress which  might  otherwise  become  an  obstacle 
to  therapy  with  the  newer  steroids  prednisone 
and  prednisolone.  Each  Multiple  Compressed 
Tablet  is  specifically  formulated  as  a “tablet 
within  a tablet”  to  provide  stability  and  to  re- 
lease in  sequence  antacid  and  anti-inflammatory 
components. 

deltra' 

Prednisolone  Buffered  . . 

Multiple 


and 


Compressed 


'Co-Deltra' 


Prednisone  Buffered 


Tablets 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


Supplied : Multiple  Compressed  Tablets  of 
‘Co-Deltra’  and  ‘Co-Hydeltra’,  each  contain- 
ing 5 mg.  prednisone  or  prednisolone,  300  mg.  of 
dried  aluminum  hydroxide  gel,  U.S.P.,  and  50 
mg.  of  magnesium  trisilicate,  U.S.P.,  bottles  of 
30  tablets. 

‘Co-Deltra’  and  ‘Co-Hydeltra’ 

are  the  trademarks  of  Merck  & Co.,  Inc. 
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Loose 

Stools 


TO 


the  most  frequent 
problem  in  infancy 


Loose  stools  in  infancy  pose  a common  but 
vexing  problem  for  every  pediatrician  and 
every  mother.  Symptoms  may  not  reach  the 
stage  of  watery  diarrhea,  yet  may  lead  to  a 
wide  variety  of  annoying  side  effects.  Loose 
stools  may  be  readily  controlled  by  Arobon 
without  resorting  to  medications  or  drastic 
changes  in  formula. 


Arobon  is  derived  from  specially 
processed  carob  flour  high  in 
naturally  occurring  lignin, 
hemicellulose  and  pectin.  It  pro- 
vides 2.7  calories  per  gram. 


Composition  Per  cent 

Lignin,  hemicellulose, 

pectin 22.0 

Starch 15.0 

Crude  fiber 3.0 

Soluble  carbohydrates.  . . .50.5 

Protein 3.5 

Fat 0.5 

Minerals 2.0 

Moisture 3.5 


Simply  stir  into  the  formula. ..pleasant 
tasting  Arobon  is  not  a drug... yet  it  is  a 
most  effective  and  safe  antidiarrheal  agent 
...no  contraindications. 

In  specific  diarrheas  Arobon  checks  symp- 
toms quickly,  before  physiologic  effects 
become  dangerous.  An  excellent  aid  when 
antibiotics  are  called  for. 
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EVERY  WOMAN 
WHO  SUFFERS 
rN  THE 
MENOPAUSE 
DESERVES 
"PREMARIN" 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 


miialis 

in  its  completeness 


1 


P I LLS  I 


Digitalis 

I D«iiet,  Rose  I 

0.1  Gram 

(itprox.  grains) 

CAUTION:  Federal 
iuw  prohibits  dispens- 
ing without  prescrip- 
tion   

»»*I£S,  ROSE  t CO..  IW. 
the..  U S.  A 


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 

Physiologically  Standardized 
therefore  always 
dependable. 


Clinical  samples  sent  to 
physicians  upon  request. 


Davies,  Rose  & Co.,  Ltd. 
Boston,  18,  Mass, 


New  York,  N.  Y.  • Montreal,  Canada 
5646 
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POSITIONS  AVAILABLE 

LALLIE  KEMP 
CHARITY  HOSPITAL 

INDEPENDENCE,  LOUISIANA 

Immediate  positions  available  for  G.  P. 
Residents  at  Lallie  Kemp  Charity  Hospital, 
Independence,  Louisiana.  Stipend  $500.00 
per  month.  Requirements,  eligible  for  Lou- 
isiana Licensure,  Graduate  of  Class  A 
Medical  School,  approved  internship. 

Write  or  call 

C.  C.  COLVIN,  Superintendent 


"Neohydrin ... 
offers  the  striking  o 
advantage  of 
a high  degree  of 
therapeutic 
effectiveness  upon 
oral  administration."* 

"Krantz,  J.  C.,  Jr.,  and  Carr,  C.  J.:  The  Pharma- 
cologic Principles  of  Medical  Practice,  ed.  3, 
Baltimore,  The  Williams  and  Wilkins  Company, 
1954,  p.  998. 


POLIOMYELITIS 
IMMUNE  GLOBULIN 


(human  ) 


For  the  modification  of 
measles  and  the  prevention 
or  attenuation  of  infectious 
hepatitis  and  poliomyelitis. 


LEDERLE  LABORATORIES  DIVISION 

AVI RICA \ ( jja/uunid coMPAjrr 

PEARL  RIVER,  NEW  YORK 


in  very  special  cases 

. 

a very  superior  brandy... 
specify 


★ ★ ★ 


COGNAC  BRANDY 

84  Proof  j Schieffelin  & Co..  New  York 
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The  Bells  Are  Ringing 


In  cities,  towns  and  villages  all  over  America,  the  ringing  of  church  bells  one  day  in 
April  will  mark  the  launching  of  the  annual  Cancer  Crusade  of  the  American  Cancer 
Society.  At  the  same  time,  in  many  doctors'  offices,  the  staccato  ring  of  door  and 
telephone  bells  will  mark  the  success  of  a major  objective  of  the  Society. 


"Fight  Cancer  with  a Checkup”  is  the  American  Cancer  Society’s  immediate,  short- 
range  answer  to  the  terrible  toll  of  lives  taken  each  year  by  this  dread  disease.  It  is  to 
your  office  that  the  Society  is  urging  the  public  to  go  for  the  periodic  examinations 
that  can  mean  the  early  detection  and  prompt  treatment  of  cancer,  and  could  pre- 
vent thousands  and  thousands  of  needless  deaths. 


Achievement  of  our  ultimate  goal  — the  conquest  of  cancer— will  be  largely  determined 
by  the  response  to  our  plea  to  "Fight  Cancer  with  a Check”.  This  year  the  Society 
needs  $26,000,000  to  carry  on  its  vital  program  of  education,  research  and  service. 


"Fight  Cancer  with  a Checkup  and  a Check”-a  winning  combination.  With  your  support 
and  the  cooperation  of  the  public,  the  sound  of  victory  will  one  day  ring  through  the  land. 


American 


Cancer 


Society 


42 


ADVERTISEMENT  DEPARTMENT 


THE  LEONARD  WRIGHT  SANATORIUM 

Tel.  Lakeside  4-4101  BYHALIA,  MISSISSIPPI  Reservations  Necessary 


• Located  24  miles  S.  E.  of  Memphis,  Tenn.,  on  highway  78.  20  acres  of  beautifully  landscaped 

grounds  sufficiently  removed  to  provide  restful  surroundings  and  a capacity  limited  to  insure  individual 
treatment.  The  building  is  AIR  CONDITIONED. 

• Specializing  in  the  treatment  of  ALCOHOLIC  and  DRUG  ADDICTION  and  MILD  NERVOUS  DIS- 
ORDERS. ACE  and  ACTH  therapy  if  indicated.  Antabuse  is  given  if  requested. 

• The  Sanatorium  is  a Member  of  THE  AMERICAN  HOSPITAL  ASSOCIATION  and  of  THE  NA- 
TIONAL ASSOCIATION  of  PRIVATE  PSYCHIATRIC  HOSPITALS. 
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A.  S.  Aloe  Company  24 

Ayerst  Laboratories  39 

Baker  Laboratories  30 

Brown  & Williamson  Tobacco  Corp ...  20 

Browne-McHardy  Clinic  6 

Burroughs-Wellcome  & Co 32 

Ciba  Pharmaceutical  Products,  Inc.  1 

Corn  Products  Sales  Co 27 

Davies,  Rose  & Co.,  Ltd.  39 

Department  of  Health, 

State  of  Louisiana  Second  & Third  Covers 

Geigy  Pharmaceuticals  35 

The  Earle  Johnson  Sanatorium  11 

Katz  & Besthoff,  Ltd.  . 3 

Lallie  Kemp  Charity  Hospital  40 

Charles  B.  Knox  Gelatine  Co.,  Inc.  7 

Lakeside  Laboratories  .11,14,40 

Lederle  Laboratories  18,  19,  40 

Eli  Lilly  & Company  ..  Front  Cover  & 16 

Louisiana  Coca-Cola  Bottling  Co.  1 

Louisiana  Pathology  Society  8 

J.  A.  Majors  & Company  3 


Mead  Johnson  & Company  . Back  Cover 

The  Nestle  Co.,  Inc.  10,  38 

Parke,  Davis  & Company  4,  5 

Peacock  Surgical  Co.,  Inc.  6 

Pfizer  Labs.,  Div.  Chas.  Pfizer  & Co.  21,  29 

Professional  Cards  43,  44 

Riker  Laboratories,  Inc.  9 

Schering  Corporation  Facing  Page  8.  15 

Schieffelin  & Company  .. 40 

Julius  Schmid,  Inc.  22 

G.  D.  Searle  & Company  17 

Sharp  & Dohme,  Inc.  — 2,  12,  13,  23,  37 

E.  R.  Squibb  & Sons  34 

Timberlawn  Sanitarium  24 

United  States  Brewers  Foundation,  Inc.  26 

Upjohn  Company  3,  25 

Wallace  Laboratories  33 

Wine  Advisory  Board  36 

Winthrop  Laboratories,  Inc.  28 

Leonard  Wright  Sanatorium  42 

Wyeth  Laboratories,  Inc 11,  31 


ADVERTISEMENT  DEPARTMENT 


43 


PROFESSIONAL  CARDS 

The  Baton  Rouge  Clinic 

134  North  19th  St. 

Telephone  8-5361 

Ear,  N ose  & Throat  Internal  Medicine  Urology 

Gerald  Joseph,  M.  D.  Cheney  Joseph,  M.  D.  Mortimer  Silvey,  M.  D. 

Charles  Prosser,  M.  D. 
Roger  J.  Reynolds,  M.  D. 

Eye  Obstetrics  & Gynecology  Surgery 

Dalton  S.  Oliver,  M.  D.  Melvin  Schudmak,  M.  D.  Joseph  Sabatier,  M.  D. 

J.  P.  Griffon,  M.  D.  Charles  Mosely,  M.  D. 

SELLERS  AND  SANDERS  CLINIC 

4414  Magnolia  Street 

New  Orleans 

Gynecology  and  ObstetHcs 

Surgery 

Dr.  Thomas  Benton  Sellers 

Dr.  John  T.  Sanders 

Dr.  Simon  V.  Ward 

Dr.  Charles  R.  Walters 

Dr.  Julius  T.  Davis 

Green  Clinic 

709  South  Vienna  Street 

Ruston,  Louisiana 

Surgery 

Radiology 

Marvin  T.  Green,  M.D. 

M.  Ragan  Green,  M.D. 

LaMoyne  C.  Bleich,  M.D. 

Internal  Medicine 
Henry  S.  Roane,  M.D. 

Obstetrics  and  Gynecology 

Robert  W.  Sharp,  M.  D. 

Carl  L.  Langford,  M.D. 

Joe  L.  Smith,  Jr.,  M.D. 

David  M.  Hall,  M.D. 

Dentistry 

L.  Felton  Green,  D.D.S. 

Pediatrics 

Benjamin  C.  Baugh,  D.D. 

Bruce  W.  Everist,  M.D. 

Eye,  Ear,  Nose  and  Throat 

0.  Wharton  Brown,  Jr.,  M.D. 

Harold  H.  Harms,  M.D. 

D.  A.  CASEY,  M.  D. 

DR.  R.  ROSS,  JR. 

Otolaryngology 

Fenestration  Surgery 

SKIN  DISEASES 

503  California  Bldg.  CAnal  3195 

3915  Jefferson  Highway  CEdar  7256 

802  Pere  Marquette  Bldg.  CA.  0202 

DR.  EUGENE  L.  WENK 

DR.  RICHARD  W.  VINCENT 

GERIATRICS 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

206  Physicians  & Surgeons  Bldg. 

1320  ALINE  STREET 

SHREVEPORT,  LA. 

UPtown  4797 
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PROFESSIONAL  CARDS 


DR.  NATHAN  H.  POLMER 

Physical  Medicine Rehabilitation 

2209  Carondelet  St. 

2-5  P.  M. 

Off.:  JA  3318  Res.:  JA  3180 


DR.  B.  G.  EFRON 
DR.  STANLEY  COHEN 

ASTHMA,  HAY  FEVER,  AND  OTHER 
ALLERGIC  DISEASES 

1441  Delachaise  Street  New  Orleans 


JAMES  W.  BURKS,  JR.,  M.  D. 

for 

DISEASES  OF  THE  SKIN 
SCAR  REMOVAL  BY  ABRASION 

Maison  Blanche  Building 
New  Orleans  16,  La. 

RA.  4829 


KENNETH  A.  RITTER,  M.  D. 
ROBERT  G.  HEAD,  M.  D. 

Psychiatry  and  Neurology 

8211  Apricot  Street 
New  Orleans 

WA.  2324  By  Appointment 


DR.  C.  S.  HOLBROOK 

PRACTICE  LIMITED  TO  NERVOUS 
AND  MENTAL  DISEASES 

Hours:  10  to  12,  by  Appointment 
Office:  3431  Prytania  Street 
Opposite  Touro  Infirmary 


DR.  CARL  N.  WAHL 

Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Mtison  Blanche  Bldg. 
MAgnolia  3216 


BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
CAnal  7697  By  Appointment 


THE  OWENS  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  Street 
New  Orleans  13,  Louisiana 
Telephone:  CAnal  0106 


DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  TW.  1-4094 

New  Orleans 


DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Msison  Blanche  Building 
MA.  5317  By  Appointment 


J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  JA.  4481  - 0794 


FRANK  H.  MAREK,  M.  D. 
Radiologist 

2204  So.  Ryan  Street  Lake  Charles,  La. 

Phone  4071  or  4-9242 

Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 


DR.  HARRY  ZOLLER 

TEMPORAL  BONE  SURGERY 
and 

FENESTRATION  FOR  OTOSCLEROSIS 

1109  Pere  Marquette  Building 
RA.  2535  By  Appointment 


The  Cancer  Commission  of  the  Louisiana  State  Medical  Society 


THIRD  NATIONAL  CANCER  CONFERENCE 

SHERATON  CADILLAC  HOTEL 
Detroit,  Michigan 

June  4,  5,  6,  1956 

Sponsors:  American  Cancer  Society,  Inc., 

and 

National  Cancer  Institute,  Public  Health  Service 

This  meeting  will  consist  of  a series  of  symposia  on  various  cancers  by 
site  and  will  constitute  a summarization  of  l'ecent  clinical  developments 
in  the  diagnosis  and  treatment  of  cancer. 

Symposia: 

Breast  Head  and  Neck 

Chemotherapy  Lung 

Female  Genital  Tract  Lymphoma  and  Leukemia 

Gastrointestinal  Tract  Prostate 

End  Results  * 

* A series  of  reports  from  selected  institutions 
on  the  current  curability  of  cancer. 

All  physicians  are  cordially  invited  to  attend.  An  interesting  program 
for  wives  is  being  planned  by  the  Local  Host  Committee. 

Copies  of  the  program,  advance  Conference  registration  cards  and  hotel 
reservation  cards  may  be  procured  from  the  American  Cancer  Society, 
Louisiana  Division,  822  Perdido  Street,  New  Orleans,  Louisiana  or: 

Coordinator 

Third  National  Cancer  Conference 
521  West  57th  Street 
New  Yoi'k  19,  New  York 

(See  Medical  News  Section  for  further  information) 

PLEASE  REGISTER  IN  ADVANCE 

Louisiana  State  Department  of  Health 

S.  J.  Phillips,  M.D.,  M.P.H. 

State  Health  Officer 


New. ..improved 


■ ■ ■ 


t i - 


nstant 


> > 


Olac 

Powdered  high  protein  formula 


is  easier  to  use 


New,  improved  Olac  dissolves 
instantly  with  water . . . makes  a 
smooth,  good-tasting  formula  with 
the  briefest  shaking  or  stirring. 


...provides  satisfying,  growth-promoting 
feedings  for 

• full  term  bottle-fed  babies 

• prematures 

• supplementary  feedings  of  breast-fed  babies 

Olac’s  milk  protein  content  is  exceptionally  generous.  Its  fat  is  a 
single  highly  refined  vegetable  oil.  Curd  tension  is  now  reduced 
practically  to  zero. 

Mead  products  and  services  are  designed  to  help 
you  in  the  varied  phases  of  infant  feeding 

SYMBOL  OF  SERVICE  IN  MEDICINE 


MEAD  JOHNSON  & COMPANY.  EVANSVILLE  21.  INDIANA.  U.S.A. 


py right  1956  by 

State  Medical  Society.  Vol.  1 08,  No.  5 

annum,  3 5<f,  per  copy 


Published  monthly  by 
The  Journal  of  the  Louisiana  State 
Medical  Society,  Inc. 

1430  Tulane  Ave.,  New  Orleans  12 
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Fastest  and  shortest-acting  oral  barbiturate 


'Seconal  Sodium' 


(SECOBARBITAL  SODIUM,  LILLY) 


A#0"# 

, ^ <vX  A 

V" 


Second  Class  Mall  Privileges  Authorized  at  New  Orleans,  Louisiana 


ADVERTISEMENT  DEPARTMENT 


ELIGIBILITY  FOR  POLIOMYELITIS 
VACCINE  IN  PUBLIC  CLINICS 

Public  Law  377  of  the  84th  Congress 
specifies  “an  eligible  person  for  receiv- 
ing Poliomyelitis  Vaccine  in  public  clinics 
is  any  person  under  the  age  of  20  years 
and  pregnant  women.” 

Louisiana  State  Department  of  Health 

S.  J.  PHILLIPS,  M.D.,  M.P.H., 

State  Health  Officer 
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V AA/lAAAAA  ' 


for  a spastic 


Trasentlne-Phena 


.n. 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg . phenobarbetal . 


CIBA 

Summit,  N.  J% 


M122V  H 
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All  the  benefits  of  prednisone 


and  prednisolone 
plus  positive  antacid 
action  to  minimize 
gastric  distress 


Multiple  Compressed  Tablets  of  'Co-Deltra’ 
and  ‘Co-Hydeltra’  are  designed  to  help  the 
physician  cope  with  the  problem  of  gastric  dis- 
tress which  might  otherwise  become  an  obstacle 
to  therapy  with  the  newer  steroids  prednisone 
and  prednisolone.  Each  Multiple  Compressed 
Tablet  is  specifically  formulated  as  a “tablet 
within  a tablet”  to  provide  stability  and  to  re- 
lease in  sequence  antacid  and  anti-inflammatory 
components. 


deltra' 

Prednisolone  Buffered 

Multiple 


and 


'Co-Deltra' 


Prednisone  Buffered 


Compressed 

Tablets 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


Supplied:  Multiple  Compressed  Tablets  of 
‘Co-Deltra’  and  ‘Co-Hydeltra’,  each  contain- 
ing 5 mg.  prednisone  or  prednisolone,  300  mg.  of 
dried  aluminum  hydroxide  gel,  U.S.P.,  and  50 
mg.  of  magnesium  trisilicate,  U.S.P.,  bottles  of 
30  tablets. 

‘Co-Deltra’  and  ‘Co-Hydeltra’ 

are  the  trademarks  of  Merck  & Co.,  Inc. 


Prescription  Headquarters  Since  1905 


The  TRAINING  SCHOOL 
at  VINELAND,  NEW  JERSEY 

For  Retarded  and  Slow-Learning  Children. 
Established  in  1888  as  the  “Village  of 
Happiness”;  for  boys  and  girls,  all  ages. 
Academic,  vocational,  social  training;  wide 
recreation;  cottage  living;  medical,  psychi- 
atric, psychologic  services.  Year-round  pro- 
gram. Special  Summer  Program.  Interna- 
tionally known  research  center. 

Write  D irector 
The  TRAINING  SCHOOL 
at  VINELAND,  NEW  JERSEY 
Phone  7-0021 


RADIUM 

(including  Radium  Applicators) 

For  All  Med  ical  Purposes 

Est.  1919 

Quincy  X-Ray  & Radium  Laboratories 

(Owned  and  Directed  by  a Physician-Radiologist) 

HAROLD  SWANBERG,  B.S.,  M.  D.,  Director 
W.  C.  U.  Bldg.,  Quincy,  Illinois 


pleasant-tasting  Chloromycetin  for  pediatric  use 


Four  young  patients  won’t  hit  the  war  path  at  medication  time  when  the  prescription  calls  for 
SUSPENSION  CHLOROMYCETIN  PALMITATE.  Its  appealing  custard  flavor  rates  it  as 
‘good  medicine”  with  the  most  rebellious  braves. 

Good  medicine,  too,  for  a wide  variety  of  infections  in  infancy  and  childhood, 
CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  affords  rapid  recovery 
and  speedy  convalescence. 


Because  of  its  liquid  form,  dosage  of  SUSPENSION  CHLOROMYCETIN  PALMITATE 
is  easily  adjusted.  That  it  needs  no  refrigeration  is  an  additional  convenience  to  every 
harassed  mother. 


CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias 
have  been  associated  with  its  administration,  it  should  not  be  used  indiscriminately  or 
for  minor  infections.  Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 

supplied:  SUSPENSION  CHLOROMYCETIN  PALMITATE,  containing  the  equivalent  of 
125  mg.  of  Chloromycetin  in  each  4 cc.,  is  available  in  60-cc.  vials. 


* PARKE,  DAVIS  & COMPANY  Detroit,  Michigan 
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Browne-McHardy  Clinic 


• Diagnostic  and  Therapeutic 
Facilities 


• Internal  Medicine  and 
Gastroenterology 

• Surgery 

• Orthopedics 

• Gynecology  and  Obstetrics 

• Radiology — X-ray  and 
Radium  Therapy 

• Laboratory  and  Research 
Departments 

• Urology 

• Endoscopy 

• Otolaryngology-Ophthalmology 

• Neuropsychiatry 

• Hotel  Facilities  Available 


3636  ST.  CHARLES  AVENUE 


Phone  TYler  2376  • New  Orleans,  La. 


DIACK  CONTROLS 

By  far  the  most  popular  sterilizer  control 

Easy  to  use,  fool  proof  in  its  action.  It’s  the 
one  original  control’  as  designed  40  years  ago. 

Sells  at  a little  more  but 
. . . worth  the  difference! 


PEACOCK, 


SURGICAL  COMPANY  inc. 


<235  TEXAS  AVENUE 

SHREVEPORT.  LOUISIANA 
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in  rheumatoid  arthritis 


STANDING 

is  easier  with  Sterane1 — 
3-5  times  more  potent 
than  hydrocortisone  or 
cortisone.2 


WALKING 


follows  rapidly.1  STERANE 
“is  more  effective  than  any 
previous  drug  in  the  control 
of  ...rheumatoid  arthritis.”3 

WORKING 

functional  mobility  is 
restored  even  where  other 
steroids  fail  or  cease  to 
be  effective.2-3 

WITH  MINIMAL 
DISTURBANCE 

of  electrolyte  balance1-3 — 
patients  may  even  be  treated 
without  diet  restrictions. 


brand  of  prednisolone 


supplied:  White,  5 mg.  oral 
tablets,  bottles  of  20  and  100. 
Pink,  1 mg.  oral  tablets, 
bottles  of  100. 

1.  Spies.  T.  D..  et  al. : GP  12:73.  No.  1. 
1955.  2.  Boland.  E.  W.:  J.A.M.A. 
160:613.  1956.  3.  Gillhespy.  R.  O. 
Lancet  2:1393.  1955. 


Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 
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GYNETONE  REPETABS 


Combined  estrogen-androgen  therapy 
provides  the  steroid  support  necessary 
for  maximum  physical  and  mental 
function  in  both  males  and  females  who 
would  enjoy  vigorous  living  in  the  years 
beyond  60.  With  GYNETONE  REPETABS, 
optimally  balanced  estrogen-androgen, 
increased  vitality  as  well  as 
elevation  of  mental  and  emotional 
levels  often  follow  therapy  and  help 
to  keep  the  aging  patient  a productive 
and  useful  member  of  society. 


also  valuable  in:  osteoporosis  • protein  depletion  • menopause 

two  strengths  for  individualized  therapy 

Gynetone  Repetabs  “.02”:  Ethinyl  Estradiol  U.S.P.  0.02  mg. 
plus  5 mg.  Methyltestosterone  U.S.P. 

Gynetone. Repetabs  “.04”:  Ethinyl  Estradiol  U.S.P.  0.04  mg. 
plus  10  mg.  Methyltestosterone  U.S.P. 

Gynetone,®  combined  estrogen-androgen. 

Repetabs.®  Repeat  Action  Tablets.  gtj-62-256 


ADVERTISEMENT  DEPARTMENT 


9 


Diplomats  in  Psychiatry  of  the  American  Board 
of  Psychiatry  and  Neurology. 

Specialized  treatments  in  mental  disorders  and  al- 
coholic and  drug  addictions,  including: 

Electro-convulsive  therapy 
Mid-brain  stimulation 
Deep  insulin  therapy 
Psychotherapy 
Geriatrics 

Write  P.  O.  Box  106 
or 

Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 


'm 


"...WHEN  CONTINUOUS 
DIURESIS  IS  MANDATORY  TO 
CONTROL  HEART  FAILURE, 
NEOHYDRIN 

BECOMES  THE  SUPERIOR 
[ORAL]  AGENT,  SINCE  THIS 
COMPOUND  CONTINUES  TO 
PRODUCE  DIURESIS  WHEN 
ADMINISTERED  DAILY"* 

*M oyer,  J.  H.,  and  Hughes,  W.  M.: 

J.  Chron.  Dis.  2:678,  1955. 


+ 
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The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
15c  Bottle  of  24  tablets  (2'3  grs.  each). 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway.  New  York  18,  N.  Y. 


*AV  « 


looked  over  often... 

the  patient  with  nonspecific  rheumatism 

NOW— thoroughgoing  relief  with 


New 

SlGMAGeN 

TABLETS 

combining 


Prednisone 

Acetylsalicylic  acid  . . . 

Ascorbic  acid 

Aluminum  hydroxide  . . 


0.75  mg.  —best  of  the  new 
325  mg.  —best  of  the  old 
20  mg. 

75  mg. 


antirheumatic  • anti-inflammatory  • analgesic  • supportive 


Combined  effectiveness  of  the  antirheumatic 
agents  in  Sigmagen  permits  maintenance  of  clinical 

relief  at  minimal  dosages. 
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Multiple 

Compressed 

Tablets 


All  the: 


Multiple  Compressed  Tablets  ‘Co-Deltra’  and  ‘Co- 
Hydeltra’  are  unique  among  the  dosage  forms  of  the 
newer  steroids,  because  they  are  specifically  designed 
as  a tablet  within  a tablet  to  provide  stability  and  to 
release  in  sequence,  antacid  and  anti-inflammatory 
agents  . . . 

1.  the  outer  layer  of  antacids  (aluminum  hydroxide  gel 
and  magnesium  trisilicatej  comes  into  contact  with  the 
gastric  mucosa  first  . . . and  after  it  is  completely 
dissolved  . . . 

2.  the  hitherto  intact  inner  core  containing  the  anti- 
inflammatory agent  (either  prednisone  or  predniso- 
lone) then  begins  to  release  its  full  therapeutic  poten- 
tial . . . and  not  before. 


Prednisone  Buffered 
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>enefits  of  prednisone 
and  prednisolone 
plus  positive  antacid 
action  to  minimize 


gastric  distress... 


A reportedly  higher  incidence  of  gastric  dis- 
tress in  patients  receiving  the  newer  steroids 
prednisone  and  prednisolone  indicates  the 
desirability  of co-administering  non-systemic 
antacids.1 

To  help  the  physician  cope  with  this  prob- 
lem of  gastric  distress  which  might  other- 
wise become  an  obstacle  to  therapy  with  the 
newer  steroids  . . . Multiple  Compressed 
Tablets  ‘Co-Deltra’  (Prednisone  Buffered) 

‘Co-Deltra’  and  ‘Co-Hydeltra’ 
are  trade-marks  of  Merck  & Co.,  Inc. 


and  ‘Co-Hydeltra’  (Prednisolone  Buffered) 
are  now  available. 

‘Co-Deltra’  and  ‘Co-Hydeltra’  are  now 
available  in  bottles  of  30  on  your  prescrip- 
tion. Each  Multiple  Compressed  Tablet 
contains: 

Prednisone  or  Prednisolone,  5 mg.;  300 
mg.  of  dried  aluminum  hydroxide  gel,  U.S.P., 
and  50  mg.  of  magnesium  trisilicate. 

1.  Bollet,  A.  J.,  Black,  R.,  and  Bunim,  J.  J. : J.A.M.A.  158: 
459,  June  11,  1955. 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 
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IS  ANEMIA  A DIAGNOSIS? 

If  the  hemoglobin  determination  is  less  than: 

12.0  grams  for  a non-pregnant  woman, 

14.0  grams  for  a man, 

14.0  - 11.0  grams  for  a child  (age  variation) 
and/or  the  hematocrit  is  less  than: 

35%  for  a woman, 

42%  for  a man, 

44.0%  -40%  for  a child  (age  variation) 
and/or  the  red  blood  count  (this  is  a notoriously,  statistically  inaccurate  deter- 
mination and  should  be  carefully  performed,  at  least  with  duplicate  high  grade 
pipettes  and  three  chambers  counted — Bureau  of  Standards  calibrated)  is  less  than: 

4.2  million  for  a woman, 

4.6  million  for  a man, 

4.5  - 4.1  million  for  a child  (age  variation) 
then  the  FINDING  OF  ANEMIA  IS  ESTABLISHED. 

ANEMIA  IS  NEVER  A DIAGNOSIS  but  a laboratory  finding  just  as  headache  is  a 
symptom  and  hepatomegaly  is  a physical  finding.  Anemia  may  be  dignified  by 
calling  it  a SECONDARY  ANEMIA  but  one  must  not  stop  there  or  the  patients’ 
health  and/or  life  may  be  jeopardized.  Therapy  directed  toward  “treating  the  red 
blood  count”  may  only  mask  the  condition. 

A PRIMARY  CAUSATIVE  DIAGNOSIS  MUST  BE  ESTABLISHED.  The  earliest 
finding  of  gastrointestinal  cancer  may  be  slight  anemia  and  the  blood  findings  may 
be  “cured”  by  transfusion  but  the  cancer  grows  larger.  The  cure  of  this  anemia 
comes  only  through  diligent  examination  leading  to  the  real  diagnosis,  not  of  anemia, 
but  of,  for  example,  cancer  of  the  right  colon  and  following  through  with  immediate 
surgery.  The  diagnosis  of  another  type  of  case  is  not  iron-deficiency  anemia  but 
cirrhosis  with  bleeding  esophageal  varices  and  proper  medical  regime  for  cirrhosis 
is  begun.  Another  finding  might  be  hypochromic  normocytic  anemia  with  a diag- 
nosis of  a carcinoma  of  the  kidney.  Normocytic  normochromic  anemia  is  a finding 
of  multiple  myeloma  or  Lupus  Erythematosus.  Multiple  myeloma  and  Lupus  Ery- 
thematosus are  the  diagnoses. 

The  laboratory  determination  of  hematocrit,  HGB  or  RBC  may  establish  the  finding 
of  anemia  and  the  Mean  Corpuscular  Hemoglobin  (MCH),  and  Mean  Corpuscular 
Volume  (MCV)  may  establish  the  morphologic  type;  EACH  TYPE  HAS  MANY 
PRIMARY  CAUSES,  however,  and  it  is  these  causes  which  must  be  sought.  There 
is  no  laboratory  test  that  takes  the  place  of  a careful  history  and  complete  physical 
examination.  This  information  is  then  supplemented  with  such  findings  as  no  free 
hydrochloric  acid  in  the  stomach  or  increased  osmotic  fragility  or  positive  test  for 
sickling  or  increased  urine  urobilinogen,  or  occult  blood  in  feces,  etc.  Bone  marrow 
study  may  aid  in  (1)  classifying  the  anemia  (2)  indicating  prognosis,  or  (3)  reveal- 
ing the  definitive  cause. 

Remember  it  is  far  less  expensive  and  more  important  in  the  long  run  to  determine 
the  type  and  cause  of  the  Anemia,  than  to  “treat  the  red  cell  count”  with  a variety 
of  expensive  “shot  gun”  drugs  and  injections.  DISCOVERY  AND  CORRECTION 
OF  THE  CAUSE  OF  THE  ANEMIA,  MAY  SAVE  THE  PATIENT’S  LIFE  AND 
MONEY. 


THE  MEMBERS  OF  THIS  SOCIETY  PLEDGE  FULL  SUPPORT  AND  CO-OPERATION  TO 
THEIR  FELLOW  LOUISIANA  PHYSICIANS  IN  THE  PRACTICE  OF 
MORAL  AND  ETHICAL  MEDICINE. 


JlouiAicuta  PcUltaioc^y  Society 


rheumatoid 

arthritis 

continuing  benefits 

for  successful  corticosteroid  therapy 

METICORTELONE 


(PREDNISOLONE) 


therapy  usually  undisturbed  by  sodium  retention, 
edema,  weight  gain 

excellent  relief  of  arthritic  pain,  swelling, 
tenderness 

spares  patients  salt-poor  diets 

up  to  5 times  as  potent  as  hydrocortisone 

Available  as  1,  2.5,  and  5 mg.  tablets;  2.5  and  5 mg.  capsules 
METICORTELONE,*  brand  of  prednisolone.  *T.  M.  «L.j .66.256 


Xc/i&tmq 
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'Crystodigin’ 


Provides  complete  control 


of  digitalis  dose 


(CRYSTALLINE  DIGITOXIN,  LILLY) 


Available  in  scored 
tablets  of  0.05  mg.  ( orange ) , 
0.1  mg.  (pink),  0.15  mg. 
(yellow),  and  0.2  mg. 

(white)',  and  in 
1-cc.  and  10-cc.  ampoules, 
0.2  mg.  per  cc. 


permits  accurate  dosage  titration 

to  produce  the  maximum  therapeutic  effect 

Since  initial  digitalization  and  maintenance  dosage  must  be 
carefully  individualized,  'Crystodigin’  fulfills  the  important  re- 
quirements of  a preferred  digitalis.  'Crystodigin’  is  a crystalline- 
pure,  uniformly  potent  single  glycoside  that  is  completely  ab- 
sorbed in  the  gastro-intestinal  tract.  With  'Crystodigin,’  the 
maximum  therapeutic  effect  can  be  safely  determined  by  dosage 
titration  in  increments  as  small  as  0.025  mg. 


ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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DIAGNOSIS  AND  TREATMENT  OF 
GOUT  * 

JOHN  H.  TALBOTT,  M.  D.  f 
Buffalo,  New  York 

Recent  advances  in  the  diagnosis  and 
treatment  of  gout,  together  with  the  re- 
surgence of  interest  in  a variety  of  joint 
diseases,  have  focused  attention  once  more 
upon  this  specific  metabolic  dyscrasia, 
which  is  encountered  frequently  by  the 
specialist  and  the  general  practitioner.  I 
have  been  interested  in  this  disease  for 
more  than  two  decades  and  like  those  of 
you  who  are  particularly  interested  in  this 
malady,  continue  to  be  surprised  by  at 
least  two  items  that  may  be  documented. 
The  first  is  the  failure  of  physicians  to 
consider  gout  in  the  differential  diag- 
nosis of  each  mild  or  severe  joint  afflic- 
tion, particularly  in  the  male.  Secondly, 
the  lack  of  appreciation  by  physicians  of 
the  management  once  the  disease  has  been 
suspected.  Gouty  arthritis  is  probably  the 
easiest  joint  disease  to  treat  among  the 
more  common  arthritic  disorders.  Surely, 
it  is  the  most  rewarding  to  the  physician 


* Presented  at  the  Nineteenth  Annual  Meeting 
of  the  New  Orleans  Graduate  Medical  Assembly, 
February  29,  1956. 

f From  the  Arthritis  Clinic,  Department  of 
Medicine,  Buffalo  General  Hospital  and  the  De- 
partment of  Medicine,  University  of  Buffalo 
School  of  Medicine,  Buffalo,  New  York. 

Some  of  the  researches  described  have  been 
supported  in  part  by  Grants-in-Aid  from  the  West- 
ern New  York  Chapter  of  the  Arthritis  and  Rheu- 
matism Foundation  and  from  the  National  Insti- 
tute of  Arthritis  and  Metabolic  Disease,  Bethesda, 
Maryland. 


as  well  as  to  the  patient.  Hence,  the  diag- 
nosis and  the  treatment  comprise  the  bulk 
of  what  I have  to  say  at  this  time. 

DIAGNOSIS 

The  finding  of  a few  white  bumps  in 
the  ear  of  a male  who  has  had  joint  dis- 
tress is  pathognomonic  of  gout.  But  I do 
not  see  this  manifestation  in  a great  ma- 
jority of  patients.  Tophi  in  the  ears  usu- 
ally appear  after  the  disease  has  been 
present  for  a decade  or  more  and  the 
patient  has  had  a goodly  number  of  acute 
attacks  of  gouty  arthritis.  The  disease 
should  have  been  recognized  and  controlled 
before  the  development  of  subcutaneous 
tophi. 

The  observation  concerning  familial  in- 
cidence of  disease  generally,  in  taking  a 
complete  history  in  a patient,  usually  is 
not  rewarding.  From  experience  we  tend 
to  overlook  this  item.  If  we  fail  to  in- 
quire regarding  the  family  history  in  a 
patient  suspected  of  having  gout,  however, 
we  may  miss  an  important  clue.  The  in- 
cidence of  gouty  arthritis  in  families  is 
significant  and  should  not  be  overlooked. 
In  addition,  the  concentration  of  uric  acid 
in  the  serum  of  relatives  of  gouty  pa- 
tients, relatives  who  have  been  termed 
nonaffected  relatives,  because  they  have 
had  no  joint  distress,  likewise  is  signifi- 
cant. An  illustration  may  be  helpful : 

In  1948,  I was  requested  to  provide 
terminal  medical  care  for  a patient  in  ad- 
vanced renal  insufficiency  who  had  had 
acute  attacks  of  gouty  arthritis  for  almost 
two  decades.  Following  the  initial  shock 
of  his  death,  complete  cooperation  with 
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his  brothers,  sons  and  nephews  furnished 
revealing  data.  Two  of  the  three  brothers, 
both  sons,  and  both  nephews,  six  out  of 
seven  investigated,  had  an  elevated  uric 
acid  in  the  serum.  There  was  no  past 
history  of  arthritis  in  any  of  them  and 
x-rays  of  the  feet  and  hands  in  each  in- 
stance were  negative.  These  males  have 
been  seen  at  intervals  of  from  eighteen  to 
twenty-four  months  and  the  increased  con- 
centration of  uric  acid  in  the  serum  has 
been  confirmed.  One  of  the  brothers,  who 
was  50  when  he  was  first  seen,  had  uric 
acid  concentrations  of  8.6,  7.4  and  7.0 
mgm.,  respectively,  between  1948  and 
1953.  In  the  fall  of  1954,  six  years  after 
the  initial  determination,  his  family  physi- 
cian reported  the  sudden  onset  of  acute 
distress  in  the  great  toe.  The  diagnosis 
of  acute  gout  was  suspected  within  a 
matter  of  a few  hours,  because  the  family 
physician  was  aware  of  the  presence  of 
gout  in  the  family  and  my  interest  in 
checking  the  serum  levels  from  time  to 
time.  The  patient  was  treated  promptly 
with  Colchicine,  lost  only  one  day  from 
his  office  and  has  been  symptom-free  dur- 
ing the  past  eighteen  months.  He  takes 
two  Colchicine  daily  as  a prophylactic 
measure.  I continue  to  see  the  sons  at 
regular  intervals  and  the  concentration  of 
uric  acid  in  the  serum  in  each  instance 
remains  in  the  gouty  range.  Meanwhile, 
they  continue  to  be  symptom-free  without 
any  specific  or  general  measures  followed. 
In  other  words,  I have  considered  it 
neither  desirable  nor  necessary  to  place 
any  of  the  nonaffected  relatives  with  an 
elevated  uric  acid  on  any  regimen  of  man- 
agement. 

The  next  patient  is  an  equally  good  il- 
lustration. A hale,  hearty,  and  well  de- 
veloped male  had  had  acute  distress  in  his 
elbow  for  a few  days  with  the  diagnosis 
of  “tennis  elbow”.  He  had  suffered  no 
injury  to  the  elbow  and  his  family  doctor 
made  the  diagnosis  of  olecranon  bursitis 
by  exclusion.  Rather  than  treat  the  dis- 
tui'bance  empirically,  he  was  referred  to 
the  hospital  for  study.  Gout  was  suspect- 
ed but  not  too  seriously.  Inquiry  was 
made  regarding  the  family  history  of  gout 


and  it  was  denied  emphatically.  In  fact, 
thei'e  was  a little  resentment  that  I should 
have  suspected  gout  in  this  man.  The  con- 
centration of  uric  acid  in  the  serum  was 
nearly  9 mgm.  The  cardinal  signs  of  in- 
flammation wei'e  present.  I found  no 
other  evidence  of  joint  disease  and  decided 
to  try  a therapeutic,  as  well  as  diagnostic, 
coui'se  of  Colchicine.  The  response  was 
gratifying  and  twenty-four  hours  later 
there  was  only  slight  residual  in  the  el- 
bow. At  the  time  of  discharge  the  diag- 
nosis of  gout  was  no  longer  l’esented, 
especially  because  an  optimistic  prognosis 
was  given.  The  patient  agreed  to  inquire 
specifically  among  his  relatives  regarding 
the  possibility  of  gout  having  been  in  the 
family.  Six  months  later  he  called  me  up 
and  was  pleased  to  report  that  his  grand- 
father was  known  to  have  had  gout  and 
thei'e  was  some  question  that  his  father 
had  it  in  a mild  foi’m  also. 

At  the  initial  examination  of  a patient 
suspected  of  gout,  there  are  thi'ee  ancillary 
items  that  have  been  helpful  in  providing 
confirmatory  evidence.  These  are:  the 
passage  of  uric  acid  gi'avel  or  a uric  acid 
stone,  albuminuria  and  hypei'tension  re- 
spectively. We  have  sevei'al  patients  in 
our  series  who  have  passed  a uric  acid 
stone  befoi’e  the  first  attack  of  acute 
gouty  arthritis.  In  two  instances,  stones 
wei'e  passed  more  than  a decade  before 
the  joints  were  the  center  of  attention.  I 
think  we  have  evidence  now  to  explain 
this  phenomenon.  Uric  acid  is  a naturally 
occurring  substance  in  the  healthy  as  well 
as  the  sick.  It  is  one  of  the  end-products 
of  purine  metabolism.  Evidence  gained 
during  the  past  ten  years,  from  isotope 
studies  particularly,  lends  support  to  the 
presumption  that  the  increased  concentra- 
tion of  uric  acid  in  the  serum  and  body 
fluids  is  a result  of  increased  production, 
not  decreased  excretion  or  decreased  de- 
struction by  the  body.  The  excellent  stud- 
ies of  Stetten  and  his  associates  have 
demonstrated  that  in  some  gouty  patients 
at  least,  the  formation  of  uric  acid  pro- 
ceeds through  a more  direct  pathway  than 
in  normals.  These  studies  have  utilized 
glycine  labeled  with  N-15.  In  our  labora- 
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tory  these  observations  have  been  con- 
firmed. Other  evidence  in  support  of  an 
increased  formation  of  uric  acid,  an  inte- 
gral aspect  of  the  pathogenesis  of  the  dis- 
turbance, has  been  available  for  several 
decades.  Almost  from  the  beginning  of 
modern  clinical  biochemistry,  an  occasion- 
al patient  with  gout  was  observed  to  ex- 
crete more  uric  acid  than  a control  sub- 
ject on  a constant  diet.  We  reported  sev- 
eral such  instances  several  years  ago  and 
more  recently  this  has  been  confirmed  by 
others.  The  increased  formation  of  uric 
acid  by  the  body  is  believed  to  be  the 
metabolic  defect  that  is  transmitted  in  the 
family.  The  nonaffected  relatives  with  an 
increased  concentration  of  uric  acid  in 
the  serum  have  the  defect  but  it  is  not  of 
a magnitude,  in  most  instances,  to  pro- 
duce acute  attacks  of  gouty  arthritis.  This 
defect  probably  is  present  from  birth.  It 
is  not  of  clinical  significance  until  the 
second  or  third  decade  of  life  or  later. 
The  increased  production  of  uric  acid  is 
so  slight  that  the  body  is  able  to  handle 
the  excess  for  a period  of  years.  If  the 
defect  is  very  slight  the  body  presumably 
may  handle  the  defect  throughout  life.  It 
should  be  noted  that  we  have  had  several 
patients  who  have  had  their  first  attack 
of  gouty  arthritis  in  the  seventh  and 
eighth  decades  of  life.  But  let  us  not  devi- 
ate too  far  from  the  concept  of  increased 
production  of  uric  acid  by  the  body.  The 
increased  production  of  uric  acid  leads  to 
an  increased  concentration  of  uric  acid 
in  the  serum  and  an  increased  excretion 
by  the  kidneys  with  several  possible  se- 
quelae. If  an  adequate  amount  of  urine 
is  available,  the  excess  uric  acid  is  ex- 
creted in  solution  without  demonstrable 
harm.  If  the  quantity  of  urine  excreted 
is  inadequate  to  dissolve  the  uric  acid  that 
is  presented  to  it  for  excretion,  precipita- 
tion in  the  tubules  or  the  renal  pelvis  is 
a possibility.  Furthermore,  deposition  of 
uric  acid  in  the  tubules  and  in  the  pelvis 
certainly  may  precede  the  attacks  of  acute 
arthritis. 

The  second  ancillary  item  is  the  pres- 
ence of  albuminuria.  I have  seen  several 
patients  who  have  had  albuminuria  one  or 


more  years  before  the  appearance  of  gout. 
I believe  that  this  is  a result  of  the  me- 
chanical irritation  of  the  uric  acid  crystals 
in  the  renal  tubules.  An  elevation  of  blood 
pressure  is  the  third  ancillary  item.  More 
than  25  per  cent  of  the  patients  with  gout 
have  a blood  pressure  that  is  above  nor- 
mal. It  is  essentially  a benign  type  of 
hypertension  and,  with  but  one  exception, 
does  not  appear  to  be  malignant  in  type. 
Of  course,  the  occasional  patient  with 
gout  and  severe  renal  disease  may  de- 
velop a pseudomalignant  type  of  hyper- 
tension as  a result  of  the  renal  insuffici- 
ency. Nor  does  this  run  the  course  of  the 
garden-variety  type  of  malignant  hyper- 
tension. 

The  above  items  are  part  of  the  history 
and  should  not  be  overlooked.  The  great- 
est help  in  diagnosis,  however,  is  obtained 
from  the  clinical  characteristics  of  the 
acute  attack.  The  sudden  onset  of  acute 
distress  in  one  of  the  peripheral  joints  of 
the  body  in  a male,  points  to  one  diagnosis 
only.  Cardinal  signs  of  inflammation  may 
be  present  with  an  elevation  of  tempei’- 
ature,  an  increase  in  the  sedimentation 
rate  and  a leukocytosis.  If  the  patient  is 
not  seen  at  the  time  of  acute  symptoms, 
the  severity  of  distress  may  be  recounted 
vividly  by  the  patient.  The  other  types 
of  joint  disease  commonly  encountered, 
acute  rheumatic  fever,  acute  rheumatoid 
and  osteoarthritis,  usually  are  not  asso- 
ciated with  such  acute  distress.  Clinical 
observation  still  is  useful  in  the  practice 
of  medicine.  If  the  acute  attack  appears 
in  the  foot,  the  patient  may  resort  to  sev- 
eral devices  to  obtain  relief.  One  is  the 
operation  upon  the  shoe  which  results  in 
the  “gouty  shoe”.  If  the  shoe  is  slit  or 
the  medial  aspect  about  the  great  toe  is 
perforated,  suspect  gout. 

The  concentration  of  uric  acid  in  the 
serum  may  be  extremely  helpful  in  diag- 
nosis, but  like  any  other  laboratory  pro- 
cedure, should  be  used  for  confirmation 
of  a diagnosis,  not  to  make  a diagnosis. 
The  uric  acid  may  be  elevated  in  normal 
persons  for  reasons  not  entirely  clear  to 
me,  as  well  as  in  some  patients  with  other 
types  of  joint  disease.  If  the  patient  is 
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suspected  of  having  gout,  and  the  uric 
acid  in  the  serum  is  above  6 mgm.,  this  is 
confirmatory  evidence.  Note  that  serum 
or  plasma  rather  than  whole  blood  should 
be  used  for  the  determination.  The  pa- 
tient should  be  taking  no  antirheumatic 
drug  within  a forty-eight  hour  period  of 
collecting  blood  for  the  determination. 
Each  of  the  nonspecific  agents  commonly 
used  in  the  treatment  of  joint  disease, 
such  as  salicylates,  phenylbutizone,  and 
the  adrenal  steroids  cause  an  increased 
excretion  of  uric  acid  from  the  body,  de- 
press the  concentration  in  the  serum  and 
complicate  the  interpretation  of  the  labo- 
ratory results. 

Colchicine,  on  the  other  hand,  is  spe- 
cific for  acute  gouty  arthritis  and  has  no 
significant  antiarthritic  effect  in  other 
types  of  joint  disease.  The  response  to 
Colchicine  when  given  orally  or  intra- 
venously may  be  extremely  helpful,  diag- 
nostically as  well  as  therapeutically.  But 
let  us  return  to  the  concentration  of  uric 
acid  in  the  serum.  In  our  clinic,  the  pa- 
tient with  gout  has  an  increased  concen- 
tration of  uric  acid  in  the  serum  above  6 
mgm.,  irrespective  of  the  stage  of  the  dis- 
ease, and  irrespective  of  the  time  in  rela- 
tion to  the  acute  attack.  The  only  agents 
that  modify  the  concentration  are  those 
that  lead  to  an  increased  excretion  of  uric 
acid  by  the  body,  that  is,  the  antirheu- 
matic agents  other  than  Colchicine.  Col- 
chicine has  no  demonstrable  effect  upon 
uric  acid  metabolism  or  the  concentration 
of  uric  acid  in  the  serum.  In  a large 
number  of  determinations  we  have  found 
that  about  95  per  cent  of  the  patients 
with  gout  show  an  increased  concentra- 
tion of  uric  acid  above  6 mgm.,  except  as 
noted  above.  On  the  other  hand,  not  more 
than  4 or  5 per  cent  of  nongouty  patients 
have  a concentration  above  6 mgm.  This 
procedure  then  is  very  helpful. 

The  x-ray  changes  in  gouty  arthritis 
have  been  over-emphasized.  In  the  early 
years  of  the  disease,  x-ray  changes  are 
not  to  be  expected  and  one  may  make  a 
diagnosis  with  completely  negative  joints 
by  x-ray.  Furthermore,  in  rheumatoid 
arthritis  there  may  be  punched-out  areas 


in  some  joints  which  lead  the  unsuspect- 
ing to  consider  gout.  Rheumatoid  arthri- 
tis usually  lends  itself  to  diagnosis  from 
the  clinical  findings  and  the  presence  of 
a few  punched-out  areas  in  the  bones  of 
a patient  with  rheumatoid  arthritis  should 
not  mislead  the  physician. 

The  extensive  changes  about  the  meta- 
tarsal-phalangeal joint  of  the  great  toe 
are  apparent  in  Figure  1.  Note,  however, 
that  many  of  the  other  joints  are  essen- 
tially untouched. 


Figure  1.  X-ray  of  the  left  foot  of  a male  aged 
77  who  had  had  intermittent  attacks  of  acute  gout 
for  more  than  30  years.  Moderately  advanced 
roentgenographic  changes  in  diverse  parts  of  the 
extremities  were  noted.  There  are  many  osseous 
tophi  of  varied  sizes,  narrowing  or  obliteration  of 
some  joint  spaces,  some  overgrowth  of  bone  and 
decalcification. 

In  Figure  2 similar  extensive  changes 
are  noted  about  some  of  the  joints,  other 
joints  are  essentially  normal. 

As  the  disease  progresses  more  joints 
may  be  involved,  (Figure  3)  yet  others 
appear  essentially  normal  by  x-ray. 

In  the  late  advanced  stages,  amputation 
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Figure  2.  X-ray  of  the  hands  of  patient  with 
advanced  changes  of  tophaceous  gouty  arthritis. 


Figure  3.  X-ray  of  the  hands  of  a male  patient 
aged  23  with  advanced  and  extensive  tophaceous 
gout  who  suffered  involvement  of  a great  many 
of  the  joints  of  the  upper  and  lower  extremities. 
Intermittent  attacks  of  acute  arthritis  had  been 
present  for  more  than  8 years.  Several  of  the 
joints,  particularly  the  metacarpal-phalangeal 
joint  of  the  index  finger  on  the  left,  are  obliter- 
ated by  urate  deposits.  There  is  expansion  of  the 
cortex  of  the  third  phalanx  on  the  right.  The 
terminal  phalanx  on  the  right  has  been  amputated. 
This  was  desirable  for  cosmetic  reasons  as  well 
as  because  it  was  functionless. 

sometimes  is  necessary  as  illustrated  in 
Figure  4. 

Although  the  hands  and  feet  are  most 
apt  to  be  involved,  other  joints  may  be 
the  site  of  well  developed  tophaceous  de- 
posits. Figure  5 is  the  x-ray  of  an  ankle. 
Several  osseous  tophi  are  seen  in  the  joint 
as  well  as  adjacent  to  the  articular  sur- 
face. 

The  elbow  shown  in  Figure  6 has  a 
large  subcutaneous  tophus  as  well  as  ex- 
tensive osseous  tophi. 


Figure  4.  X-ray  of  the  hands  of  a patient  aged 
38  with  moderately  advanced  chronic  tophaceous 
gout.  Symptoms  of  intermittent  acute  gouty  ar- 
thritis have  been  present  for  18  years.  Extensive 
osseous  involvement  is  apparent.  This  patient  has 
huge  subcutaneous  tophi  overlying  several  of  the 
osseous  tophi. 


Figure  5.  X-ray  of  the  ankles  of  a patient  aged 
50  who  has  advanced  tophaceous  gout.  Symptoms 
of  acute  gout  had  been  present  intermittently  for 
more  than  20  years.  Urate  tophi  are  noted  at 
articulations  in  bone  structures  not  adjacent  to 
articulating  surfaces.  The  tophi  have  broken 
through  the  cortex  and  encompass  soft  tissues. 
There  is  destruction  of  the  articular  spaces, 
sclerosis  and  overgrowth  of  bone. 

In  Figure  7 osseous  tophi  are  present  in 
the  anatomical  neck  of  the  humerus. 

At  the  present  time  most  of  our  x-rays 
of  joints  are  taken  by  the  magnification 
technique.  This  technique  does  not  show 
up  to  advantage  on  lantern  slides  but  upon 
direct  inspection  of  the  x-ray  film,  it  is 
very  helpful.  The  detail  is  increased  by 
100  per  cent. 

TREATMENT 

The  prognosis  in  this  chronic  disease  is 
excellent.  With  the  earlier  and  increased 
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Figure  6.  X-ray  of  the  elbow.  Several  large 
urate  tophi  in  the  olecranon  process  are  evident. 
There  is  diffuse  calcium  deposition  in  the  large 
subcutaneous  tophus  which  completely  surrounds 
the  elbow. 


Figure  7.  X-ray  of  the  right  shoulder.  Os- 
seous tophi  in  the  anatomical  neck  of  the  humerus 
are  evident. 


recognition,  the  proportion  of  those  se- 
verely afflicted  has  decreased  significant- 
ly. In  the  series  of  patients  that  I have 
been  following  during  the  past  decade, 
less  than  5 per  cent  have  died  premature- 
ly or  will  die  prematurely  because  of  the 
disease  or  any  of  its  complications.  More 
than  90  per  cent  of  those  afflicted  suffer 
surprisingly  little  and  are  able  to  lead 
normal  lives  if  they  follow  a relatively 
simple  schedule  of  management.  We  see 
an  occasional  patient  who  represents  an 
exception  to  this  generalization.  Strange- 
ly enough  two  of  the  three  most  unhappy 
patients  with  gout  whom  I can  recall  are 
physicians  who  refuse  to  follow  either  my 
medical  advice  or  the  advice  of  any  other 
physician.  Presumably,  they  wish  to  be 
their  own  doctor  and  have  not  fared  well 
as  a result.  One  physician  became  a 


heroin  addict  because  he  preferred  this 
agent  to  Colchicine  in  the  treatment  of 
his  acute  attacks.  The  other  physician 
prefers  several  days  of  incapacity,  three 
or  four  times  a year  because  he  cannot 
be  bothered  to  take  one  or  two  Colchicine 
and  Benemid  tablets  each  day. 

Over  and  above  these  unhappy  examples 
are  the  vast  majority  of  gout  patients, 
who  are  cooperative  and  delighted  to  fol- 
low a relatively  simple  regimen  in  return 
for  the  opportunity  to  live  a normal  life 
and  pursue  a gainful  occupation.  This 
optimistic  prognosis  has  been  amply  en- 
hanced since  1950  when  Benemid  was  in- 
troduced. Even  before  1950  the  agents 
that  were  available  contributed  greatly  to 
the  treatment  and  prevention  of  acute 
arthritis  in  those  moderately  or  severely 
afflicted.  In  others,  the  disease  appeared 
low-grade  and  did  not  progress  in  a de- 
tectable manner  decade  by  decade.  Prob- 
ably in  this  category  it  made  little  differ- 
ence what  dietary  or  therapeutic  regimen 
was  recommended  beyond  that  of  sensible 
living.  Mr.  H.  C.  is  an  example. 

This  patient  was  referred  to  me  nearly 
seven  years  ago  at  the  time  of  his  first 
attack  of  gout.  He  was  the  manager  of 
a trucking  company  who  could  give  as 
well  as  take  it  from  his  truck  drivers.  I 
think  that  his  first  attack  of  acute  gouty 
arthritis  caused  him  more  misery  than  he 
had  ever  experienced  before  in  his  life. 
He  felt  that  the  devil  was  beginning  to 
balance  the  books  prematurely.  With  Col- 
chicine, we  were  able  to  relieve  his  joint 
symptoms  rapidly  and  forty-eight  hours 
later  he  was  ready  to  leave  the  hospital 
with  all  evidence  of  the  acute  attack  gone. 
I recommended  that  he  lose  25  lbs.  in 
body  weight  because  he  was  obese,  a high 
fluid  intake,  alcohol  in  moderation  only, 
and  two  Colchicine  a day.  The  transfor- 
mation that  took  place  during  the  next 
few  months  surprised  his  friends  as  well 
as  his  physician.  He  lost  the  desired 
weight,  began  for  the  first  time  in  25 
years  to  lead  a sensible  life,  became  a tee- 
totaler, developed  a profound  interest  in 
a Boy’s  Club  and  has  been  the  epitome  of 
rightousness  for  several  years.  With  two 
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Colchicine  a day  he  has  not  had  a re- 
currence of  his  acute  arthritis  and  for 
reasons  not  entirely  clear  to  me,  the  con- 
centration of  uric  acid  in  the  serum  has 
steadily  fallen.  This  trend  of  the  uric  acid 
in  the  serum  without  the  use  of  agents 
directed  against  uric  acid  metabolism  is 
unique  in  my  experience. 

The  management  of  acute  and  chronic 
gout  is  probably  more  satisfactory  than 
the  management  of  any  other  chronic 
joint  disease  as  was  noted  in  the  intro- 
duction. There  is  nothing  more  gratifying 
than  to  find  some  poor  soul  in  excruciat- 
ing pain,  appetite  gone,  having  chills  and 
fever,  unable  to  sleep,  unable  to  work,  and 
thoroughly  miserable  day  after  day,  and 
then  have  him  undergo  a remarkable 
transformation  within  twenty-four  hours 
and  be  back  at  work  within  a few  days. 
This  may  be  accomplished  with  oral  or 
intravenous  Colchicine  in  a high  percent- 
age of  instances,  with  Phenylbutizone  in 
a majority  of  instances  and  with  large 
amounts  of  ACTH  or  prednisone  in  a few 
instances.  My  preference  for  the  several 
agents  is  in  this  order.  If  the  acute  at- 
tack has  been  present,  untreated,  or  poor- 
ly treated  for  one  or  more  days,  recovery 
may  be  less  dramatic.  If  the  joint  dis- 
tress, having  been  present  for  not  more 
than  twenty-four  hours,  does  not  respond 
to  full  doses  of  Colchicine,  the  diagnosis 
should  be  questioned  or  some  complica- 
tion should  be  sought.  If  distress  has 
been  present  for  longer  than  twenty-four 
hours,  Colchicine  supplemented  by  Phenyl- 
butazone or  ACTH  should  be  tried.  Dur- 
ing convalescence  from  acute  gouty  arth- 
ritis, early  ambulation  is  to  be  encour- 
aged. There  are  no  other  specific  meas- 
ures to  be  recommended  for  the  treatment 
of  the  acute  episode.  General  measures 
include,  an  abundance  of  fluids,  protection 
of  affected  joints,  and  an  ad  lib  diet. 

The  management  of  the  intercritical 
period,  which  should  encompass  most  of 
the  time  for  all  patients  with  gout,  com- 
prises a few  drugs  and  a few  prohibitions, 
in  short,  a simple  regimen.  A high  fluid 
intake  is  to  be  stressed.  This  aids  in  the 
elimination  of  uric  acid  from  the  body,  a 


particularly  important  feature  when  Bene- 
mid  is  prescribed.  Weight  reduction,  if 
indicated,  should  be  insisted  upon.  Sub- 
stances high  in  purines,  such  as  liver,  kid- 
ney, and  sweetbreads,  should  be  avoided. 
This  entails  no  hardship.  The  patients 
are  permitted  red  meat  once  a day  if  they 
wish  and  alcohol  in  moderation.  I have 
many  instances  of  patients  taking  alcohol 
daily  as  well  as  Colchicine,  experiencing 
little  or  no  distress  from  gout,  year  by 
year.  On  the  contrary,  I see  an  occasional 
patient  who  prefers  to  stay  away  from 
alcohol  as  well  as  Colchicine  and  who  gets 
into  trouble  from  time  to  time.  The 
amount  of  physical  activity  should  be  de- 
termined by  factors  other  than  the  pres- 
ence of  gout.  Hunting,  fishing,  and  other 
forms  of  strenuous  activity  are  permitted. 

It  is  believed  that  there  are  only  two 
drugs  that  should  be  used  regularly  in  the 
period  between  attacks  of  acute  arthritis. 
These  are  Colchicine,  one  of  the  oldest 
specific  drugs  in  the  pharmacopeia  and 
Benemid,  one  of  the  newest.  For  patients 
moderately  afflicted  with  gout,  one  or  two 
tablets  are  prescribed  daily  throughout 
the  year.  Those  severely  afflicted  take 
two  or  three  tablets  daily.  Gastrointestinal 
tolerance  is  the  determining  factor  for 
this  group.  Chronic  intolerance  to  Col- 
chicine does  not  develop  and  acute  toxicity 
from  Colchicine  is  confined  to  gastro- 
intestinal irritability.  The  patients  mildly 
afflicted,  which  comprise  at  least  a fourth 
of  the  patients  in  my  series,  may  take 
Colchicine  either  daily  or  occasionally. 
Colchicine  reduces  significantly  the  inci- 
dence of  acute  attacks  regardless  of  the 
severity  of  the  disease.  Equally  impor- 
tant, however,  in  prophylaxis,  is  the  ad- 
ministration of  Benemid. 

The  introduction  of  Benemid  nearly  six 
years  ago,  filled  a void  in  the  therapeutic 
armamentarium  that  had  been  recognized 
for  a long  time.  Uricosuric  agents  were 
available  before  Benemid,  such  as  salicy- 
lates and  cincophen,  but  no  single  agent 
prior  to  1950  was  a practical  answer  to 
the  quest  for  a substance  that  would 
achieve  satisfactory  elimination  of  uric 
acid  from  the  body  when  administered  in 
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relatively  small  amounts  and  yet  be  en- 
dowed with  negligible  toxicity.  The  sa- 
licylates especially  have  enjoyed  a favor- 
able reputation  as  uricosuric  agents  but 
in  order  to  achieve  a good  therapeutic 
effect,  toxic  or  subtoxic  levels  must  be 
given  daily;  that  is,  from  4 to  8 gm.  a 
day.  Even  in  this  quantity  the  effect  upon 
uric  acid  may  be  less  than  that  of  not 
more  than  1 or  2 gm.  of  Benemid.  Fur- 
thermore, the  possibility  of  escape  from 
salicylates  is  real.  No  escape  from  Bene- 
mid has  been  recorded.  Approximately  1 
gm.  of  Benemid  results  in  satisfactory 
uricosuria  in  most  patients  if  taken  daily. 
The  decrease  in  the  concentration  of  uric 
acid  in  the  serum  of  25  to  35  per  cent 
with  a concommittant  increase  in  excre- 
tion in  the  urine  follows. 

Many  patients  with  gout  have  a concen- 
tration of  uric  acid  in  the  serum  that 
ranges  between  8 and  10  mgm.  Under  the 
influence  of  Benemid  the  concentration  is 
in  the  normal  range  or  near  the  normal 
range. 

Mr.  F.  D.  is  an  example.  He  was  seen 
first  in  1947.  The  concentration  of  uric 
acid  in  the  serum  ranged  from  6 to  9.2 
mgm.  during  the  next  six  years.  He  has 
not  lost  any  time  from  work  since  he  was 
seen  first ; meanwhile,  he  has  been  on  Col- 
chicine daily  until  two  years  ago  at  which 
time  he  was  placed  on  Benemid.  In  1952 
and  1953,  although  he  was  not  losing  any 
time  from  work,  he  was  taking  more  Col- 
chicine early  in  the  course  of  acute  at- 
tacks and  it  was  decided  to  place  him  on 
Benemid,  1.5  gm.  a day  at  first,  and  then 
1.0  gm.  thereafter.  He  has  taken  extra 
Colchicine  on  one  day  only  during  the 
past  year. 

During  the  five  and  one  half  year 
period  that  Benemid  has  been  available, 
the  favorable  results  have  predominated ; 
the  untoward  results  have  been  minimal. 
Benemid  may  increase  slightly  the  tend- 
ency to  form  uric  acid  stones.  However, 
it  should  not  be  forgotten  that  approxi- 
mately 15  per  cent  of  all  patients  with 
gout  have  a history  of  calculi  independent 
of  administration  of  uricosuric  agents. 
Gastrointestinal  irritability  appears  in 


some  on  Benemid  but  usually  can  be  cor- 
rected by  intelligent  management.  An 
occasional  patient  will  develop  a skin  rash. 
The  vast  majority  of  patients  tolerate  the 
drug  in  an  excellent  fashion.  At  this  stage 
of  our  clinical  investigation  of  the  value 
of  Benemid,  it  is  recommended  that  those 
severely  afflicted  with  gout  remain  on 
Benemid  as  well  as  Colchicine  for  an  in- 
definite period.  Those  mildly  afflicted  are 
permitted  considerable  freedom.  Patients 
with  moderate  gout  may  use  Benemid 
from  time  to  time,  having  been  on  it 
regularly  for  a period  of  two  or  three 
years,  meanwhile  maintaining  one  or  two 
Colchicine  tablets  daily.  Since  the  escape 
from  Benemid  is  rapid  and  return  to  the 
gouty  range  follows  within  twenty-four 
hours  after  ingestion  of  the  last  Benemid 
tablet,  I do  not  believe  that  a person 
moderately  or  severely  afflicted  should  re- 
main off  of  Benemid  for  a long  period  of 
time  even  though  he  may  be  clinically  free 
fx-om  acute  attacks.  Since  gout  is  a chron- 
ic disease,  the  disturbance  of  uric  acid 
metabolism  persists  so  long  as  the  patient 
lives.  The  threat  of  an  acute  attack  re- 
mains with  the  increased  concentration  of 
urates  in  body  fluids. 

And  finally  a word  regarding  surgery. 
We  still  find  it  necessary,  in  those  severe- 
ly afflicted,  to  remove  large  tophi  or  use- 
less digits.  In  each  instance,  these  pa- 
tients have  had  the  disease  for  long 
periods  of  time,  usually  twenty  or  more 
years,  with  extensive  subcutaneous  and 
osseous  tophi  and  chronic  sinus  formation. 

If  a person  must  have  a joint  disease, 
is  it  not  preferred  to  have  gout,  take  a 
few  pills  a day,  and  live  a normal  life 
otherwise  ? 

o 

A NEW  EXPLANATION  OF  THE 
ABSENCE  OF  P-WAVES  IN  A CASE 
OF  TAWARA-NODE  RHYTHM  WITH 
RETROGRADE  CONDUCTION 
J.  T.  PETERS,  M.  D. 

Sodus,  N.  Y. 

The  electrocardiogram  (Figures  1 to  4) 
shows  that  the  explanations  given  for  the 
phenomenon,  mentioned  above,  by  Paul 
White1  and  Charles  Friedberg2  in  the 
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recent  editions  of  their  textbooks,  do  not 
apply  to  this  case.  Both  standard  works 
give  excellent  information  for  reading  of 
the  majority  of  unusual  patterns  of  elec- 
trocardiograms. In  most  of  the  numerous 
smaller  books  about  the  essentials  of  elec- 
trocardiography this  rare  phenomenon  is 
not  mentioned. 

The  patient  was  a woman,  66  years  of 
age,  who  had  suffered  for  more  than  a 
year  from  dizziness  with  slight  attacks  of 
dyspnea.  Other  data  from  the  history 
have  no  value  for  the  purpose  of  this 
article. 

Cases  of  Tawara-node  rhythm  with 
retrograde  conduction  are  rare  and  the 
absence  in  these  ECG’s  of  P-waves,  is  still 
more  rare. 

The  majority  of  complexes  in  the  ECG, 
printed  here,  show  a Tawara-node  rhythm 
with  retrograde  conduction  and  with  a 
pulse  rate  of  54.  However,  one  sees  in 
Fig.  1,  2,  and  4 sometimes  a positive 
P-wave  showing  the  action  of  the  sino- 
atrial node,  which  therefore  is  not  always 
superseded  by  the  action  of  the  Tawara- 
node.  In  Fig.  1 (lead  1)  the  P-wave  is 
absent  in  the  third  complex.  In  Fig.  3 


(lead  II)  it  is  absent  in  the  first  complex. 
In  Fig.  4 (lead  II)  it  is  absent  in  the 
third  complex.  In  the  other  complexes 


negative  P-waves  follow  immediately  after 
the  R-waves. 

Paul  White,  Charles  Friedberg  and  sev- 
eral others  have  explained  the  absence  of 
the  P-wave,  by  supposing  that  the  P-wave 
is  buried  in  the  R-wave.  If  that  explana- 
tion was  right  for  this  case,  one  would 
certainly  see  a much  lower  R-wave  in 
Lead  II,  because  a deep  negative  P would 
then  be  buried  in  a R-wave.  This  is  not 
the  case.  Accurate  measurements  show 
that  all  R-waves  of  the  Tawara-node 
rhythm  do  not  differ  in  height  in  the 
same  lead. 

We  have  to  look  for  an  explanation 
which  does  not  require  a change  in  height 
of  the  R-waves  of  the  same  lead.  It  seems 
to  me  that  the  correct  explanation  is  as 
follows:  The  part  of  the  Tawara-node 

impulse  which  goes  upward  causes,  in  the 
majority  of  complexes,  the  contraction  of 
the  auricle  before  the  sinus-node  impulse 
reaches  the  auricular  musculature.  This 
auricular  musculature  is  then  refractory 
for  the  later  coming  sinus-node  impulse. 
However,  more  rarely  the  impulses  of  the 
Tawara-node  and  sinus-node  reach  the 
auricular  musculature  at  the  same  time. 
The  electrical  phenomena  neutralize  each 
other.  The  result  is  that  in  these  cases 
the  ECG  shows  no  P-wave. 

SUMMARY 

A new  explanation  is  given  for  the  ab- 
sence of  P-waves  in  some  complexes  of  an 
ECG  that  shows  the  Tawara-node  rhythm 
with  retrograde  conduction. 
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AN  ANALYSIS  OF  2229  AUTOPSIES 
WITH  SPECIAL  EMPHASIS  ON 
CIRCULATORY  SYSTEM  AND 
ALLIED  DEATHS 
EPHRAIM  LUBRITZ,  M.  D.* 

New  Orleans 

This  study  deals  with  an  analysis  of 
the  circulatory  system,  cardiac,  pulmon- 
ary, renal,  and  related  deaths  autopsied 


* From  the  Departments  of  Medicine  and  Pa- 
thology, Touro  Infirmary,  New  Orleans. 
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at  the  Touro  Infirmary  from  January  1, 
1945,  through  August  31,  1955.  There 
were  3860  deaths,  with  2229  autopsies 
(55.15  per  cent)  performed. 

Before  the  actual  data  collected  are  pre- 
sented it  should  be  stated  that  although 
Touro  Infirmary  operates  outclinics  for 
white  and  colored  patients,  only  white  pa- 
tients are  admitted  to  the  wards.  This  is 
important  when  comparisons  of  these  data 
are  made  with  those  of  other  hospitals 
where  admissions  are  not  so  restricted. 

Of  the  total  deaths,  877  were  circula- 
tory in  nature,  809  cardiac  and  68  pul- 
monary. Those  classified  as  cardiac  in- 
cluded deaths  from  heart  failure  and  as- 


sociated conditions,  such  as  uremia,  cere- 
bral hemorrhage  and  thrombosis,  hyper- 
tension and  its  complications,  rupture  of 
aortic  aneurysms,  and  the  like. 

The  purposes  of  this  study  were  to  de- 
termine (1)  the  relative  incidence  of  the 
different  types  of  heart  disease  with  spe- 
cial reference  to  age  and  sex;  (2)  the 
relative  incidence  of  pulmonic  embolic 
phenomena;  and  (3)  other  data  on  such 
topics  as  perforated  myocardial  infarc- 
tions, cardiac  aneurysm,  etc.  which  could 
be  derived  from  this  study. 

Of  course,  it  is  obvious  that  the  true 
incidence  of  any  disease  can  be  determined 
only  by  autopsy  whether  death  occurs  at 


TABLE  1 

HEART  DISEASE  AND  ALLIED  CAUSES  OF  DEATH— 877  CASES 


TYPES 

No.  of 
Cases 

%of 

Group 

%of 

Total 

Group 

%of 

all 

Deaths 

Male 

Female 

I.  Infectious 
A.  Rheumatic 

44 

20 

45.45 

05.45 

02.47 

01.97 

00.90 

10 

10 

B.  Bacterial 

8 

18.18 

00.82 

00.36 

8 

0 

C.  Syphilitic 

6 

13.64 

00.74 

00.27 

3 

3 

D.  Myocarditis 

10 

22.74 

01.24 

00.45 

3 

7 

Total  I 

44 

05.75 

01.97 

24 

20 

II.  Noninfectious 

765 

94.56 

34.32 

493 

272 

A.  Hypertensive  primary 

499 

65.31 

61.76 

22.39 

315 

184 

1.  Myocardial 

insufficiency 

87 

11.38 

10.77 

03.90 

51 

36 

*2.  Coronary  sclerosis 

192 

25.13 

23.80 

08.61 

134 

58 

3.  Cerebral  complica- 
tions; apoplexy, 

thrombosis,  etc. 

122 

16.00 

15.10 

05.47 

70 

52 

4.  Renal  insufficiency 

78 

10.21 

09.65 

03.50 

42 

36 

5.  Dissecting  and  other 

aneurysm  of  the 

aorta 

20 

02.60 

02.47 

00.90 

18 

2 

*B.  Coronary  sclerosis 

154 

20.15 

19.06 

06.91 

116 

38 

C.  Pulmonary  hypertension 

(Cor.  Pulmonale) 

19 

02.48 

02.35 

00.89 

11 

8 

D.  Congenital 

54 

06.94 

06.56 

02.38 

31 

23 

E.  Miscellaneous 

31 

04.06 

03.83 

01.35 

18 

13 

*F.  Hypertensive  and 
arteriosclerotic  by 

pathological  diagnosis 

8 

01.05 

00.91 

00.36 

2 

6 

Total  II 

765 

94.56 

34.32 

493 

272 

Total  I & II 

809 

36.30 

517 

292 

III.  Pulmonary  embolus/ 

Infarction 

68 

07.76 

03.05 

28 

40 

Totals  I,  II,  III 

877 

39.35 

545 

332 

All  Hypertensive  and 
Arteriosclerotic, 

*1 1 A2.  IIB.  & IIF  354  46.33  43.81  16.00  252  102 
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home,  in  the  hospital,  or  elsewhere.  How- 
ever, in  order  to  reach  a truer  relative 
determination,  certain  portions  of  this 
paper  will  be  denoted  where  not  only  the 
disease  was  per  se  the  actual  cause  of 
demise  of  the  patient,  but  instances  where 
definite  and  significant  findings  were 
present  even  though  the  patient  might 
have  died  of  other  and  perhaps  unrelated 
causes  will  be  discussed  and  related  data 
co-ordinated  and  integrated.  (Table  1-A)  : 

This  report  is  mainly  divided  into  three 
groups : Infectious  and  noninfectious  heart 
disease  and  pulmonary  embolism.  (See 
Table  1). 

I.  INFECTIOUS  HEART  DISEASE 

Included  in  the  infectious  group  are 
rheumatic,  bacterial,  and  syphilitic  heart 
disease  and  myocarditis.  Of  these,  there 
were  44  deaths,  or  5.75  per  cent  of  the 


cardiacs  and  1.97  per  cent  of  all  deaths. 

Rheumatic  Heart  Disease : In  this  group 
of  20  were  also  included  patients  with 
valvulitis  from  acute  rheumatic  fever,  val- 
vular deformities  resulting  from  repeated 
rheumatic  infections,  and  probable  ad- 
hesive pericarditis.13’13  However,  as  may 
be  seen  in  Table  2,  there  were  24  more 
cases  with  significant  findings  of  rheu- 
matic heart  disease  who  died  from  other 
causes,  bringing  the  total  of  this  type  of 
heart  disease  to  44.  The  deaths  comprised 
45.45  per  cent  of  the  infectious  group, 
2.47  per  cent  of  total  cardiac  deaths,  and 
0.90  per  cent  of  all  deaths. 

Of  the  44  cases  as  a whole,  21  were 
males  and  23  females.  Among  the  deaths, 
10  males  and  10  females  were  found.  The 
youngest  male  was  7 years;  youngest  fe- 
male 7 years;  oldest  male  was  80  years 


TABLE  1 A 

HEART  DISEASE  & ALLIED  CAUSES  OF  DEATH  AND  PATHOLOGY — 956  CASES 


TYPE 

No.  of 
Cases 

% of 
Group 

%of 

Total 

Group 

% of 
all 

Deaths 

Male 

Female 

I.  Infectious 

77 

A.  Rheumatic 

44 

55.01 

05.16 

01.52 

21 

23 

B.  Bacterial 

12 

15.58 

01.41 

00.52 

10 

2 

C.  Syphilitic 

11 

14.29 

01.29 

00.49 

7 

4 

D.  Myocarditis 

10 

12.97 

01.17 

00.44 

3 

7 

Total  I 

77 

09.05 

03.45 

41 

36 

II.  Noninfectious 

775 

A.  Hypertensive  primary 

505 

65.16 

59.27 

22.70 

320 

185 

1.  Myocardial  insuff. 

87 

11.23 

10.21 

03.90 

51 

36 

*2.  Coronary  sclerosis 

192 

24.80 

22.53 

08.61 

134 

58 

3.  Cerebral  complica- 

tions;  apoplexy, 

thrombosis,  etc. 

122 

15.74 

14.32 

05.47 

70 

52 

4.  Renal 

78 

10.06 

09.15 

03.50 

42 

36 

5.  Dissecting  and  other 

aneurysm  of  the 

aorta 

26 

03.35 

03.05 

01.12 

23 

3 

*B.  Coronary  sclerosis 

154 

20.00 

18.07 

06.91 

116 

38 

C.  Pulmonary  hypertension 

(Cor.  Pulmonale) 

20 

02.58 

02.35 

00.89 

12 

8 

D.  Congenital 

57 

07.78 

06.69 

02.56 

34 

23 

E.  Miscellaneous 

31 

04.00 

03.64 

01.39 

18 

13 

F.  Hypertensive  and 

Arteriosclerotic 

8 

01.03 

00.94 

00.36 

2 

6 

Total  II 

775 

90.96 

34.81 

502 

273 

Total  I & II 

852 

38.22 

543 

309 

III.  Pulmonary  embolism 

104 

10.88 

04.67 

56 

48 

Total  I & II  & III 

956 

42.88 

599 

357 

*IIA2  & IIB  & IIF 

354 

45.68 

41.55 

15.84 

252 

102 
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and  oldest  female  75  years.  The  greatest 
number  of  deaths  occurred  in  the  fourth, 
fifth,  and  sixth  decades.  Of  course,  this 
series  of  cases  was  rather  small  but  it 
was  all  that  could  be  found  in  this  study. 

Bacterial  Heart  Disease : This  group 

contained  only  8 cases.  From  Table  1 and 
Table  3 we  can  easily  discern  that  this 
series  of  autopsies  contained  a total  of  12 
cases,  8 of  which  died  of  bacterial  heart 
disease;  7 deaths  were  from  subacute  and 
1 from  acute  bacterial  endocarditis.  The 
youngest  male  was  36  years  old;  the  old- 


est male  73.  There  were  no  females 
among  the  deaths,  which  comprised  18.18 
per  cent  of  the  group ; 0.82  per  cent  of 
the  cardiac  groups;  and  0.36  per  cent  of 
all  deaths.  Four  cases  had  significant 
findings  but  died  of  other  causes. 

Syphilitic  Heart  Disease : Cases  with 

luetic  aortitis  in  which  death  resulted 
comprised  6 deaths ; other  syphilitic  pa- 
thology in  the  heart  and/or  circulatory 
system  made  up  the  5 additional  cases 
with  pathology  only,  as  seen  in  Table  4. 
The  6 deaths  were  composed  of  3 male 


TABLE  2 

GROUP  I.  INFECTIOUS— A.  RHEUMATIC 


44  Cases  with  Significant  Findings 

20  Cases  died  of 

Rheum.  Heart  Dis. 

Age 

Male 

Female 

Total 

Male 

Female 

Total 

0 - 10 

1 

2 

3 

1 

2 

3 

11  - 20 

1 

1 

1 

1 

21  - 30 

2 

2 

1 

1 

31  - 40 

2 

2 

4 

2 

1 

3 

41  - 50 

4 

3 

7 

3 

3 

51  - 60 

3 

5 

8 

1 

3 

4 

61  - 70 

4 

4 

8 

3 

1 

4 

71  - 80 

7 

4 

11 

1 

1 

T otals 

21 

23 

44 

10 

10 

20 

Youngest  yrs 

7 

7 

7 

7 

yrs 

Oldest  yrs 

80 

79 

80 

75 

yrs 

44  cases:  20  died 

of  rheumatic 

heart  disease. 

24  showed  significant  findings  at  autopsy  but  died  of  other  causes. 


TABLE  3 


GROUP  I.  INFECTIOUS— B.  BACTERIAL 

12  cases  with  Significant  Findings 

. 8 eases  died  of  Bact. Heart  Dis. 

Age 

Male 

Female  Total 

Male 

Female 

Total 

31  - 40 

1 

1 

1 

1 

41  - 50 

2 

2 

1 

1 

51  - 60 

3 

3 

3 

3 

61  - 70 

2 

2 

2 

2 

71  - 80 

1 

1 2 

1 

1 

81  - 90 

1 

1 2 

Totals 

10 

2 12 

8 

0 

8 

Youngest  yrs 

36 

77 

36 

0 

yrs 

Oldest  yrs 

81 

83 

73 

0 

yrs 

TABLE  4 

GROUP 

I INFECTIOUS— C.  SYPHILITIC  HEART  DISEASE 

11  cases  of  Si 

gnificance 

6 deaths  of 

Syphilitic  Ht.  Dis. 

Age 

Male 

Female  Total 

Male 

Female 

Total 

31  - 40 

2 2 

2 

2 

41  - 50 

1 

1 2 

1 

1 

51  - 60 

4 

1 5 

2 

1 

3 

61  - 70 

2 

2 

Totals 

7 

4 11 

3 

3 

6 

Youngest  yrs 

46 

38 

46 

38 

yrs 

Oldest  yrs 

64 

58 

59 

58 

yrs 
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and  3 female.  Of  the  “pathology  only”  5 
cases,  all  exhibited  findings  of  luetic 
aortitis;  3 also  had  luetic  aneurysm  of 
the  aorta ; one  had  ectasia  of  the  aorta. 
Those  who  died  presented  the  following 
syphilitic  stigmata : luetic  aortic  valvuli- 
tis with  luetic  aneurysm  of  the  ascending 
aorta,  aortic  regurgitation  and  heart  fail- 
ure; syphilitic  aortitis  with  rupture  of 
luetic  aneurysm  of  the  aorta  into  the 
esophagus ; clinical  lues  with  embolic  phe- 
nomena of  the  lungs,  spleen,  etc.,  and 
cardiac  standstill  from  sudden  arrhythmia 
and  shock;  luetic  aortitis,  aortic  regurgi- 
tation and  aortic  insufficiency;  luetic 
thoracic  aneurysm  of  the  aorta  with  rup- 
ture into  the  esophagus  and  left  lower 
bronchus.  This  low  relative  incidence  of 
death  from  syphilitic  heart  disease  in  all 
probability  stems  from  the  fact  that  these 
are  figures  of  white  cases  only. 

Myocarditis : Again  referring  to  Table 
1,  there  were  10  deaths  in  this  group, 
representing  22.74  per  cent  of  the  group 
deaths,  1.24  per  cent  of  total  cardiac  cases, 
and  0.45  per  cent  of  all  deaths.  There 
were  only  3 males  and  7 females,  with 
their  distribution  in  age  groups  as  seen 
in  Table  5.  The  youngest  case  was  a 4 

TABLE  5 


GROUP  I. 

INFECTIOUS— D. 
10  DEATHS 

MYOCARDITIS 

Age 

Male 

Female 

Total 

0 - 6 mo 

1 

1 

2-  3 yr 

1 

1 

4 - 6 yr 

1 

1 

21  - 30  yr 

1 

1 

31  - 40 

1 

1 

41  - 50 

1 

2 

3 

51  - 60 
61  - 70 

1 

1 

71  - 80 

1 

1 

Totals 

3 

7 

10 

Youngest  yrs 

4 mo 

2 y2  yr 

Oldest  yrs 

55 

79 

month  male  and  the  oldest  a 79  year 
female.  One  21/2  year  female  died  of  diph- 
theritic myocarditis ; one  42  year  female 
had  Feidler’s  myocarditis;  one  45  year 
female  had  postpneumonic  myocarditis, 
with  myocardial  and  renal  insufficiency. 
One  6 year  female  had  mural  thrombosis 
of  the  right  auricular  appendage,  the 


heart  was  enlarged,  and  thei’e  was  evi- 
dence of  questionable  rheumatic  endo- 
carditis although  no  Aschoff  bodies  were 
found.  The  4 month  male  showed  a toxic 
myocarditis  one  week  after  an  acute  upper 
respiratory  infection.  One  28  year  female 
had  a postabortional  myocarditis,  plus 
renal  failure  and  uremic  pericarditis  from 
Clostridium  ivelchii  infection.  One  35  year 
female  had  postsurgical  congestive  failure 
and  toxic  myocarditis  with  a general  tox- 
emia. A 79  year  female  developed  tox- 
emia and  heart  failure  on  the  operating 
table  while  undergoing  gallbladder  sur- 
gery, from  a generalized,  overwhelming 
toxemia.  One  40  year  male  developed 
myocarditis  with  septic  emboli  causing 
coronary  occlusion.  This  series  was  again 
small;  it  made  up  22.74  per  cent  of  the 
group,  1.24  per  cent  of  the  cardiac  groups, 
and  0.45  per  cent  of  all  deaths. 

II.  NONINFECTIOUS  HEART  DISEASE 

These  made  up  765  cases,  comprising 
94.56  per  cent  of  cardiac  deaths  and  34 
per  cent  of  the  autopsies.  This  group  was 
composed  of  hypertensive  heart  disease, 
coronary  sclerosis  without  hypertension, 
pulmonary  hypertensive  disease,  congeni- 
tal heart  disease,  and  heart  disease  asso- 
ciated with  renal  disease. 

Hypertensive  Heart  Disease : In  this 

group  the  heart  weight  was  adopted  as 
being  over  400  grams  for  the  males  and 
over  350  grams  for  females.20  High  blood 
pressure  and  its  complications  are  in- 
cluded in  this  category,  as  are  several 
cases  of  cerebral  complications  (See  Table 
8)  which  clinically  resembled  cerebro- 
vascular accidents,  with  or  without  clini- 
cal hypertension,  these  latter  being  sepa- 
rately discussed  further  along  in  this 
paper.  Also  included  are  deaths  from  cor- 
onary sclerosis  and  thrombosis,  cerebral 
hemorrhage  and  thrombosis,  encephalo- 
malacia,  uremia,  and  dissecting  along  with 
other  types  of  aneurysm  of  the  aorta. 
(Table  1).  There  were  499  cases  in  this 
group,  comprising  65.31  per  cent  of  Group 
II,  61.76  per  cent  of  the  cardiac  groups, 
and  22.39  per  cent  of  all  deaths.  Males 
accounted  for  315  cases  and  females  184 
cases,  a ratio  of  1.7:1. 
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Myocardial  Insufficiency : Table  6 shows 
the  87  cases  found  in  this  category;  the 
data  are  self-explanatory.  Of  interest  are 
the  case  of  acromegaly  in  a male,  and  one 

TABLE  6 

GROUP  II.  NONINFECTIOUS — A.  HYPERTENSIVE 
PRIMARY — 1.  MYOCARDIAL  INSUFFICIENCY- 
87  DEATHS 


Age 

Male 

Female 

Total 

31  - 40 

1 

1 

2 

41  - 50 

6 

3* 

9 

51  - 60 

17 

7 

24 

61  - 70 

18 

9 

27 

71  - 80 

8 

12 

20 

81  - 90 

1 

4 

5 

Totals 

51 

36 

87 

Youngest  yrs 

39 

31 

yrs 

Oldest  yrs 

86 

88 

yrs 

* 1 colored  female  in  this  group,  aged  50,  died  in  the  clinic. 


case,  a colored  female  aged  50  years,  in- 
cluded in  this  group  who  died  in  the  clinic. 

Coronary  Sclerosis : Table  7 describes 

the  192  cases,  134  male  and  59  female 
(2.7:1)  in  this  category.  The  greatest 
majority  occurred  in  the  fifth,  sixth,  and 
seventh  decades  of  life.  The  youngest 
male  death  was  36  years ; the  youngest 
female  34  years.  The  oldest  male  and  fe- 
male lived  to  the  respective  ripe  old  ages 
of  91  and  88  years. 

Cerebral  Complications-.  122  cases  who 
died  are  described  in  part  A of  Table  8 ; 
the  10  cases  of  congenital  or  other  cere- 
bral aneurysms  included  in  this  group  are 
delineated  in  part  B of  the  same  table. 


Altogether,  there  were  70  males  and  52 
females  (1.35:1)  ; there  were  5 males  and 
5 females  in  the  subgroup.  Again,  the 
greatest  incidence  of  death  occurred  in 
the  span  between  the  fifth  and  seventh 
decades. 

Renal  Insufficiency.  In  Table  9 are  de- 
picted the  deaths  from  this  cause.  There 
were  42  male  and  36  female  deaths.  The 
youngest  male  was  3!/2  years;  the  young- 
est female  2 years;  the  oldest  male  and 
female  were  75  and  88  years,  respectively. 
The  deaths  occurred  mostly  between  the 
second  and  sixth  decades. 

Dissecting  Aneurysm  of  Aorta:  The 

study  disclosed  26  cases  with  dissecting  or 
other  aneurysm  of  the  aorta,  the  deaths 
being  divided  into  18  males  and  2 females, 

TABLE  7 

GROUP  II.  NONINFECTIOUS— A.  HYPERTENSIVE 
PRIMARY— 2.  CORONARY  SCLEROSIS- 
192  DEATHS 


Age 

Male 

Female 

Total 

30  - 40 

2 

1 

3 

41  - 50 

16 

3 

19 

51  - 60 

39 

9 

48 

61  - 70 

35 

19 

54 

71  - 80 

33 

19 

52 

81  - 90 

4 

6 

10 

91  - 100 

1 

1 

Totals* 

130 

57 

187 

4* 

1* 

5* 

134 

58 

192 

Youngest  age 

36 

34 

yrs 

Oldest  age 

91 

88 

yrs 

* 4 males  and  1 

female  ages  not 

given,  but 

estimated  at 

autopsy. 


TABLE  8 

GROUP  II.  NONINFECTIOUS— A.  HYPERTENSIVE  PRIMARY— 
3.  CEREBRAL  COMPLICATIONS— 122  DEATHS 


A. 

All  122  cases 

B.  Congenital/Other  Cerebral  Aneurysms 
— (10  cases  included) 

Age 

Male 

Female 

Total 

Male 

Female 

Total 

21  - 30 

3 

1 

4 

1 

2 

3 

31  - 40 

3 

2 

5 

1 

1 

41  - 50 

12 

3 

15 

2 

1 

3 

51  - 60 

15 

9 

24 

2 

2 

61  - 70 

16 

13 

29 

1* 

1 

71  - 80 

16 

16 

32 

81  - 90 

3 

7 

10 

91  - 100 

2 

1 

3 

Totals 

70 

52 

122f 

5 

5 

10 

Youngest  yrs 

24 

24 

24 

24 

yrs 

Oldest  yrs 

93 

91 

62 

53 

yrs 

* 62  year  white  male 

died  of 

ruptured  saccular 

dilatation/aneurysm 

of  cerebral  artery — not  hypertensive. 

fl  case  each  male  and  female,  no  age  given;  age  estimated  at  postmortem. 


Lubritz — Analysis  of  2229  Autopsies 


163 


TABLE  9 

GROUP  II.  NON  INFECTIOUS — A.  HYPERTENSIVE 
PRIMARY 

4.  RENAL  INSUFFICIENCY— 78  DEATHS 


Age 

Male 

Female 

Total 

0 - 10 

3 

3 

6 

11  - 20 

2 

2 

21  - 30 

5 

3 

8 

31  - 40 

8 

5 

13 

41  - 50 

8 

2 

10 

51  - 60 

7 

9 

16 

61  - 70 

5 

7 

12 

71  - 80 

4 

4 

8 

81  - 90 

3 

3 

Totals 

42 

36 

78 

Youngest 

3y2 

2 

yrs 

Oldest 

75 

88 

yrs 

a total  of  20  and  a ratio  of  9:1  (Table 
10).  The  6 cases  who  died  of  other  causes 
but  showed  the  aneurysms  are  also  tabu- 
lated. Interesting  is  the  recorded  fact 
that  only  4 cases  were  due  to  lues,  all 
were  males.  Also,  a 71  year  old  male  who 
died  of  a large  dissecting  aneurysm  of 
the  thoracic  aorta  had  positive  serology 
and  luetic  findings,  together  with  general- 
ized arteriosclerosis ; he  was  diagnosed  by 
the  pathologist  as  having  an  arterioscle- 
rotic type  of  aneurysm. 

Coronary  Sclerosis  without  Hyperten- 
sion: These  cases  accounted  for  154 

deaths;  116  were  males  and  38  females,  a 
significant  difference  of  3:1.  In  this 
group,  there  was  no  history  of  hyperten- 
sion and  the  hearts  weighed  less  than  400 
grams  for  the  male  and  350  grams  for  the 
female.  This  group  made  up  20.15  per 
cent  of  Group  II,  19.06  per  cent  of  the 
entire  cardiac  group,  and  6.91  per  cent  of 
the  autopsies.  Pathologically,  these  cases 


presented  myocardial  infarcts  with  or 
without  coronary  occlusion ; others  showed 
partial  to  total  coronary  artery  occlusion 
and  no  myocardial  infarction.  However, 
many  of  these  hearts  had  suffered  repeat- 
ed occlusions  and/or  myocardial  infarcts, 
and  were  very  fibrotic  (Table  11).  The 


TABLE  11 

GROUP  II.  NON  INFECTIOUS 
B.  CORONARY  SCLEROSIS— 154  DEATHS 


Agt* 

Male 

Female 

Total 

31  - 40 

3 

1 

4 

41  - 50 

16 

16 

51  - 60 

43 

13 

56 

61  - 70 

26 

12 

38 

71  - 80 

23 

11 

34 

81  - 90 

4 

1 

5 

91  - 100 

1 

1 

Totals 

116 

38 

154 

Youngest 

37 

33 

yrs 

Oldest 

92 

82 

yrs 

greatest  incidences  were  in  the  fifth,  sixth 
and  seventh  decades.  The  oldest  male  was 
92  years  and  the  female  82  years ; the 
youngest  male  and  female  were  37  and  33 
years,  respectively. 

Pulmonary  Hypertension : There  were 

only  20  cases,  19  dying  of  this  condition, 
1 of  other  causes.  These  all  had  in  com- 
mon findings  in  the  lungs  which  would 
cause  pulmonary  hypertension,  hyper- 
trophy of  the  right  cardiac  ventricle,  no 
cardiac  valvular  deformities,  and  death  re- 
sulting from  cardiac  failure  (cor  pul- 
monale). There  were  2 acute  cases,  both 
female ; one  45  year  old  female  developed 
right  heart  failure  and  died  on  the  second 
postoperative  day ; the  other  was  a 55 
year  old  female  with  extensive  pulmonary 


TABLE  10 

GROUP  II.  NON  INFECTIOUS — A.  HYPERTENSIVE  PRIMARY 
5.  DISSECTING/OTHER  ANEURYSM  OF  AORTA— 26  CASES/20  DEATHS 


All  Cases 

— 26 

Died  — 20 

Pathok 

>gy  at  Autopsy 

Age 

Male 

F emale 

Total 

Male 

Female 

Total 

Male 

Female  Total 

41  - 50 

2 

2 

2 

2 

51  - 60 

2 

0 

2 

1 

1 

1 

1 

61  - 70 

11 

1 

12 

10 

1 

11 

1 

1 

71  - 80 

8 

2 

10 

5 

1 

6 

3 

1 4 

Totals 

*23 

3 

26 

*18 

2 

20 

5 

1 6 

* 1 colored  male  died  suddenly  in  the  clinic. 

13  ruptured/dissecting  aneurysms  of  thoracic/abdominal  aorta 
7 ruptured  saccular  aneurysms  of  thoracic/abdominal  aorta 


20  deaths 
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fibrosis  who  went  into  acute  right  heart 
failure  and  died. 

There  were  11  males  and  8 females  who 
died  (Table  12).  Table  1 gives  the  relative 

TABLE  12 

GROUP  II.  NON  INFECTIOUS 
C.  PULMONARY  HYPERTENSION  (COR  PULMONALE) 
20  CASES— 19  DEATHS 


Age 

Male 

Female 

Total 

41  - 50 

1 

1 

51  - 60 

3 

4 

7 

61  - 70 

*5 

1 

6 

71  - 80 

2 

2 

4 

81  - 90 

2 

2 

Totals 

12 

8 

20 

Died 

11 

8 

19 

Youngest 

51 

45 

yrs 

Oldest 

88 

80 

yrs 

* 1 ease.  68  year 

old  male,  died 

of  other  causes. 

Acute : 2 females,  ages  45  and 

55  years. 

Chronic:  All  other  cases  tabulated. 

percentages. 

Pulmonary  tuberculosis,  pul- 

monary  fibrosis  and  emphysema  were  the 
etiological  factors  in  these  deaths.  There 
were  no  deaths  following  pulmonary  em- 
boli or  pulmonary  artery  arteriosclerosis 
in  this  group. 

Congenital  Heart  Disease : In  this  cate- 
gory were  57  cases,  54  deaths.  No  pre- 
matures were  included,  nor  were  newborns 
with  the  findings  of  patent  foramen  ovale 
and  patent  ductus  arteriosus  only,  as  this 
combination  is  often  a normal  physical 
finding,  especially  in  premature  infants. 
As  in  Table  1 and  Table  13,  there  were  31 

TABLE  13 

GROUP  II.  NON  INFECTIOUS 
D.  CONGENITAL  HEART  DISEASE 
57  CASES— 54  DEATHS 


Age  at  death 

Male 

Female 

Total 

Newborn  - 1 day 

3 

4 

7 

Over  1 day  - 1 mo 

10 

5 

15 

Over  1 mo  - 6 mo 

9 

9 

18 

Over  6 mo  - 1 yr 

6 

1 

7 

Over  1 yr  - 5 yr 

4 

4 

Over  5 yr  - 10  yr 
11-20  yr 
21  - 30 

1 

1 

31  - 40 
41  - 50 

1 

1 

51  - 60 

1 

1 

Totals 

31 

23 

54 

Youngest 

4 hr 

6 hr 

Oldest 

52yr 

4%  yr 

3 males,  aged  less  than  1 day,  50  years,  75  years,  died  of 
other  causes  but  had  significant  congenital  heart  disease 
findings. 


males  and  23  females  who  died.  Not  in- 
cluded were  3 males,  aged  less  than  1 day, 
50  years,  and  75  years  respectively,  who 
died  of  other  causes  while  exhibiting  find- 
ings of  congenital  heart  disease.  This 
group  made  up  6.56  per  cent  of  cardiac 
deaths  and  2.38  per  cent  of  all  deaths. 
The  oldest  male  and  female  were  52  years 
and  41/0  years  respectively.  The  youngest 
male  and  female  were  4 and  6 hours.  The 
types  of  heart  defects  were  by  far  found 
in  combinations  and  are  tabulated  in  order 
of  frequency  as  seen  in  Table  14. 

TABLE  14 

CONGENITAL  HEART  DISEASE- 
INCIDENCE  OF  DEFECTS  FOUND 


(a)  Inter-ventricular  septal  defects  21  times 

(b)  Hyptertrophy  of  heart,  auricles, 

and  ventricles  20  ” 

(c)  Patent  ductus  arteriosus  18  ” 

(d)  Deformity,  defect  of  great  vessels, 

and  anomalies  17  ” 

(e)  Patent  foramen  ovale  15  ” 

(f)  Defects  of  valves  or  cusps  15  ” 

(g)  Inter-auricular  septal  defects  9 ” 

(h)  Transposition  of  great  vessels  9 ” 

(i)  Tetralogy  of  Fallot  6 ” 

(j)  Coarctation  of  the  aorta  5 ” 

(k)  Two  or  three-chambered  heart  4 ” 

(l)  Truncus  arteriosus  3 ” 

(m)  Endocardial  fibroelastosis  3 ” 

(n)  Lutembacher’s  syndrome  2 ” 

(o)  Eisenmenger’s  complex  2 ” 

(p)  Patent  ductus  venosus  1 ” 

(q)  Dextrocardia  alone  1 ” 

(r)  Fibromyxoma  of  auricle  1 ” 


Miscellaneous : As  seen  by  Table  1, 

there  were  18  males  and  13  females  * in 
this  aggregation,  all  presenting  difficulty 
in  placement  in  any  of  the  other  groups 
or  components.  In  the  order  of  frequency, 
Table  15  lists  the  cause  of  death  in  these 
cases. 

Hypertensive  and  Arteriosclerotic : As 

can  be  seen  by  Table  1,  these  comprised 
only  8 cases.  They  were  the  only  true 
combinations  of  such  types  of  heart  dis- 
ease in  the  entire  autopsy  series,  and  the 
deaths  could  not  be  attributed  to  any  but 
the  combination  of  causes,  pathologically 
demonstrated.  As  seen  by  Table  16,  there 


* Actually  there  were  a total  of  33  cases  in 
this  group,  found  on  correction  of  the  tabulations; 
20  males  and  12  females. 
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TABLE  15 

MISCELLANEOUS— 3.3  CASES— 

CAUSE  OF  DEATH  FITTING  NO  PREVIOUS 
CLASSIFICATION 


(a)  Cardiac  arrest — 5 surgical;  2 medical  7 cases 

(b)  Thrombosis  of  abdominal  aorta — 2 
post-surgical;  2 from  peripheral 

venous  thrombosis  4 cases 

(c)  Congestive  failure,  hypertrophy  and 

dilatation  of  the  heart,  cause 
undetermined  4 cases 

(d)  Multiple  emboli  and  infarcts  of  the 

lungs,  kidneys,  spleen,  and  other 
viscera  4 cases 

(e)  Brain  hemorrhage  from  throm- 
bocytopenic purpura  . 2 cases 

(f)  Brain  hemorrhage  from  leukemia 1 case 

(g)  Congestive  heart  failure  from 

mural  thrombi,  metastatic  carci- 
nomatous nodules  in  the  heart 1 case 

(h)  Same  as  “g”  above,  but  with  meta- 
static Kaposi’s  sarcoma  1 case 

(i)  Chronic  heart  failure  from  arterio- 

venous anastomosis  of  the  wrist, 
congenital  1 case 

(j)  Hypertrophied  heart  from  unilateral 

renal  disease  1 case 

(k)  Congestive  heart  disease  from  beri- 
beri associated  with  chronic 

alcoholism  1 case 

(l)  Combined  cerebral  infarcts  and 

congestive  heart  failure  from 

severe  amebiasis  1 case 

(m)  Eroded  arch  of  aorta  1 case 

(n)  Aortic  calcified  stenosis  with 

coronary  sclerosis  1 case 

(o)  Massive  abdominal  aortic  aneurysm; 

uremia  from  septicemia  1 case 

(p)  Air  embolus  of  heart,  lungs,  brain 

from  spinal  puncture  1 case 

(q)  Rupture  of  aorta  into  mediastinum.  ..  1 case 


33  cases 


TABLE  16 

GROUP  II.  NON  INFECTIOUS 
F.  HYPERTENSIVE  AND  ARTERIOSCLEROTIC 
8 CASES,  ALL  DEATHS;  DIAGNOSED  BY 
PATHOLOGIST  AT  AUTOPSY  IN  THIS  DOUBLE 
CATEGORY,  AS  EXHIBITING  FINDINGS 
CHARACTERISTIC  OF  BOTH  GROUPINGS 


Ajre 

Male 

Female 

Total 

51  - 60 

2 

2 

61  - 70 

2 

2 

71  - 80 

2 

1 

3 

81  - 90 

1 

1 

Totals 

2 

6 

8 

were  2 males  and  6 females. 


GROUP  III.  PULMONARY  EMBOLUS  AND 
INFARCTION 

These  cases  numbered  104  total  and  68 
deaths.  The  series  would  have  been  con- 
siderably larger  in  total  cases,  including 
deaths  and  pathological  findings  only 
(where  patients  died  of  other  causes)  ; 
the  reason  was  simply  that  small  lung  em- 
bolic phenomena  were  purposely  omitted 
from  this  report.  Only  those  cases  pre- 
senting definite,  unmistakable  and  impor- 
tant findings  or  which  died  from  this  con- 
dition were  included.  Looking  at  Table  1 
again,  and  then  at  Table  17,  we  can  see 
that  there  were  in  all  56  males  and  48 
females ; in  the  68  deaths,  28  were  males 
and  40  females,  a significant  difference 
of  7:10. 

When  divided  medically  and  surgically, 
the  overall  group  contained  63  cases  (37 
males  and  26  females)  in  the  former  cate- 
gory and  41  cases  (19  males  and  22  fe- 
males) in  the  latter.  Divided  similarly, 
the  death  group  were  comprised  of  36 
medical  deaths  (16  male  and  20  female) 


TABLE  17 

GROUP  III.  PULMONARY  EMBOLUS/INFARCTION 
104  CASES— 68  DEATHS 


By  Sex 

Entire  Groui 

>—104  Cases 

Medical  63 

Surgical 

41 

Cause  of  Dea 
Medical  36 

th — 68  cases 
Surgical  c 

2 

Age 

Male 

Female  Total 

Male 

Female  Total 

Male  Female 

Total 

Male  Female  Total 

Male 

Female 

Total 

Newborn  - 1 wk 

1 

1 

1 

1 

1 

1 

5 - 6 yr 

1 

1 

1 

1 

0 

1 

1 

21  - 30  yr 

2 

2 

2 

2 

1 

1 

31  - 40 

1 

3 

4 

2 

2 

1 

1 

2 

1 

1 

1 

1 

41  - 50 

2 

6 

8 

1 

1 

2 

1 

5 

6 

1 

1 

2 

1 

4 

5 

51  - 60 

13 

10 

23 

9 

3 

12 

4 

7 

11 

2 

2 

4 

2 

6 

8 

61  - 70 

30 

17 

47 

22 

9 

31 

8 

8 

16 

10 

9 

19 

4 

8 

12 

71  - 80 

8 

7 

15 

3 

6 

9 

5 

5 

1 

4 

5 

5 

5 

81  - 90 

1 

1 

2 

1 

1 

2 

1 

1 

2 

91  - 100 

1 

1 

1 

1 

1 

1 

1 

1 

Totals 

56 

48 

104 

37 

26 

63 

19 

22 

41 

16 

20 

36 

12 

20 

32 
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and  32  surgical  (12  male  and  20  female) 
deaths.  The  greatest  numbers  of  cases  in 
all  groups  occurred  in  the  fifth  and  sixth 
decades  of  life. 

The  occurrence  of  pulmonary  embolic 
phenomena  seems  to  have  been  rarely,  if 
ever,  diagnosed  ante  mortem.  This  same 
observation  was  made  in  papers  written 
by  several  observers,  all  of  whom  admit 
and  emphasize  the  extreme  difficulty  of 
diagnosis,  especially  when  in  the  presence 
or  co-existence  of  other  complications. 4a- b- c 
The  clinical  picture  did  not  seem  to  be  in 
accord  with  the  older  teachings,  such  as 
the  patient  “grasping  the  chest  and  yell- 
ing in  anguish”,  then  gasping  and  expir- 
ing. Instead,  concurring  with  other  in- 
vestigators,41' the  picture  was  so  varied 
and  at  times  so  practically  symptomless 
as  to  defy  diagnosis.  Actually,  if  not 
found  to  be  sudden  and  immediate  death 
upon  the  operating  table  or  shortly  there- 
after, or  after  a period  of  several  weeks 
or  months  of  confinement  in  bed  for  ill- 
ness or  a fractured  bone,  the  signs  ran 
more  towards  these  examples : A 50  year 
old  female  sitting  in  bed  suddenly  col- 
lapsed and  expired  eight  days  after  peri- 
neorraphy,  showing  at  autopsy  massive 
bilateral  pulmonary  embolus  fi’om  phlebo- 
thrombosis  of  the  right  femoral  vein ; im- 
mediate death  on  the  operating  table  at 
any  age ; pulmonary  infarctions  from 
venous  thromboses  in  a 55  year  old  female 
while  lying  in  bed ; sudden  death  in  bed 
in  a 57  year  old  female  eight  days  after 
laparotomy;  very  quiet  death  from  nu- 
merous pulmonary  emboli  in  a 63  year 
old  male  with  progressive  peripheral 
thrombosis;  sudden  drop  of  blood  pres- 
sure, weak  pulse,  vomiting,  and  cyanosis 
in  a 51  year  old  male  three  days  after 
surgery,  who  also  had  clinical  lues  and 
diabetes.  An  86  year  old  male  suffered 
massive  pulmonary  embolism  and  infarc- 
tion complicated  by  a fairly  recent  my- 
ocardial infarction  and  arteriosclerotic 
cardio-renal  disease  with  few  complaints ; 
a 67  year  male  had  massive  pulmonary 
embolism  with  some  chest  pain,  had  an 
old  myocardial  infarction  and  a normal 
EKG  on  history  and  physical  examination, 


complained  of  newly  felt  chest  pressure 
also;  a 6 year  old  female  developed  mas- 
sive pulmonary  embolism  with  acute  cor 
pulmonale  and  died  with  little  complaint. 

In  summation,  the  patients  died  very 
suddenly  or  else  had  comparatively  little 
complaints  for  the  clinician  to  investigate, 
whether  there  were  other  complications 
present  or  not.  In  this  series,  operations, 
bed  rest  for  fractures  in  elderly  patients, 
thrombo-embolic  phenomena  in  other  or- 
gans, confining  diseases,  development  of 
“cough  or  cold”  while  in  bed  after  sur- 
gery (duration  of  several  hours  to  two 
weeks,  averaging  five  to  eleven  days  post- 
operatively),  and  sudden  death  in  the  ab- 
sence of  heart  and  lung  disease  or  chest 
complaints  should  make  one  very  suspi- 
cious of  pulmonary  embolic  phenomena. 
Of  necessity,  the  usual  suspicions  of  car- 
diac or  allied  developments  should  not  be 
superseded  or  neglected.  Of  the  cases 
tabulated  in  this  study,  only  four  times 
was  there  a notation  on  a patient’s  chart 
where  pulmonary  embolism  was  suspected 
while  the  patient  was  still  alive;  once 
there  was  a positive  diagnosis  of  this  con- 
dition four  hours  after  surgery,  several 
hours  before  death. 

The  roentgenologists  cannot  make  a di- 
agnosis of  pulmonary  embolism  per  se,  so 
they  maintain ; a suspected  “pneumonia 
spot”  seems  to  be  as  close  as  they  can 
arrive.  Perhaps  a suspicious,  alert  atti- 
tude of  the  physician,  together  with  a 
close  co-operation  between  the  surgeon, 
the  cardiologist,  the  attending  physician, 
and  the  roentgenologist  and  the  use  of 
anticoagulants  and  antibiotics  by  such  a 
team  as  recommended  by  some  writers 4a- b 
may  help  the  patient,  if  at  all  possible. 
Nevertheless,  here  we  are  confronted  by 
a medical  challenge  which  is  not  to  be 
disregarded ; the  existence  of  many  more 
instances  of  this  phenomenon  than  here- 
tofore suspected  must  be  seriously  taken 
account  of.  Pulmonary  embolism  and  in- 
farction is  indeed  something  to  be  reck- 
oned with  both  from  medical  and  surgical 
standpoints. 

ADDITIONAL  DATA  FROM  THIS  STUDY 

There  are  some  highly  informative  and 
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enlightening  as  well  as  interesting  data 
worthy  of  separate  discussion  which  will 
be  additionally  taken  up  now. 

1.  Diabetes  Mellitus : The  number  of 

cases  with  this  entity  were  not  tabulated ; 
they  were  exceedingly  highly  represented. 
Nearly  every  type  of  cause  of  death  in 
this  study  had  a fairly  large  proportion 
of  cases  complicated  by  diabetes  mellitus. 
Perhaps  the  large  number  of  Jewish  pa- 
tients had  relationship  to  the  findings. 
In  any  event,  the  figures  were  glaring. 

2.  Syphilis : This  disease  was  conspicu- 
ous by  its  relative  scarcity.  Again,  the 
fact  that  this  hospital  admits  only  white 
patients  is  probably  of  direct  bearing. 

3.  Cardiac  Aneurysm : Although  not  a 
cause  of  death,  there  were  7 cases  in  all. 
Six  of  the  7 occurred  in  the  group  of 
arteriosclerotic  hearts;  5 of  these  followed 
myocardial  infarction  or  infarctions,  and 
were  present  in  varying  sizes  in  the  left 
ventricular  wall  (4  cases)  and  in  the  tip 
of  the  left  ventricle  (1  case).  The  re- 
maining 2 cases  were  due  to  hypertension 
primary  deaths  and  consisted  of  inter- 
ventricular septal  aneurysms  into  the 
right  ventricles,  from  hypertensive  hyper- 
trophy and  dilatation  of  the  left  ventricles 
with  their  increased  left  intraventricular 
pressures  (Burnside  syndrome) . One  male 
lived  to  be  76  and  a female  to  73  years; 
these  had  several  episodes  of  repeated 
myocardial  infarctions,  finally  dying  of 
the  same  recurrence. 

4.  Cardiac  Arrest : These  were  included 
in  the  “Miscellaneous”  category  but  are 
described  here.  There  were  7 cases  in  all, 
5 dying  on  the  operating  table  in  spite  of 
all  resuscitative  efforts ; the  other  2 were 
medical.  Of  these,  one  resulted  from 
auricular  fibrillation  and  sudden  standstill 
of  the  heart  from  undetermined  cause  in 
a 34  year  old  female ; the  second  developed 
cardiac  arrhythmia  and  standstill  from 
clinical  lues  and  multiple  embolism  of  the 
lungs,  spleen,  and  other  viscera,  and  was 
a 38  year  old  female.  The  youngest  case 
was  a 5 month  male  undergoing  surgery 
for  persistent  hypertrophy  of  the  thymus, 
who  died  postoperatively. 

5.  Cardiac  Rupture'.  These  21  cases 


present  another  diagnostic  and  therapeutic 
problem.  Seven  cases  were  found  among 
the  arteriosclerotic  myocardial  infarctions 
and  14  cases  among  the  hypertensive  cor- 
onary group  following  infarctions.  They 
accounted  for  0.94  per  cent  of  all  deaths, 
2.6  per  cent  of  cardiac  deaths,  and  6.0  per 
cent  of  the  hypertensive/arteriosclerotic/ 
coronary  thrombosis  / myocardial  infarc- 
tion group  (the  last  line  of  Table  1).  Sev- 
en occurred  in  the  five  year  period,  1945- 
1950;  14  after  1950. 

Anticoagulants  were  used  in  only  5 of 
these  cases.  The  electrocardiograms  re- 
vealed only  tracings  compatible  with  myo- 
cardial infarctions.  None  of  these  was 
diagnosed  ante  mortem.  Of  the  majority, 
they  lived  from  a few  minutes  to  six  to 
eight  hours  after  admission,  although  one 
male  survived  eleven  days  and  died  sud- 
denly, with  pathologic  evidence  of  a myo- 
cardial tear  which  was  several  days  old. 
Three  cases  arrived  DOA  in  the  ambu- 
lance; 2 died  in  the  admitting  room.3a'b-c 
One  finding  common  to  all  cases  who  sur- 
vived long  enough  to  be  admitted  to  their 
rooms  was  a definite  downhill  course 
without  any  response  to  antishock,  oxy- 
gen, etc.  therapy.  These  21  cases  present 
another  diagnostic  and  therapeutic  chal- 
lenge to  medicine. 

6.  There  were  4 cases  of  cryptococcosis 
(torulosis)  among  the  2229  autopsies. 
These  exhibited  symptoms  and  signs  of  a 
meningitis,  which  did  not  respond  to  any 
treatment.  They  were  proven  by  smear 
and  culture.  None  were  diagnosed  until 
they  reached  necropsy. 

COMPARISON  WITH  OTHER  AUTOPSY  STUDIES 

By  examining  Table  18,  comparison 
with  three  other  autopsy  series 2a- b- c all 
much  larger  than  the  present  study,  can 
be  easily  evaluated.  Clawson,  Holoubek, 
and  Wafer  all  show  a lower  incidence  of 
combined  hypertensive  and  arteriosclerotic 
heart  disease,  and  higher  incidences  of 
rheumatic,  bacterial,  and  syphilitic  heart 
disease  by  rather  significant  differences. 
Holoubek  presents  results  of  his  work 
from  data  of  records  from  Charity  Hospi- 
tal at  New  Orleans  with  its  high  colored 
admissions.  His  study  reveals  a much 
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j TABLEjJLS 

COMPARISON  WITH  OTHER  AUTOPSY  SERIES 


Present  Series 

Wafer 

Holoubek 

Clawson 

Etiologic  Types 
of 

Heart  Disease 

2,229  autopsies 
809  Cardiac 
deaths 

1945  thru  8/31/55 
New  Orleans 
Touro  Infirmary 

13,015  autopsies 
3,607  Cardiac 
deaths 

1941  thru  1947 
Los  Angeles 

8,313  autopsies 
1,045  Cardiac 
deaths 

1935  thru  1940 
New  Orleans 

30,265  autopsies 
4,678  Cardiac 
deaths 

1910  thru  1938 
Minneapolis 

1.  Hypertensive 

61.76% 

70.8% 

40.5% 

55.5% 

2.  Arteriosclerotic 

21.20% 

4.3% 

20.7% 

6.2% 

3.  Combined  1 & 2 

82.96% 

75.1% 

61.2% 

61.7% 

4.  Rheumatic 

2.47% 

8.8% 

11.1% 

18.6% 

5.  Bacterial 

0.82% 

5.4% 

2.1% 

11.0% 

6.  Syphilitic 

0.74% 

3.1% 

18.2% 

7.0% 

7.  Congenital 

6.56% 

1.9% 

2.2% 

lower  hypertensive  and  arteriosclerotic 
heart  disease  incidence,  but  much  higher 
(24.73  times)  syphilitic  heart  disease. 
Wafer  and  Houloubek  are  much  lower  in 
their  congenital  heart  disease  categories. 
Clawson’s  series  is  much  higher  in  the 
rheumatic  heart  disease  grouping  prob- 
ably due  to  the  higher  prevalence  of  rheu- 
matic fever  in  the  Minnesota  and  northern 
U.S.A.  sector,  and/or  due  to  the  lack  of 
sulfonamides  and  other  antibiotic  drugs 
which  became  available  so  much  later 
after  his  studies  were  made. 

SUMMARY 

A total  of  2229  autopsies  performed  on 
3860  deaths  (55.15  per  cent)  at  the  Touro 
Infirmary  were  studied  and  the  relative 
incidence  of  the  different  types  of  heart 
disease  was  determined  and  reported.  The 
age  and  sex  incidence  of  - these  several 
types  was  also  tabulated. 

Pulmonary  embolic  phenomena  were 
categoried  and  tabulated  as  to  age,  sex, 
medical  and  surgical  deaths,  and  patho- 
logical findings  cases.  The  problems  of 
diagnosis  and  possible  treatment  for  a 
rather  highly  important  but  undiagnosed 
group  of  cases  were  emphasized  and 
recognized  as  a medical  challenge. 

Interesting  and  important  cases  such  as 
hearts  ruptured  after  myocardial  infarc- 
tion, aneurysm  of  the  heart  wall,  and  car- 
diac arrest,  etc.  were  described  and  dis- 
cussed briefly.  The  medical  challenge  pre- 
sented by  21  cases  of  death  from  ante 
mortem  undiagnosed  ruptured  hearts  was 
recognized  and  emphasized. 


It  is  sincerely  hoped  that  medical  sci- 
ence will  evolve  suitable  and  successful 
replies  to  the  medical  challenges  which 
have  been  presented.  It  is  felt  that  the 
figures  and  tabulations  listed  in  this 
study  might  have  some  medical  signifi- 
cance. It  remains  for  studies  of  this  type 
in  the  foreseeable  future  to  demonstrate 
gratifying  improvements  and  decreases, 
in  the  present  dearth,  of  heart  disease  and 
related  killers. 
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ACQUIRED  AFIBRINOGENEMIA  WITH 
COUVELAIRE  UTERUS  FOLLOWING 
CORTISONE  THERAPY  AND  PITOCIN 
INDUCTION  FOR  AN  Rh  ISOSENSITI- 
ZATION 

ARMAND  G.  McHENRY,  JR.,  M.  D.* 
Monroe 

Acquired  afibrinogenemia  in  pregnancy 
has  been  described  in  the  following  patho- 
logic states:  abruptio  placenta,5  amniotic 
fluid  embolism,7  prolonged  death  of  a fetus 
in  utero  with 9 or  without  Rh  isosensiti- 
zation,2 fulminating  eclampsia,1  abortion,2 
and  retained  placenta.3 

This  case  is  of  particular  interest  in 
that  the  patient  had  an  Rh  incompatibility 
and  was  placed  on  cortisone  therapy  as  a 
prophylactic  measure.  An  elective  pitocin 
induction  was  begun  and  the  fetal  heart 
tones  disappeared  when  she  developed  evi- 
dence of  toxemia  and  abruptio  placenta. 
After  vaginal  delivery  of  an  erythroblas- 
totic  stillborn,  an  uncontrollable  postpartal 
hemorrhage  resulted.  A postdelivery  hys- 
terectomy was  performed  and  a Couve- 
laire uterus  was  noted.  An  acquired 
hemorrhagic  diathesis  due  to  afibrino- 
genemia was  encountered. 

CASE  HISTORY 

Present  Illness : The  patient,  a 28  year  old  white 
female,  was  admitted  at  approximately  37%  weeks 
gestation  for  an  elective  induction  of  labor,  the 
reason  being  that  she  had  had  two  living  children 
with  erythroblastosis  fetalis  and  two  erythroblas- 
totic  stillborn  infants. 

Past  Obstetrical  History.  Briefly,  she  had  a 
normal  delivery  with  the  first  pregnancy.  The 
second  pregnancy  terminated  in  the  birth  of  a 
viable  female  infant  which  developed  jaundice  and 
anemia.  Multiple  blood  transfusions  were  given. 
The  third  baby  was  a stillborn.  The  mother  was 
placed  on  100  mg  of  cortisone  daily  at  the  32nd 
week  of  the  fourth  pregnancy.  She  developed  a 
psychosis  with  a marked  disturbance  in  electrolyte 
balance  during  the  37th  week  of  gestation.  The 
patient  received  a pitocin  induction  which  resulted 
in  the  birth  of  a viable  female  infant.  The 
Coombs’  test  was  positive  and  an  exchange  trans- 
fusion was  successfully  carried  out.  With  the 
fifth  pregnancy,  she  was  advised  to  take  cortisone 
therapy  beginning  at  the  28th  week  of  gestation 
but  refused  because  of  the  sequelae  that  had  oc- 
curred previously.  This  pregnancy  terminated  in 


* From  the  Department  of  Obstetrics,  St.  Fran- 
cis Hospital,  Monroe,  Louisiana. 


an  erythroblastotic  stillborn  with  hydrops  fetalis. 

Prenatal  Course:  Patient  had  blocking  anti- 

bodies, 1 to  64,  and  negative  regular  antibodies 
during  the  entire  pregnancy.  She  was  placed  on 
cortisone  75  mg.  daily  at  28  weeks’  gestation.  This 
was  increased  to  100  mg.  daily  at  30  weeks.  She 
also  received  weekly  injections  of  progesterone  50 
mg.  She  was  placed  on  multivitamins  as  well  as 
vitamin  E orally.  The  weight  gain  was  normal 
and  there  was  no  evidence  of  toxemia.  Blood 
pressure  and  urine  analyses  were  normal. 

Course  in  Hospital:  Patient  entered  the  hospi- 
tal May  5,  1954.  An  infusion  of  1000  cc.  5 per 
cent  dextrose  in  distilled  water  with  10  minims 
of  pitocin  was  started  at  the  rate  of  15  to  18  gtts. 
per  minute.  At  12  noon  she  was  checked  and  the 
cervix  was  found  to  be  2 cm.  dilated  and  10  to  15 
per  cent  effaced.  The  membranes  had  been  pre- 
viously stripped  but  were  not  ruptured  because  of 
a floating  head.  At  about  3 P.M.  she  developed 
a boardlike  uterus.  At  this  time  the  fetal  heart 
tones  could  not  be  elicited.  The  blood  pressure 
was  120/80.  She  was  typed  and  matched.  The 
pitocin  was  discontinued.  The  uterus  was  marked 
to  see  if  any  enlargement  took  place.  Subsequent- 
ly, she  was  found  to  be  4 cm.  dilated  and  the  mem- 
brances  were  ruptured  artificially.  Prior  to  this 
about  75  to  100  cc.  of  bright  red  blood  had  been 
lost.  The  blood  pressure  was  138/90  and  the  pulse 
was  72.  Heart  tones  were  still  absent.  The  pa- 
tient received  intramusular  injections  of  pitocin 
of  one-half  a minim  at  intervals  of  fifteen  to 
thirty  minutes  from  7:00  P.M.  until  11:00  P.M. 
During  this  time  the  blood  pressure  rose  from 
130/90  to  150/90.  The  pulse  was  regular. 

She  received  500  cc.  of  compatible  O negative 
blood  slowly.  The  transfusion  was  running  at 
the  time  of  delivery  at  11:00  P.M.  She  was  de- 
livered of  a stillborn  infant  which  was  not  jaun- 
diced. The  amniotic  fluid  was  blood  tinged  and 
icteric.  The  baby  had  a large  liver  and  spleen 
filling  its  entire  abdomen.  Following  this  the  pla- 
centa was  delivered  uneventfully.  It  was  a very 
large  hydropic  placenta  with  a large  central  blood 
clot.  At  this  time  the  patient  began  bleeding 
excessively.  She  lost  about  1000  cc.  of  blood  in 
a matter  of  a few  minutes.  She  was  not  bleeding 
from  the  site  of  a small  episiotomy  nor  from  the 
cervix.  The  uterus  was  slightly  enlarged  and 
boggy,  and  the  blood  was  literally  pouring  out. 
She  received  two  bottles  of  Dextran  and  1000  cc. 
of  plasma.  The  patient  continued  to  ooze  through 
a uterine  pack  and  was  in  a state  of  shock.  She 
received  blood  in  one  arm  and  four  ampoules  of 
Levophed  by  means  of  a cut  down,  and  also,  20 
cc.  of  calcium  gluconate,  large  amounts  of  vitamin 
K and  40  cc.  of  adrenal  cortical  extract.  The 
blood  absolutely  would  not  clot.  Fresh  blood, 
5000  cc.  was  rapidly  administered.  Fibrinogen 
was  being  flown  by  airplane  from  New  Orleans. 
At  5:00  A.M.  the  watery  sanguinous  fluid  had  in- 
creased. Her  general  condition  was  worse.  Under 
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practically  no  anesthesia  at  all  a laparotomy  was 
performed.  A classical  Couvelaire  uterus  was  en- 
countered with  hemorrhage  out  into  the  broad 
ligaments.  A rapid  subtotal'  hysterectomy  was 
performed.  Four  grams  of  fibrinogen  were  ad- 
ministered. After  completion  of  surgery,  she  con- 
tinued to  ooze  through  a vaginal  pack.  Presumably 
the  bleeding  was  from  the  cervix  and  vaginal 
vault.  A balloon  was  inserted  into  the  rectum 
and  slight  traction  applied.  By  10:00  A.M.  she 
stopped  bleeding  and  was  returned  to  her  room  at 
2:00  P.M. 

Course  in  Hospital  After  Surgery:  Levophed 

was  discontinued  the  following  day.  The  balloon 
in  the  rectum  was  removed  as  was  the  vaginal 
pack.  Oxygen  was  discontinued  on  the  second  day 
and  suction  removed  the  third  day.  Fluids  were 
not  forced  and  the  urinary  output  was  excellent. 
She  was  not  morbid.  On  the  seventh  day  she 
started  passing  feces  per  vagina.  She  was  dis- 
charged on  the  tenth  postoperative  day. 

Laboratory  Data:  May  6,  1954  R.B.C.  4.45  mil- 
lion W.B.C.  15,000  Differential  normal.  Urine 
negative.  May  6,  1954,  Fibrinogen  740  mg.  May 
7,  1954,  Fibrinogen  240  mg.  Bleeding,  clotting 
and  prothrombin  time  normal.  Platelet  count 
200,000.  R.B.C.  5 million.  Hematocrit  48. 

Follow-Up:  Aug.  1,  1954,  B.M.R.  -5,  17  keto- 
steroids  normal.  P.B.I.  6 gamma.  Repair  of 
rectovaginal  fistulae  performed.  Jan.  1,  1955, 
fistulae  repair  successful.  B.P.  100/60.  Patient 
shows  no  evidence  of  Sheehan’s  syndrome  or  pitui- 
tary necrosis. 

DISCUSSION 

1.  Cortisone  Therapy. — To  my  knowl- 
edge this  is  the  only  reported  case  of  a 
pregnant  patient  developing  an  abruptio 
placenta,  afibrinogenemia,  and  a Couve- 
laire uterus  while  on  this  therapy.  Wheth- 
er the  cortisone  was  the  modus  operandi 
in  producing  the  toxemia  while  receiving 
the  pitocin  induction  is  open  to  question. 
She  showed  evidence  of  poor  wound  heal- 
ing which  may  be  ascribable  to  this  medi- 
cation. 

The  past  obstetrical  history  is  signifi- 
cant and  warrants  a brief  discussion.  The 
first  pregnancy  and  delivery  were  un- 
eventful. Her  second  baby  became  icteric 
several  days  postdelivery  and  received  sev- 
eral transfusions.  The  third  pregnancy 
terminated  in  the  delivery  of  a stillborn 
infant.  An  autopsy  revealed  typical  find- 
ings of  erythroblastosis.  The  patient  was 
placed  on  cortisone  100  mg.  daily  begin- 
ning the  3‘2nd  week  of  the  fourth  preg- 
nancy. She  developed  a psychosis  and  a 


marked  disturbance  in  her  electrolyte  bal- 
ance during  the  37th  week.  She  received 
a pitocin  induction  which  “took”  and  she 
was  delivered  of  a viable  infant.  The 

Coombs’  test  was  positive.  An  exchange 
transfusion  was  done  and  the  infant  sur- 
vived with  no  sequelae.  Cortisone  was 
suggested  about  the  30th  week  of  the  fifth 
pregnancy  but  was  refused  because  of  the 
previous  difficulties  encountered.  The 

heart  tones  disappeared  while  she  was  in 
labor  and  a hydropic  erythroblastotic  infant 
was  delivered.  The  patient  agreed  to  take 
cortisone  with  her  sixth  pregnancy  which 
terminated  in  a toxic  abruptio  placenta 
and  a stillborn  infant.  An  autopsy  re- 
vealed erythroblastosis  fetalis.  The  rami- 
fications of  this  sordid  obstetrical  history 
could  have  been  far  reaching  in  that  she 
lost  a baby  due  to  an  Rh  isosensitization, 
had  a live  baby  while  on  cortisone  and 
then  lost  another.  Had  this  last  infant 
survived  I believe  it  would  have  been 
significant. 

My  experience  with  cortisone  not  only 
in  this  case  but  in  others  has  been  dis- 
couraging when  given  for  Rh  isosensiti- 
zations. The  viable  infants  that  I have 
obtained  in  obstetrical  patients  who  had 
lost  previous  babies  due  to  erythroblas- 
tosis all  received  exchange  transfusions 
and  had  clinical  evidence  of  erythroblas- 
tosis. 

2.  Pitocin  Induction : Nowadays  pito- 

cin inductions  are  considered  to  be  rather 
innocuous.  Yet  this  patient  had  an  initial 
blood  pressure  of  100/60,  negative  urine 
analysis  and  good  fetal  heart  tone.  She 
developed  a tetanic  uterus  with  severe  ab- 
dominal pain,  elevation  of  blood  pressure, 
cessation  of  fetal  heart  tones  and  vaginal 
bleeding.  In  other  words,  she  developed 
typical  signs  and  symptoms  of  a toxic 
abruptio  while  receiving  the  intravenous 
pitocin  drip. 

Cases  of  afibrinogenemia  due  to  am- 
niotic  fluid  embolism  have  been  described 
where  tumultuous  labors  have  been  a fac- 
tor.4 Pitocin  could  contribute  abnormal- 
ities of  the  clotting  mechanism  by  forcing 
thromboplastin  out  into  the  maternal  cir- 
culation from  the  placental  site.  It  would 
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be  interesting  to  know  how  many  cases  of 
afibrinogenemia  received . pitocin  with  a 
hard  or  rapid  labor. 

3.  Blood  Coagulation  Factors.  — The 
mechanism  of  the  depletion  of  fibrinogen 
apparently  is  as  follows:  Thromboplastin 
from  the  placenta  or  decidua  escapes  into 
the  maternal  circulation.6  Thus  prothrom- 
bin is  converted  into  thrombin  which  con- 
verts fibrinogen  to  fibrin  with  multiple 
fibrin  emboli  produced.8  Following  this, 
intractable  hemorrhage  ensues  due  to  a 
fibrinogen  deficiency. 

It  is  significant  that  the  fibrinogen  level 
was  increased  at  the  time  of  the  symptoms 
of  abruptio  beginning  approximately  ten 
hours  prior  to  delivery.  Do  fibrinogen  lev- 
els always  rise  with,  or  herald,  impend- 
ing toxic  abruptio  with  hemorrhage? 
Would  it  be  possible  to  be  forewarned  of 
afibrinogenemia  by  an  initial  hyper- 
fibrinogenemia? 

This  patient  manifested  evidence  of  a 
marked  fibrinogen  deficiency  for  an  in- 
terval of  eight  hours  as  evidenced  by  fail- 
ure of  the  venous  blood  to  clot. 

Unfortunately  adequate  blood  studies 
were  not  made  in  this  case.  An  improve- 
ment was  noted  when  the  fibrinogen  was 
finally  obtained. 

4.  Plan  of  Management.  — In  retro- 
spect, this  patient  should  have  been  sec- 
tioned when  she  manifested  evidence  of  a 
toxic  abruptio  because  it  appears  certain 
that  the  Couvelaire  uterus  was  also  pres- 
ent. However,  she  was  a multipara  with 
a dead  baby  and  was  4 cm.  dilated  and 
was  not  in  shock  so  the  membranes  were 
ruptured  and  she  was  given  I.M.  pitocin. 
Should  the  hysterectomy  have  been  done 
after  the  cervix  was  inspected  and  the 
uterus  packed  unsuccessfully?  Fresh  blood 
was  being  given  to  her  as  rapidly  as  pos- 
sible and  she  was  kept  alive  on  levophed. 
Fibrinogen  was  not  available  and  she  had 
the  obvious  afibrinogenemia. 

CONCLUSION 

A case  of  acquired  afibrinogenemia  with 
an  abruptio  placenta,  Couvelaire  uterus 
that  had  been  on  cortisone  therapy  for  an 
Rh  isosensitization  was  presented.  An 


elective  pitocin  induction  was  done  prior 
to  the  abruptio. 

Numerous  intriguing  factors  were  pro- 
voked by  this  case  and  a severe  defect  in 
the  clotting  mechanism  was  encountered. 

In  conclusion,  all  hospitals  where  ob- 
stetrics is  practiced  should  have  blood 
banks  with  adequate  amounts  of  all  types 
of  blood.  Levophed  should  be  in  the  de- 
livery rooms  with  large  needles  and  glu- 
cose. Fibrinogen  is  now  available  and 
should  be  kept  in  all  hospitals  in  adequate 
amounts. 
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BEQUEST  OF  THE  BODY  AT  DEATH 

HAROLD  CUMMINS,  Ph.  D.* 

New  Orleans 

Members  of  the  medical  profession  in 
Louisiana  are  in  position  to  aid  in  a situ- 
ation that  seriously  affects  medical  and 
dental  education  in  the  State.  The  study 
of  anatomy  is  a basic  essential  in  educa- 
tion for  these  professions,  and  it  can  be 
pursued  only  by  dissection  of  the  human 
body.  Although  the  law 1 provides  that 
unclaimed  bodies  be  placed  at  the  disposal 
of  the  three  Louisiana  schools  that  offer 
anatomical  instruction,  the  supply  has 

* Secretary-Treasurer,  Louisiana  State  Ana- 
tomical Board,  and  Professor  of  Anatomy,  School 
of  Medicine,  Tulane  University,  New  Orleans. 
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been  inadequate.  Our  schools  are  not 
alone  in  this,  for  the  shortage  of  ana- 
tomical material  is  widespread  over  the 
United  States  and  has  been  the  subject  of 
publicity  in  popular  magazines2  as  well 
as  professional  journals.2  Of  the  39  states 
having  medical  and  dental  schools,  less 
than  a dozen  provide  for  bequest  of  the 
body  at  death  as  an  additional  source  of 
material  for  scientific  study.  Louisiana  is 
one  of  these.4  Thus  far  only  several  be- 
quests have  been  received,  but  the  experi- 
ence of  schools  in  California  has  shown 


that  bequest  is  potentially  a major  source 
of  supply.  Physicians  can  perform  a great 
service,  in  their  contacts  with  patients 
and  others,  if  they  will  discreetly  pass  on 
this  information  about  a critical  need  and 
the  way  in  which  interested  persons  can 
contribute  to  human  welfare. 

An  information  sheet  that  has  been  pre- 
pared for  distribution  to  inquirers  is 
copied  below  (minus  its  headings),  to- 
gether with  the  form  of  bequest  that  has 
been  approved  by  the  Office  of  the  At- 
torney General  of  Louisiana. 


The  Louisiana  law  provides  that  any  resident  of  the  State,  of  the  age  of  21  years 
or  older  and  of  sound  mind,  may  bequeath  his  entire  body  at  death  or  any  part  thereof 
for  the  purpose  of  advancing  medical  science.  Persons  who  arrange  for  this  disposi- 
tion of  their  bodies  have  the  satisfaction  of  knowing  that  the  remains  will  be  of  last- 
ing benefit  in  serving  humanity.  They  have  further  satisfaction  in  relieving  the  sur- 
vivors of  the  expenses  attached  to  burial. 

Bodies  may  be  bequeathed  to  the  Louisiana  State  Anatomical  Board.  This  organ- 
ization, operating  under  Louisiana  law,  is  responsible  for  the  procurement,  use  and 
final  disposition  of  the  human  bodies  that  have  been  dedicated  to  scientific  study. 
Such  studies  are  carried  out  by  three  teaching  institutions:  Louisiana  State  Univer- 

sity, School  of  Medicine;  Loyola  University  of  the  South,  School  of  Dentistry;  Tulane 
University,  School  of  Medicine.  They  are  the  member  institutions  composing  the  Board. 
If  so  desired,  a body  may  be  bequeathed  specifically  to  any  one  of  these  institutions. 

The  procedure  of  bequest  is  simple.  A form  for  this  purpose  will  be  supplied,  and 
the  form  (two  copies)  needs  only  to  be  signed  by  the  person  and  by  two  competent 
witnesses  who  are  residents  of  the  parish  in  which  the  bequest  is  made.  The  completed 
forms  are  to  be  mailed  to  the  Secretary-Treasurer  of  the  Board  (address  below),  who 
will  file  one  copy  with  the  clerk  of  the  district  court.  The  person  should  make  sure 
that  those  who  are  near  him — the  physician  and  family  members — know  about  the  be- 
quest; they  should  be  informed  also  on  promptly  reporting  the  death  to  the  Board  (to 
its  Secretary-Treasurer  or  the  Dean  of  any  one  of  the  three  Schools  named  above). 
When  the  notice  of  death  is  received  the  Board  will  send  an  undertaker  to  secure  the 
body. 

Further  information  will  be  gladly  supplied  on  request. 

Secretary-Treasurer 

Louisiana  State  Anatomical  Board 

Tulane  University 

New  Orleans  18,  Louisiana 

Telephone : UNiversity  6-27 hi. 

Extension  233  or  235 
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LOUISIANA  STATE  ANATOMICAL  BOARD 
New  Orleans,  La. 

I hereby  bequeath  my  body,  after  death,  to  the  Louisiana  State  Anatomical  Board 
for  the  purpose  of  advancing  medical  science.  (If  the  person  making  this  bequest  de- 
sires that  the  study  be  carried  out  in  a particular  institution  of  the  Board,  the  under- 
lining of  its  name  in  the  following  list  shall  constitute  a specific  assignment  to  that 
institution:  (1)  Louisiana  State  University,  (2)  Loyola  University  of  the  South, 

(3)  Tulane  University.) 


Witness  Signature 

Witness  Address 

Parish  of  residence 


Parish  in  which  this  bequest  was  executed 


Date 

Mail  (two  copies ) to: 

Louisiana  State  Anatomical  Board 

Tulane  University 

New  Orleans  18,  Louisiana 
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THE  PROBLEM  OF  CARDIAC  HANDI- 
CAPPED CHILDREN  IN  LOUISIANA 
GERALD  S.  BERENSON,  M.  D.  * 

New  Orleans 

Recently  a greater  significance  at- 
taches to  the  problem  of  heart  disease  in 
children.  Since  rheumatic  fever  and  con- 
genital heart  disease  account  for  approxi- 
mately 95  per  cent  of  heart  disease  in 
children,  a handicapped  child  who  requires 
long  term  care  and  supervision  is  often 
the  result.  Rheumatic  fever  continues  to 
be  the  major  medical  cause  of  death  up 
through  adolescence,  despite  a progi’essive 
decline  in  incidence  over  the  past  fifty 
years.  Congenital  heart  disease  because 
of  continued  interest  and  improvement  in 
methods  of  diagnosis  probably  has  a trend 
to  increase.  Admittedly,  these  diseases 

* Chairman  of  Committee  for  Rheumatic  Fever 
and  Congenital  Heart  Disease  of  the  Louisiana 
Heart  Association. 

From  the  Department  of  Medicine,  Louisiana 
State  University  Medical  School,  New  Orleans. 


form  a relatively  small  part  of  the  over- 
all problem  of  heart  disease,  but  they  are 
of  no  less  importance  to  the  individual 
who  may  be  afflicted ; and,  we  now  have 
methods  of  approaching  the  problems 
which  they  produce. 

There  have  been  no  adequate  surveys 
for  the  state  from  which  the  incidence  of 
rheumatic  fever  or  congenital  heart  dis- 
ease can  be  determined,  but  surveys  1 con- 
ducted elsewhere  indicate  that  approxi- 
mately 1 per  cent  of  school  children  (ca. 
10  - 12,000  in  Louisiana)  are  afflicted 
with  rheumatic  fever  and  rheumatic  heart 
disease.  Autopsy  studies  2 at  Charity  Hos- 
pital of  New  Orleans  suggest  that  the  in- 
cidence of  rheumatic  involvement  of  the 
heart  is  no  less  in  Louisiana  than  in  other 
areas. 

As  reflected  in  Table  1,  congenital 
heart  disease  occurs  approximately  one- 
third  as  commonly  as  clinically  recognized 
rheumatic  fever  and  its  sequela. 

SCOPE  OF  A PROGRAM  FOR  CARDIAC  CHILDREN 

A plan  for  treatment  of  cardiac  handi- 
capped children  in  Louisiana  has  been 
outlined  through  the  cooperation  of  the 
Louisiana  State  Health  Department  and 
the  Louisiana  Heart  Association.  This 
plan  emphasizes  the  role  the  practicing 
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TABLE  1 


AVERAGE  ANNUAL  ADMISSIONS  KATE*  (1950-55) 
(TWO  MAJOR  CHARITY  HOSPITALS  OF  LOUISIANA) 


Rheumatic 

Rheumatic 

Congenital 

Fever  t 

Heart  Disease  Heart  Disease 

With 

Without 

activity 

activity 

New  Orleans 

116 

196 

83 

148 

Shreveport 

42 

27 

25 

45 

* Data  necessarily  included  readmissions;  consequently, 
rate  of  admissions  is  slightly  greater  than  number  of 
patients. 


t Discharge  diagnosis  according  to  Standard  Nomencla- 
ture of  Diseases  terminology. 

physician  would  play  in  extending  care  to 
all  children  with,  or  potentially  with  heart 
disease.  Two  chief  centers  ideally  located 
geographically,  New  Orleans  and  Shreve- 
port, are  being  considered  to  offer  highly 
specialized  services  which  may  be  needed 
by  the  physician  in  the  care  of  his  pa- 
tient. The  plans  immediately  include  an 
extension  of  the  diagnostic,  acute  and  con- 
valescent needs  and  clinic  services  at 
Charity  and  the  Crippled  Children’s  Hos- 
pitals in  New  Orleans.  A roster  of  re- 
source personnel  has  already  been  partly 
formed  and  a certain  amount  of  interest 
has  been  stimulated  by  the  Louisiana 
Heart  Association  and  State  Health  De- 
partment in  individuals  who  can  aid  in 
the  initiation  of  a more  comprehensive 
program — for  a really  adequate  program 
must  go  beyond  the  current  practices. 

A complete  program  should  promote  the 
development  and  integration  of  services 
and  facilities  for  the  state.  A project  so 
designed  should  (1)  insure  that  children 
with  cardiac  problems  receive  adequate 
and  continuing  care,  (2)  remove  the  label 
of  falsely  diagnosed  cases,  (3)  encourage 
the  use  of  methods  for  prevention  of  rheu- 
matic fever  and  bacterial  endocarditis, 

(4)  find  other  children  with  rheumatic 
fever  and  congenital  heart  disease  and 

(5)  offer  educational  facilities  where 
needed. 

The  initiation  of  this  program,  however, 
requires  the  concerted  effort  not  only  of 
the  Health  Department,  Heart  Association 
and  practicing  physicians  but  also  of  the 
medical  schools,  state  hospital  system, 
nursing  personnel,  school  system,  and  soci- 
al, occupational  and  vocational  rehabilita- 


tion services.  Facilities  for  prolonged  con- 
valescent care,  programs  against  further 
development  and  recurrences  of  rheumatic 
fever  and  bacterial  endocarditis,  and 
means  for  bacteriologic  studies  are  inte- 
gral parts  of  the  program.  Briefly  sum- 
marized, an  overall  program  requires  hos- 
pital, clinic  and  field  services.  The  State 
Health  Department  can  offer  certain  fa- 
cilities but  these  need  to  be  supplemented, 
and  in  addition  to  cooperation  among  the 
various  organizations,  a coordinator  with 
clearly  defined  responsibilities  is  necessary 
to  both  activate  and  coordinate  the  pro- 
gram on  local  and  state  levels. 

NATURE  AND  EXTENT  OF  FINANCIAL  SUPPORT 
FOR  ACTIVITIES  OF  A CARDIAC  PROGRAM 

Another  aspect  of  the  problem  to  be 
considered  is  the  financial  one.  Financial 
support  for  the  care  of  cardiac  children 
is  on  a restricted  basis : needs  are  being 
met  by  strictly  private  or  strictly  charity 
sources,  both  of  which  fail  to  provide  an 
outline  of  prolonged  convalescence,  ade- 
quate prophylaxis,  or  follow-up  observa- 
tions. 

ADEQUACY  OF  PUBLIC  AND  PRIVATE  FACILITIES 

The  services  presently  available  are  in- 
adequate, but  this  inadequacy  comes  about 
largely  through  a lack  of  organization. 
Facilities  for  certain  specialized  aspects, 
such  as  cardiac  catheterization,  and  par- 
ticularly cardiac  surgery,  exist  in  very 
limited  amounts  but  the  over-all  needs 
could  be  met  easily  through  planning  and 
cooperation  since  many  of  the  facilities 
and  services  referred  to  above  are  avail- 
able. 

EDUCATIONAL  PROGRAM 

Informative  programs  for  the  general 
public  are  currently  being  sponsored  by 
the  Louisiana  Heart  Association  and 
Health  Departments  through  radio,  tele- 
vision, newspapers  and  public  forums. 
Probably  more  important  are  the  scien- 
tific sessions  on  cardiac  problems  being 
presented  to  physicians  by  the  medical 
schools  and  Heart  Association.  However, 
there  is  yet  a need  for  extension  of  in- 
formation to  other  professional  groups 
which  may  be  directly  involved  in  the  care 
of  the  cardiac  child. 
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SUMMARY 

The  scope  of  a program  for  the  care  of 
the  cardiac  handicapped  child  necessarily 
entails  all  of  the  considerations  discussed 
above.  Because  of  the  many  varied  prob- 
lems which  will  be  encountered  in  the  de- 
velopment of  the  program,  cooperation  of 
professional,  technical  and  social  services 
is  required.  These  services  in  turn  need 
direction  by  an  individual  or  a group 
familiar  with  needs  of  our  local  area. 


Fortunately,  advances  in  therapy  made 
during  the  past  few  years  offer  means  of 
preventing  rheumatic  fever  and  correcting 
or  improving  certain  congenital  heart  le- 
sions. What  we  need  now  is  interest  and 
support  to  put  the  program  into  effect. 
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VOMITING  OF  PREGNANCY 
A recent  report  by  the  Council  on  Phar- 
macy and  Chemistry  emphasizes  what  is 
known  and  what  is  not  known  about  this 
condition  that  affects  as  much  as  one 
third  of  pregnant  women.  The  report 
points  out  that  there  is  much  difference 
of  opinion  as  to  the  frequency  and  the 
importance  of  the  condition  from  a thera- 
peutic standpoint.  Estimates  are  varied 
in  the  review  made  by  the  Council  from 
the  statement  that  it  appeared  in  80  per 
cent  of  all  pregnancies  to  the  opinion  of 


one  consultant,  who  said  that  less  than  1 
in  a thousand  obstetrical  patients  re- 
quired hospital  treatment  for  this  condi- 
tion. The  opinion  of  a panel  of  four  con- 
sultants experienced  in  this  field  was  so- 
licited by  the  Council.  It  was  felt  that 
the  term  “nausea  and  vomiting  of  preg- 
nancy” while  previously  used  in  refer- 
ence to  the  mild  and  severe  forms  should 
be  restricted  to  the  condition  commonly 
observed  during  the  first  to  fourteenth 
weeks  of  pregnancy,  as  characterized  by 
some  disturbance  in  appetite  and  reac- 
tions to  food  in  a fairly  large  percentage 
of  women,  possibly  up  to  one  third  of 
pregnant  women.  The  panel  felt  that  the 
term  “hyperemesis  gravidarum”  or  “per- 
nicious vomiting  of  pregnancy”  was  ap- 
plicable to  a few  patients  who  exhibited 
intractable  vomiting  and  signs  of  dis- 
turbed nutritional  status,  such  as  altera- 
tion of  electrolyte  balance,  5 per  cent  or 
more  weight  loss,  ketosis,  and  acetonuria, 
with  ultimate  neurological  disturbances, 
liver  damage,  retinal  hemorrhage,  and 
renal  damage.  It  was  felt  that  this  grave 
disorder  was  infrequent  among  pregnant 
women  who  had  proper  early  prenatal  care 
and  protection  from  serious  emotional  dif- 
ficulties. 

In  regard  to  the  cause  of  the  condition 
there  was  agreement  on  at  least  two 
points  of  etiological  responsibility — preg- 
nancy and  psychological  factors.  The  ap- 
proach to  the  problem  on  the  basis  of  an 
unusual  hormonal  stimulus  and  treatment 
with  estrogen  and  progesterone  has  not 
been  successful  in  alleviating  the  situation. 
The  theory  of  a toxic  substance  produced 
during  the  first  sixteen  weeks  has  not 
been  substantiated.  It  was  considered  that 
psychological  factors  played  a major  role 
in  both  mild  and  severe  nausea  and  vomit- 
ing of  pregnancy.  However,  there  are  oc- 
casional instances  of  severe  vomiting  oc- 
curring in  the  unexpected  pregnancy  of  a 
previously  sterile  woman.  In  such  in- 
stances the  vomiting  precedes  the  suspi- 
cion or  substantiation  of  the  diagnosis  of 
pregnancy. 

It  was  advised  in  all  instances  of  nausea 
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and  vomiting  associated  with  pregnancy 
that  a complete  examination  be  carried 
out  to  eliminate  possible  causes  other  than 
pregnancy.  It  was  thought  that  simple 
measures  should  suffice  when  the  diagno- 
sis was  the  more  or  less  physiological 
nausea  and  vomiting  of  pregnancy.  These 
would  include  rest,  sedation,  alleviation  of 
nervous  and  emotional  stresses,  and  the 
ingestion  of  frequent  small  meals  high  in 
carbohydrate.  Because  the  mild  forms  of 
vomiting  may  rapidly  develop  into  the 
intractable  form  suddenly  and  without 
warning  these  patients  should  be  kept 
under  observation  particularly  during  the 
first  sixteen  weeks  of  pregnancy  until  the 
symptoms  subside.  Hyperemesis  gravi- 
darum, however,  requires  active  support 
as  a nutritional  problem,  which  can  best 
be  served  by  hospitalization  with  proper 
attention  to  electrolyte  balance,  nutrition- 
al requirements,  and  necessary  supportive 
measures  gven  parenterally. 

Most  of  the  drugs  tested  for  these  con- 
ditions when  the  investigation  included 
blind  and  double  blind  studies  had  about 
the  same  level  of  effectiveness  as  the 
placebo.  The  groups  of  drugs  were : 
(1)  antihistaminics  and  the  related  anti- 
motion sickness  drugs;  (2)  anticholiner- 


gics; (3)  vitamins;  and  (4)  depressants. 
As  there  is  a specific  deficiency  of  pyri- 
doxine  (vitamin  Be)  this  drug  was 
thought  to  be  of  value  in  the  treatment 
of  hyperemesis  gravidarum.  It  was  re- 
ported that  the  depressant,  chlorproma- 
zine,  may  have  considerable  value  in  the 
treatment  of  hyperemesis  gravidarum.  It 
was  stated  that  blind  studies  have  not 
been  performed  but  reports  were  made  of 
cessation  of  symptoms  in  hyperemesis 
gravidarum  in  one  to  five  days.  It  was 
further  advised,  however,  that  such  pa- 
tients be  watched  carefully  for  evidence 
of  blood  and  liver  damage,  and  since  seri- 
ous side  effects  have  been  associated  with 
chlorpromazine  its  use  should  be  mini- 
mized in  the  milder  form  of  nausea  and 
vomiting  of  pregnancy. 

Considering  the  fact  that  vomiting  is 
one  of  the  commonest  symptoms  associated 
with  functional  and  with  organic  disease 
in  man  and  in  the  animal  kingdom,  it  is 
not  surprising  that  vomiting  of  pregnancy 
remains  as  baffling  a symptom  to  the 
modern  physician  as  to  generations  of  his 
predecessors.  It  is  a fortunate  circum- 
stance that  although  the  cause  is  unknown 
facilities  for  its  control  and  possible  relief 
are  becoming  more  available. 
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ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  he  a wise  one. 


REPORT  OF  PRESIDENT 

The  year  1955  presented  many  problems  for 
the  officers  and  committees  of  the  Louisiana  State 
Medical  Society,  but  on  the  whole,  much  has  been 
accomplished. 

The  Society  was  represented  at  the  meeting  of 
the  AMA  in  Atlantic  City  in  June,  1955  by  your 
President,  Secretary-Treasurer  and  Chairman  of 
the  Council  on  Medical  Service  and  Public  Rela- 
tions. Drs.  P.  H.  Jones  and  J.  Q.  Graves  repre- 
sented the  Society  in  the  House  of  Delegates. 

During  the  regular  AMA  session,  the  question 
of  admitting  osteopaths  on  the  same  basis  as 
medical  doctors  was  argued  very  strongly  on  the 
floor  of  the  House  of  Delegates  after  almost 


slipping  by  us.  Finally,  it  was  voted  not  to  accept 
them  at  this  time. 

You  are  reminded  that  the  AMA  is  making  a 
much  stronger  effort  in  regard  to  legislative 
matters  than  ever  before  and  is  forwarding  in- 
formation to  us  as  quickly  as  possible. 

An  interim  meeting  in  Boston  was  attended  and 
sessions  of  the  House  of  Delegates  were  followed. 

The  Conference  of  Medical  Society  Executives 
held  in  Chicago  in  January,  1956  was  attended 
by  Dr.  Cole,  who  reported  that  excellent  ideas 
were  presented  by  very  capable  executives  on 
various  phases  of  medical  society  problems.  Dr. 
Elmer  Hess,  President  of  the  AMA  in  a letter  to 
the  office  of  the  Secretary-Treasurer,  stated  that 
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he  was  pleased  with  the  results  of  this  meeting 
where  many  new  ideas  were  presented. 

The  Regional  Legislative  Conference  in  Chicago 
in  October  was  attended  by  Dr.  C.  J.  Brown.  A 
similar  meeting  where  important  legislative  prob- 
lems were  considered  was  covered  by  Dr.  Cole  in 
Dallas  in  November. 

Drs.  M.  C.  Wiginton  and  J.  P.  Sanders  at- 
tended the  Rural  Health  Conference  in  Portland, 
Oregon.  The  benefits  of  this  conference  continue 
to  be  important,  and  its  activities  are  increasingly 
helpful  in  the  rural  areas.  Rural  medical  care 
should  continue  to  improve  under  its  guidance. 

The  American  Medical  Education  Foundation 
met  in  Chicago  on  January  22,  and  Dr.  Edgar 
Hull  has  reported  on  problems  of  interest  to  us 
and  of  aid  to  our  medical  schools. 

Many  meetings  have  been  attended  throughout 
the  state.  The  Third  District  Meeting  in  Lafay- 
ette; Second  District  Meeting  in  Harahan;  Found- 
ers Day  Meeting  in  Alexandria;  East  Baton  Rouge 
Parish  Meeting  in  Baton  Rouge;  and  Fourth  Dis- 
trict Meeting  in  Shreveport  were  all  attended  by 
your  President  and  Secretary.  Your  Public  Re- 
lations Counselors  and  Legislative  Consultant  ap- 
peared before  most  of  these  groups. 

On  March  1,  your  President,  and  Dr.  Cole  and 
Dr.  W.  Robyn  Hardy  attended  a fine  meeting  of 
the  Fifth  District  and  Ouachita  Parish  Medical 
Societies,  where  Dr.  Hess  was  guest  of  honor  and 
spoke  to  the  Rotary  Club  and  District  Medical 
Society  meeting. 

The  Louisiana  Health  Council  met  in  New  Or- 
leans. This  Society  was  represented  by  your 
President  and  Secretary,  who  found  these  sessions 
interesting  and  productive  of  better  relations  for 
the  State  Society.  This  Society  is  a valuable  aid 
to  state  health  problems,  and  it  seems  necessary 
to  encourage  their  work.  Many  rural  areas 
throughout  the  state  continue  to  need  their  help. 

The  Senate  Finance  Committee  held  hearings 
through  most  of  March.  Our  ablest  and  most 
interested  doctors  from  all  over  the  nation  testi- 
fied before  the  committee  on  HR-7225.  Each 
state  society  was  requested  to  send  a representa- 
tive and  Dr.  P.  H.  Jones  appeared  on  March  23. 
He  feels  that  much  truth  was  spoken  by  the  medi- 
cal representatives,  but  we  fear  that  many  of  our 
legislative  representatives  in  Washington  have 
already  decided  in  favor  of  this  bill. 

Telegrams  and  letters  were  sent  to  our  senators 
and  members  of  the  Senate  Finance  Committee, 
urging  them  to  consider  carefully  two  dangerous 
portions  of  this  bill.  Namely,  total  disability  pay- 
ment at  age  50,  and  to  lower  age  limit  of  pen- 
sions to  women  to  age  62  instead  of  65. 

Malpractice  suits  continue  to  increase  through- 
out the  state  with  amounts  awarded  reaching  as- 
tounding proportions.  Our  attorney,  Mr.  St.  Clair 
Adams,  has  handled  many  cases  for  the  Society 
and  prosecuted  many  offenders  for  the  State 
Board  of  Medical  Examiners.  All  of  us  are  cau- 


tioned to  observe  certain  rules  on  prevention  of 
malpractice  suits,  by  avoiding  unwise  comment 
on  questionable  cases  and  by  keeping  complete 
records  on  all  cases.  Proper  use  of  our  Mediation 
Committee,  with  reasonable  discussion  with  pa- 
tients concerning  fees,  will  materially  reduce 
these  harassing  suits. 

Questionnaires  concerning  malpractice  insur- 
ance sent  to  our  membership  netted  957  replies. 
The  Executive  Committee  felt  that  nothing  fur- 
ther should  be  done  at  this  time  toward  securing 
information  from  doctors  about  such  insurance 
since  the  response  to  the  two  questionnaires  sent 
out  seemed  wholly  inadequate. 

After  many  meetings,  the  special  committee  ap- 
pointed by  your  President  to  select  an  Assistant 
to  the  Secretary  recommended  the  employment 
of  a Legislative  Consultant  and  a firm  of  Public 
Relations  Counselors  to  work  with  the  Secretary- 
Treasurer’s  office.  The  Executive  Committee  ap- 
proved the  employment  of  these  men.  Both  the 
Legislative  Consultant  and  the  Public  Rela- 
tions Counselors  have  been  busy  with  their  new 
work.  The  employment  of  the  Public  Relations 
Counselors  and  Legislative  Consultant  marks  an 
important  step  forward  in  the  proper  manage- 
ment of  our  medical  problems.  A public  rela- 
tions program  is  under  way  and  a code  of  ethics 
with  television,  radio  and  press  is  in  operation. 
Our  Legislative  Consultant  has  been  busy  con- 
tacting doctors  and  legislators  all  over  the  state, 
trying  to  improve  our  position  in  political  matters, 
particularly  chiropractic.  Both  groups  have  ap- 
peared before  parish  and  district  societies  fre- 
quently. The  Executive  Committee  is  to  be  con- 
gratulated on  the  approval  of  the  employment  of 
the  Public  Relations  Counselors  and  Legislative 
Consultant. 

The  Council  on  Medical  Service  and  Public  Re- 
lations and  Dr.  Cole  are  also  to  be  congratulated 
on  the  monthly  newsletter  “Capsules”,  giving 
current  information  of  interest  to  the  medical  pro- 
fession. You  are  urgently  requested  to  read  this 
letter  carefully,  as  a great  amount  of  time  and 
effort  is  expended  in  getting  this  bulletin  out  to 
you. 

Much  time  has  been  spent  by  your  officers  and 
many  members  of  the  Society  in  education  of 
the  public  and  working  against  Chiropractic.  The 
Committee  on  Public  Policy  and  Legislation,  Dr. 
Boyd,  Chairman,  and  our  Legislative  Consultant 
have  worked  hard  on  this  problem  which  comes 
up  every  legislative  year.  Strong  efforts  are  still 
necessary  to  post  our  membership  and  educate  the 
public  about  this  menace. 

Many  special  and  standing  committees  have 
done  much  work,  and  I want  to  express  my  ap- 
preciation for  their  work.  Some  of  these  are: 
Public  Policy  and  Legislation  Committee,  Dr. 
Elmo  Boyd,  Chairman;  Committee  on  Congres- 
sional Matters,  Dr.  C.  J.  Brown,  Chairman;  Com- 
mittee on  Child  Health,  Dr.  Sims  Chapman,  Chair- 


Medical  News  Section 


179 


man;  Committee  on  History  of  Medicine  in  Lou- 
isiana, Dr.  Isidore  Cohn,  Chairman;  Committee 
on  Federal  Medical  Services,  Dr.  I.  Gajan,  Chair- 
man; Council  on  Medical  Service  and  Public  Re- 
lations, Dr.  Robyn  Hardy,  Chairman. 

I desire  to  express  my  sincere  thanks  for  the 
privilege  of  serving  as  President  to  the  Society 
as  a whole,  to  all  the  committees,  and  especially 
to  the  Executive  Committee  for  their  cooperation 
during  1955-56.  I want  to  thank,  particularly  for 
their  counsel  and  support,  Dr.  C.  Grenes  Cole, 
Secretary-Treasurer,  who  has  been  especially  help- 
ful to  me  with  sound  advice,  Drs.  Robyn  Hardy, 
Ashton  Thomas,  and  P.  H.  Jones.  Recognition 
and  thanks  are  also  given  to  Miss  Annie  Mae  Shoe- 
maker, Assistant  Secretary-Treasurer,  and  the 


office  personnel  for  their  cheerful  and  efficient 
work. 

Recommendations 

1.  Questionnaire  to  secretaries  of  parish  medi- 
cal societies  and  councilor  of  each  district,  in  re- 
gard to  the  activities  of  respective  societies. 

2.  Meetings  of  presidents  and  secretaries  of 
the  parish  and  district  societies  to  be  held  semi- 
annually, to  better  coordinate  efforts  for  im- 
provement of  Organized  Medicine. 

3.  District  councilors  make  every  effort  to 
better  organize  the  district  and  parish  societies. 

4.  Continue  membership  in  LOSL  and  the  com- 
mittee representing  the  State  Society  be  selected 
from  the  personnel  of  the  Committee  on  Public 
Policy  and  Legislation. 

MAX  M.  GREEN,  M.  D„  President 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

Date 

Place 

Calcasieu 

Fourth  Tuesday  every  other  month 

Lake  Charles 

East  Baton  Rouge 

Second  Tuesday  of  every  month 

Baton  Rouge 

Morehouse 

Third  Thursday  of  every  month 

Bastrop 

Natchitoches 

Second  Tuesday  of  every  month 

Orleans 

Second  Monday  of  every  month 

New  Orleans 

Ouachita 

First  Thursday  of  every  month 

Monroe 

Rapides 

First  Monday  of  every  month 

Alexandria 

Sabine 

First  Wednesday  of  every  month 

Tangipahoa 

Second  and  fourth  Thursdays 

of  every  month 

Independence 

Second  District 

Third  Thursday  of  every  month 

Shreveport 

First  Tuesday  of  every  month 

Shreveport 

Vernon 

First  Thursday  of  every  month 

PHYSICIANS  REPORT  ON  USE  OF  NEW 
SYNTHETIC  HORMONE 

A preliminary  report  on  the  use  of  a new 
synthetic  hormone  to  make  up  for  hormone 
gland  activity  lost  through  disease  or  surgery 
was  made  recently  by  two  Ohio  physicians. 

The  hormone,  fludrocortisone  acetate,  appears 
to  be  15  to  20  times  as  effective  as  hydrocorti- 
sone, another  synthetic  now  used  for  such  con- 
ditions. 

The  greatest  usefulness  of  fludrocortisone 
probably  will  be  in  adrenal  insufficiency  (a  dis- 
order in  which  the  adrenal  glands  fail  to  func- 
tion properly)  and  in  cases  of  surgical  removal 
of  the  glands  in  cancer  or  other  serious  illnesses, 
they  said. 

The  physicians,  who  made  their  report  in  the 
Dec.  24  Journal  of  the  American  Medical  Associ- 
ation, gave  the  hormone  to  patients  with  a 
variety  of  disorders,  including  a serious  nervous 
condition  characterized  by  loss  of  appetite,  and 
eye  disease,  rheumatoid  arthritis,  and  adrenal 


cortical  hypofunction. 

The  hormone  is  similar  to  cortisone  and  hydro- 
cortisone in  its  ability  to  inhibit  the  pituitary 
stimulation  of  the  adrenal  gland;  produce  loss 
of  nitrogen,  calcium,  and  phosphorus;  inhibit 
inflammation,  and  produce  a sense  of  well  be- 
ing. 

It  also  resembles  desoxycorticosterone,  another 
synthetic  hormone,  in  its  effect  on  salt,  water, 
and  potassium  balance.  However,  its  use  may  be 
limited  in  conditions  such  as  rheumatoid  arthri- 
tis in  which  it  causes  too  much  salt  and  water 
retention,  they  said. 

The  report  was  made  by  Drs.  George  J.  Ham- 
wi  and  Robert  F.  Goldberg,  from  the  division 
of  endocrinology  and  metabolism,  department  of 
medicine,  Ohio  State  University,  Columbus, 
Ohio. 


NEW  DRUG  FOR  MENTALLY  ILL 

New  aid  for  the  mentally  ill  was  promised  by 
Dr.  Nina  Toll  in  a paper  presented  before  the 
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Section  on  Medical  Sciences,  American  Associa- 
tion for  the  Advancement  of  Science  meeting 
in  Atlanta,  December  27. 

A new  drug  helps  make  office  psychotherapy 
wth  schizophrenic  patients  more  effective  and 
shortens  the  course  of  thei-apy,  Dr.  Toll  reported. 
Patients  taking  the  drug  are  better  able  to 
understand  their  symptoms,  can  talk  about  their 
illness,  and  become  more  alert.  As  a result, 
therapy  is  more  effective  and  the  illness  shorter 
in  many  cases. 

Frenquel  is  the  drug  which  proved  so  helpful. 
It  is  the  new  anti-hallucinatory,  anti-confusion 
drug  discovered  in  the  research  laboratories  of 
The  Wm.  S.  Merrell  Company,  Cincinnati  drug 
firm. 


COMMITTEE  OUTLINES  PROGRAM  FOR 
POISON  CONTROL 

The  American  Medical  Association’s  Commit- 
tee on  Toxicology  has  outlined  four  methods  for 
combating  the  perennial  problem  of  accidental 
childhood  poisonings. 

The  methods  include  education,  more  stringent 
laws,  establishment  of  poison  centers,  and  great- 
er efforts  by  local  physicians.  They  were  dis- 
cussed in  a report  prepared  for  the  committee 
by  Dr.  Jay  M.  Arena,  Durham,  N.  C.,  and  pub- 
lished in  the  Dec  17  Journal  of  the  American 
Medical  Association. 

Bernard  E.  Conley,  Secretary  of  the  commit- 
tee, said  “ . . . the  curiosity  of  the  children 
coupled  with  the  casualness  with  which  many 
parents  handle  and  store  drugs  and  chemicals 
are  predisposing  factors  to  most  unintentional 
poisonings.” 

The  “alarming  feature”  of  the  problem  is  the 
regularity  with  which  various  household  agents 
and  drugs  are  swallowed  by  children,  the  report 
said.  Leading  causes  are  drugs,  especially  as- 
pirin and  barbiturates,  petroleum  products,  lead, 
corrosive  agents  such  as  lye,  and  arsenic. 


ARE  YOUR  DOCTOR’S  BILLS  TOO  HIGH? 

Who  in  the  world  doesn’t  grumble  about  a 
doctor’s  bill  now  and  then?  Are  the  “men  in 
white”  justified  in  charging  the  fees  they  do; 
or  are  they  gigging  the  helpless  public? 

These  questions  and  other  provocative  ones 
in  their  connection  are  answered  in  an  illumi- 
nating article  on  “The  Cost  of  Educating  a Doc- 
tor” in  the  February  issue  of  Know  the  FACTS 
magazine  published  in  Washington,  D.  C.  by 
Oliver  Presbrey,  with  Martha  Rountree  as  editor- 
in-chief. 

Specifically,  the  article  stresses  the  high  cost, 
in  time  and  money,  required  of  medical  aspir- 
ants. A person  who  wants  to  be  a doctor  can 
expect  to  pay  as  much  as  $37,000  in  the  course 
of  fourteen  years  he  will  spend  preparing  to 
hang  out  his  shingle. 

Yet  this  almost  prohibitive  expense  in  time 


and  money  has  not  been  a deterrent  to  persons 
wanting  a medical  career.  “There  are  210,886 
doctors  in  the  U.  S.  today  with  28,254  men  and 
women  studying  medicine  in  75  medical  institu- 
tions,” states  this  discussion.  What  is  the  re- 
ward? “A  chance  to  make  more  than  $28,000 
annually  (after  several  years  of  practice) ; a 
chance  to  make  medical  history  (research) ; and 
an  opportunity  to  render  invaluable  service  to 
mankind  and  the  community.” 


PEDIATRIC  COURSES  TO  BE  CONDUCTED 
AT  THE  CHILDREN’S  HOSPITAL  OF 
PHILADELPHIA 

The  following  short  courses  will  be  conducted 
at  The  Children’s  Hosipital  of  Philadelphia  in 
May  and  June  1956. 

1.  Pediatric  Advances  for  Pediatricians  and 
General  Practitioners.  May  28  through  June  1, 
1956.  A Refresher  Course  conducted  by  the  Staff 
of  the  Children’s  Hospital  of  Philadelphia,  in 
collaboration  with  the  Department  of  Pediatrics 
of  the  University  of  Pennsylvania  and  the  Cam- 
den Municipal  Hospital.  Tuition — $100.00. 

2.  Practical  Pediatric  Hematology.  June  4,  5 
and  6.  Conducted  by  Dr.  Irving  J.  Wolman  and 
other  members  of  the  Hematology  Department 
of  the  Children’s  Hospital,  under  the  auspices  of 
the  Graduate  School  of  Medicine,  University  of 
Pennsylvania.  Tuition — $60.00. 

3.  Blood  Group  Incompatibilities  and  Erythro- 
blastosis Fetalis.  June  7 and  8.  Conducted  by 
Dr.  Thomas  R.  Boggs,  Jr.  of  the  Philadelphia 
Serum  Exchange  of  the  Children’s  Hospital  of 
Philadelphia,  under  the  auspices  of  the  Graduate 
School  of  Medicine,  University  of  Pennsylvania. 
Tuition — $50.00. 

For  information  write  to  Irving  J.  Wolman, 
M.  D.,  Children’s  Hospital  of  Philadelphia,  1740 
Bainbridge  Street,  Philadelphia  46. 


LOUISIANA  HEART  ASSOCIATION 

The  second  scientific  session  and  first  general 
assembly  meeting  of  the  Louisiana  Heart  Associ- 
ation, an  affiliate  of  American  Heart,  will  be  held 
at  the  Tulane  University  auditorium  on  May  19 
with  registration  scheduled  for  9 a.m.,  Dr.  Frank 
W.  Pickell  of  Baton  Rouge,  president  of  the  As- 
sociation, announced  recently. 

Principal  speaker  will  be  Dr.  Albert  Dorfman, 
Associate  Professor,  Department  of  Pediatrics, 
Bobs  Roberts  Hospital,  University  of  Chicago, 

Also  scheduled  to  speak  are  Dr.  Charles  A. 
Beskin  of  Baton  Rouge  and  Dr.  George  Wilson 
of  Shreveport. 


TRANQUILIZING  DRUGS 

A “new  ray  of  hope,”  the  tranquilizing  drugs; 
plus  more  psychiatrists,  offer  the  best  answer  to 
the  rising  incidence  of  mental  illness.  Dr.  Nicho- 
las A.  Bercel  of  the  University  of  Southern  Cali- 
fornia School  of  Medicine  told  a meeting  of  the 
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American  Pharamaceutical  Manufacturers  Asso- 
ciation in  Los  Angeles. 

He  discussed  three  of  the  more  widely  used 
tranquilizers,  reserpine,  chlorpromazine  and  me- 
probamate and  reported  that  meprobamate  is  the 
“best,  safest  and  simplest  drug  for  ordinary  ten- 
sion that  besets  so  many  otherwise  healthy  peo- 
ple.” He  also  suggested  the  possibility  of  its  use 
by  the  average  “nervous”  person  to  eliminate  the 
use  of  alcohol  and  barbiturates. 

The  anatomy  of  anxiety  and  the  inadequacies 
of  earlier  drugs  and  psychotherapy  in  eliminating 
the  symptom  were  outlined.  Barbiturates  and 
other  sedatives  were  held  inadequate  because  of 
their  action  on  general  rather  than  specific  areas 
of  the  nervous  system  and  because  of  the  prob- 
lems of  tolerance,  addiction  and  impermanence 
of  action. 

NEW  PSYCHIC  STIMULANT 

Ciba  Pharmaceutical  Products  recently  an- 
nounced the  introduction  of  a new  stimulant  and 
anti-depressant  called  Ritalin. 

The  new  product,  which  has  been  tested  clini- 
cally on  more  than  2,000  psychiatric  and  non- 
psychiatric patients  during  the  past  15  months, 
has  been  available  for  prescription  since  March 
1st. 

Ritalin  (methyl  - phenidylacetate  hydrochloride 
CIBA)  is  described  by  Ciba  as  a “mild  cortical 
stimulant  which  counteracts  oversedation,  lassi- 
tude, depression  and  certain  other  side  effects  of 
barbiturates,  antihistamines,  chlorpromazine  and 
rauwolfia  derivatives.” 

Because  no  appreciable  increase  in  blood  pres- 
sure and  pulse  rate  has  been  recorded  in  the  use 
of  Ritalin,  it  has  also  proved  valuable  in  the 
treatment  of  patients  with  hypertension  who  have 
been  previously  treated  by  tranquillizing  drugs 
alone. 


GALACTOSEMIA 

The  cause  of  an  often  fatal  metabolic  disease 
of  children  has  been  discovered  by  scientists  of 
the  Public  Health  Service’s  National  Institute  of 
Arthritis  and  Metabolic  Diseases,  Surgeon  General 
Leonard  A.  Scheele  announced  on  March  12. 

Drs.  Herman  M.  Kalckar,  Elizabeth  P.  Ander- 
son, and  Kurt  J.  Isselbacher,  in  work  conducted 
at  the  National  Institutes  of  Health,  Bethesda, 
Maryland,  have  unraveled  much  of  the  mystery 
surrounding  the  little  understood  children’s  dis- 
ease, galactosemia,  also  known  as  galactose  dia- 
betes. 

This  disease  ordinarily  appears  within  a few 
days  after  birth.  The  infant  suffering  from 
galactosemia  is  unable  to  utilize  or  even  tolerate 
milk  in  any  form.  Lactose,  often  called  milk 
sugar,  contains  another  sugar,  galactose.  This 
substance  cannot  be  handled  by  the  child’s  system 
if  he  has  galactosemia. 

The  Institute  scientists  have  discovered  a 


hitherto  unknown  enzyme  in  normal  red  blood 
cells,  which  they  call  P-Gal  transferase.  This 
enzyme,  they  found,  is  necessary  to  complete  con- 
version in  the  body  of  galactose  into  glucose,  the 
common  sugar  of  the  blood. 


STUDY  SHOWS  MOST  EFFECTIVE 
SEASICKNESS  DRUGS 

Chances  of  seasickness  are  lowest  among  pas- 
sengers who  are  under  25,  slightly  thin,  traveling 
midship  on  a second  or  third  voyage — and  are 
supplied  with  one  of  11  drugs  recently  proved  to 
be  helpful. 

A five-month  study  of  26  anti-motion  sickness 
drugs  among  almost  17,000  servicemen  showed 
that  1 1 of  them  were  helpful  and  three  of  these 
were  more  effective  than  the  rest. 

The  study  was  reported  in  the  March  3 Journal 
of  the  American  Medical  Association  by  an  Army, 
Navy,  and  Air  Force  motion  sickness  team. 

The  tests  were  run  from  Nov.  15,  1954,  to 
April  10,  1955,  on  military  transports  crossing 
the  Atlantic.  Ten  eastward  and  five  westward 
crossings  were  used.  Passengers  were  given  un- 
marked pills  which  were  either  drugs  or  placebos. 
Placebos  are  inactive  substances  used  as  a yard- 
stick against  which  the  action  of  real  medicines 
can  be  measured. 

The  study  showed  that  susceptibility  to  seasick- 
ness decreased  with  age;  that  individuals  quar- 
tered fore  and  aft  were  more  susceptible  than 
those  in  midship;  that  heavier  individuals  were 
slightly,  but  not  significantly,  more  susceptible 
than  their  lighter  colleagues.  The  activities  of 
the  men  while  on  board  had  no  relation  to  then- 
susceptibility  to  illness. 

Motion  sickness  was  twice  as  frequent  in  per- 
sons who  had  had  it  before  as  in  those  with  no 
history  of  sickness.  However,  seasickness  was 
less  frequent  on  westward  trips — possibly  because 
all  the  passengers  had  had  at  least  one  previous 
crossing.  % 

The  top  three  drugs  by  trade  name  are  Bona- 
mine,  Phenergan,  and  Marezine  when  given  three 
times  daily.  All  showed  prolonged  activity,  the 
team  reported. 


“STINGLESS”  FIRST  AIR  CREAM  ANTI- 
SEPTIC INTRODUCED  BY  JOHNSON 
& JOHNSON 

A new  cream-type  medication  that  provides 
antiseptic  action  without  stinging  or  pain  in  treat- 
ment of  cuts,  abrasions,  burns,  chapping,  sunburn 
and  insect  bites  has  been  developed  by  Johnson 
& Johnson,  it  was  announced  recently. 

Known  as  First  Aid  Cream,  this  latest  addition 
to  the  Johnson  & Johnson  product  line  is  the  re- 
sult of  seven  years  of  intensive  research  to  de- 
velop a complete  medication.  First  Aid  Cream 
fights  infection,  relieves  pain  and  aids  healing 
simultaneously.  It  can  be  applied  directly  to 
open  wounds  and  will  not  cause  stinging  or  pain 
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that  usually  results  when  old-fashioned  harsh 
antiseptics  are  used. 

Following  a series  of  exhaustive  tests  in  clinics, 
hospitals  and  households  across  the  nation,  First 
Aid  Cream  now  is  being  made  available  to  the 
general  public.  It  is  being  marketed  through  the 
usual  retail  outlets  which  handle  Johnson  & John- 
son products. 


“BATH  LIFT”  FOR  INVALIDS 

With  a newly-devloped  apparatus,  the  infirm 
and  those  incapacitated  by  paralysis,  rheumatism 
and  similar  disorders  can  get  into  or  out  of  a bath 
unaided,  and  without  difficulty  or  danger,  say 
the  British  firm  who  designed  and  manufactured 
it.  Successful  trials  were  carried  out  at  Stoke 
Mandeville  Hospital.  The  “bath  lift”  has  a seat 
with  backrest  which  is  placed  in  the  water  and 


raised  to  the  rim  of  the  bath  by  water  pressure. 
The  patient  sits  on  the  seat,  lifts  his  legs  into 
the  bath  and,  on  pushing  a lever,  is  lowered  gently 
into  the  water.  A contrary  movement  of  the 
lever  returns  the  seat  to  its  original  position.  A 
rubber  tube  from  the  tap  to  the  base  of  the 
apparatus  supplies  the  hydraulic  pressure  (normal 
mains  pressure  of  15  lb.  per  sq.  in.  will  raise  a 
weight  of  490  lb.). 

(Levit  Engineering  Co.,  Summer  Road,  Croy- 
don, Surrey,  England.) 


DR.  TABB  TO  SPEAK  AT  AMA  CONVENTION 

Dr.  Harold  G.  Tabb,  of  New  Orleans,  Louisiana, 
will  discuss  the  subject  of  Fractures  of  the 
Facial,  Orbital,  Maxillary  and  Their  Manage- 
ment, at  the  American  Medical  Association  Con- 
vention in  Chicago,  Illinois  to  be  held  June  12-14. 


0 

WOMAN'S  AUXILIARY  TO  THE  LOUISIANA  STATE  MEDICAL  SOCIETY 


The  thirty-third  annual  convention  of  the 
Woman’s  Auxiliary  to  the  American  Medical 
Association  will  be  held  in  Chicago  at  the  Con- 
rad Hilton  Hotel,  June  11  through  June  15, 
1956.  Convention  Chairman  is  Mrs.  Leonard  J. 
Houda  and  Co-chairman,  Mrs.  Maurice  M.  Hoelt- 
gen. 

A cordial  invitation  is  extended  to  all  mem- 
bers of  the  Woman’s  Auxiliary,  their  guests  and 
the  guests  of  physicians  attending  the  conven- 
tion of  the  American  Medical  Association,  to 
participate  in  all  social  functions  and  attend  the 
general  meetings  of  the  Auxiliary. 

Headquarters  will  be  at  the  Conrad  Hilton 
Hotel.  Tickets  for  the  various  social  functions 


will  be  available  at  the  registration  desk  only. 
The  Hospitality  Room  will  be  in  the  Normandie 
Lounge. 

It  is  requested  that  members  and  guests  regis- 
ter early  and  obtain  their  badge  and  program. 
Registration  will  begin  at  12:00  noon  on  Sunday. 

One  of  the  highlights  of  the  meeting  will  be 
a luncheon  on  June  12,  in  honor  of  the  Past 
Presidents  of  the  Woman’s  Auxiliary  at  which 
Mrs.  Mason  G.  Lawson,  President,  will  preside. 
Guest  Speaker  for  this  occasion  will  be  Mr. 
Leonard  E.  Read,  President  of  the  Foundation 
for  Economic  Education,  who  will  speak  on  “The 
Positive  Approach  to  Combatting  Socialism.” 


O 
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Pomp  and  Pestilence.  Infectious  Disease,  Its  Ori- 
gins and  Conquest;  by  Ronald  Hare,  Professor 
of  Bacteriology  in  the  University  of  London. 
New  York,  N.  Y.  Philosophical  Library,  Inc., 
1955.  pp.  224,  $5.75. 

This  neat  pocket-sized  volume,  lacking  illustra- 
tions, provides  a comprehensive  account  of  the 
progress  made  in  the  elucidation  of  the  epidemi- 
ology of  infectious  diseases  and  the  application 
of  effective  measures  for  their  control.  The  story 
is  told  so  simply  that  at  first  glance  the  informa- 
tion may  seem  trivial,  but  on  more  careful  read- 
ing it  is  discovered  that  the  author  has  the  rare 
facility  of  presenting  technical  data  in  terms 
which  an  intelligent  layman  can  appreciate. 

All  infectious  agents  are  defined  as  “para- 
sites”, irrespective  of  their  etiologic  classification 
or  their  host-parasite  relationship.  It  is  hearten- 
ing to  have  a microbiologist  discuss  animal  para- 


sites with  the  same  understanding  as  he  does 
bacteria  and  viruses.  Moreover,  with  equal  famili- 
arity the  author  considers  the  effects  of  patho- 
gens on  the  individual  and  on  the  human  com- 
munity. 

The  format  of  the  book  is  conservative  but 
attractive;  the  text  is  free  of  typographic  errors, 
well  documented  and  there  is  a useful  combined 
author  and  subject  index.  Because  of  its  ac- 
curacy and  broad  comprehension  of  the  problems 
discussed,  the  volume  should  provide  the  physi- 
cian with  profitable  leisure  reading.  And  he  can 
recommend  it  to  those  of  his  patients  who  desire 
authoritative  information  on  infectious  diseases. 

Ernest  Carroll  Faust,  Ph.D. 


Hemorrhage  of  Late  Pregnancy ; by  John  S.  Fish, 
M.  D.,  Springfield,  111.,  Charles  C Thomas,  1955, 
Pp  180,  Price  $5.50. 
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In  a most  comprehensive  review  of  the  sub- 
ject, the  author  discusses  placental  anatomy, 
clinical  characteristics  and  diagnosis,  as  well  as 
placental  diagnosis  of  hemorrhage  in  late  preg- 
nancy. Of  5,806  private  cases,  the  incidence  of 
late  pregnancy  hemorrhage  by  cause  was  found 
to  be  as  follows:  rupture  of  marginal  sinus  39 
per  cent,  placenta  previa  30  per  cent,  abruptio 
placentas  10  per  cent,  and  undetermined  10  per 
cent. 

Fish  and  his  associates  in  the  Bartholomew 
group  have  shown  that  bleeding  from  rupture  cf 
a marginal  sinus  in  the  placenta  is  more  common 
than  generally  accepted.  The  illustrations  are 
excellent  and  the  entire  book  is  informative.  It 
would  be  easier  reading  if  there  were  not  numer- 
ous instances  of  sentences  eight  to  twelve  lines 
long. 

Eugene  H.  Countiss,  M.  D. 


Cerebral  Vascular  Diseases;  Transactions  of  a 
Conference  Held  Under  the  Auspices  of  The 
American  Heart  Association,  Princeton,  New 
Jersey,  January  24-26,  1954;  Irving  S.  Wright, 
Chairman,  E.  Hugh  Lucky,  Editor,  New  York, 
N.  Y.  Grune  & Stratton,  1955,  Pp  167,  Price 
$5.50. 

This  is  a series  of  fourteen  presentations  and 
discussions  by  34  conference  members,  on  cerebral 
vascular  disorders.  In  addition  to  the  conven- 
tional topics  of  anatomy,  physiology,  pathology, 
diagnosis  and  treatment,  there  are  presentations 
dealing  with  the  emotional  problems  of  cerebral 
vascular  disease  and  their  sociologic,  economic 
ard  personal  significance. 

The  volume  provides  a good  survey  of  the 
present  status  of  this  field.  Dr.  H.  Houston 
Merritt’s  review  of  neurologic  diagnostic  aspects 
shows  very  little  change  since  his  well  known 
treatment  of  the  same  subject  that  is  now  about 
twenty  years  old.  This  reviewer  regrets  that 
more  time  and  space  were  not  allowed  to  Drs. 
Adams,  Scheinker  and  Zimmerman  to  elaborate 
their  respective  ideas  concerning  the  pathology 
of  cerebral  vascular  diseases.  It  is  interesting  to 
see  the  extent  to  which  careful  workers  in  this 
basic  field  may  still  disagree  about  the  mech- 
anisms underlying  macroscopic  changes  seen  in 
apoplexy.  The  chapter  by  Dr.  Rusk  on  rehabili- 
tation deserves  the  widest  diffusion  because  of 
its  immediate  usefulness  in  increasing  the  sal- 
vage rate  among  hemiplegics.  His  opportunities 
for  evaluating  rehabilitation  measures  are  per- 
haps unique,  and  his  presentation  should  help  to 
dispel  the  atmosphere  of  therapeutic  gloom  which 
has  traditionally  surrounded  the  hemiplegic  pa- 
tient. 

Presumably  to  reduce  the  cost  of  the  volume, 
the  slides  used  by  the  speakers  in  the  original 
conference  were  not  reproduced.  One  occasionally 
misses  their  presence.  Some  of  the  presentations 
have  an  adequate  bibliography  appended;  several 


have  none,  and  this  was  sometimes  regrettable, 
notably  in  the  chapters  dealing  with  pathology 
and  the  physiology  of  the  cerebral  circulation. 
Should  not  one  of  the  purposes  of  this  volume  be 
to  whet  the  appetite  of  the  busy  nonexpert? 

E.  B.  Ferguson,  Jr.,  M.  D. 


Animal  Agents  and  Vectors  of  Human  Disease; 
by  Ernest  Carroll  Faust,  Ph.D.,  Philadelphia, 
Lea  and  Febiger,  1955,  pp.  660,  with  216  text 
figures  and  9 plates,  Price  $9.75. 

This  new  text  book  of  Parasitology  by  Profes- 
sor Faust  covers  about  the  same  range  of  subject 
matter  as  Craig  and  Faust’s  “Clinical  Para- 
sitology”. It  is  somewhat  briefer,  particularly  in 
the  clinical  aspect  of  the  infections,  and  the  sub- 
ject matter  is  differently  arranged  so  as  to  place 
the  natural  history,  pathological  and  clinical 
manifestations,  diagnosis,  treatment  and  preven- 
tion of  all  parasitic  infections  together  in  pre- 
liminary chapters.  This  has  value  in  tabular  pre- 
sentation, and  shortens  the  text  dealing  with 
individual  parasites,  but  requires  search  for  data 
and  leads  to  an  occasional  omission. 

The  data  on  each  parasite  are  presented  in 
Dr.  Faust’s  concise,  authoritative  and  comprehen- 
sive manner,  and  give  the  latest  information 
available.  Most  of  the  excellent  illustrations  are 
Dr.  Faust’s  own  drawings,  many  taken  from  his 
previous  publications.  The  only  unfortunate  econ- 
omy is  in  the  plates  of  malaria  parasites  which 
are  in  black  and  white  instead  of  color.  The  sec- 
tion on  Technical  Aids  includes  a variety  of  ap- 
proved methods  of  examination  in  accurate  detail. 
The  list  of  references  to  the  literature  at  the 
end  of  each  chapter  includes  most  of  the  impor- 
tant sources.  Other  references  in  the  text  would 
be  of  more  value  to  the  reader  if  a brief  indica- 
tion of  the  publication  were  included. 

This  book  will  undoubtedly  become  widely  used 
as  a textbook  for  students  of  medicine  and  para- 
sitic biology,  and  should  be  in  the  library  of 
every  individual  and  institution  interested  in  the 
animal  parasites  of  man.  The  author  and  pub- 
lishers are  to  be  commended  on  an  excellent 
product.  j 

Henry  E.  Meleney,  M.  D. 


Psychocutaneous  Medicine ; by  Maximilian  E. 
Obermayer,  M.  D.,  Springfield,  Illinois,  Charles 
C Thomas,  1955,  Pp  487,  Price  $9.75. 

Whether,  and  to  what  degree,  emotional  factors 
are  responsible  for  many  of  the  common  derma- 
toses, is  moot.  Dr.  Obermayer  believes  that  psy- 
chosomatic factors  are  of  great  importance  in 
skin  diseases  and  collects  much  evidence  in  sup- 
port of  his  belief.  Yet  he  makes  a real  effort  to 
preserve  an  unbiased  viewpoint;  contrary  views 
are  also  incorporated  into  his  book.  This  re- 
viewer found  the  section  on  stigmatization  most 
interesting.  The  book  should  have  a wide  appeal. 

Vincent  M.  Derbes,  M.  D. 
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The  Therapy  of  Skin  Tuberculosis ; by  Gustav 
Riehl  and  Oswald  Kopf,  Springfield,  Illinois, 
Charles  C Thomas,  1955,  Pp.  247,  Price  $6.75. 
Though  skin  tuberculosis  is  not  a common  dis- 
ease in  this  country  cases  continue  to  be  seen. 
Thus  we  are  fortunate  to  have  a very  thorough 
and  scholarly  book  on  the  subject  by  a man  with 
extensive  experience  with  this  condition.  Pro- 
fessor Riehl,  after  whom  Riehl’s  melanosis  takes 
its  name,  has  done  an  excellent  job. 

Vincent  J.  Derbes,  M.  D. 


Reflections  on  Renal  Function;  by  James  R.  Rob- 
inson, M.  D.,  Springfield,  Charles  C Thomas, 

1954,  pp  162,  Price  $3.50. 

This  is  an  interesting  and  refreshing  small 
monograph  based  on  lectures  given  to  students  in 
Cambridge.  As  the  author  states,  it  is  intended 
to  bridge  the  gap  between  the  chapters  in  general 
textbooks  and  larger  treatises  such  as  that  of 
Homer  Smith.  The  author  contends  that  “renal 
physiology  is  controversial  and  perhaps  ought  to 
be  more  so.  There  is  a temptation,  especially 
when  teaching,  to  seek  clarity  by  a too  well  or- 
ganized presentation  which  gives  the  impression 
of  a greater  understanding  than  we  really  have.” 
The  author  has  steered  a middle  course,  but,  in 
doing  so,  has  indicated  his  impressions  of  the 
various  issues  and  problems  in  a clear,  informal, 
and  critical  manner. 

The  presentation  of  clearance  concepts  is  ex- 
cellent, as  is  the  discussion  of  glomerular  filtra- 
tion and  tubular  reabsorption  and  secretion. 
Glomerular  filtration  is  conceived  as  a variable 
and  the  possibility  presented  that  protein  is  fil- 
tered in  small  amounts  by  the  healthy  glomerulus 
and  subsequently  reabsorbed  by  the  tubule.  It  is 
suggested  that  the  main  function  of  the  kidney 
is  to  safeguard  the  composition  of  extracellular 
fluids  by  conserving  soluble  constituents  of  the 
body.  The  tubular  epithelium  thus  becomes  a 
most  important  gland  of  internal  secretion,  for  it 
secretes  no  less  than  180  liters  of  extracellular 
fluid  into  the  blood  every  day.  This  implies  that 
a diuretic  which  increases  the  urine  output  with- 
out increasing  glomerular  filtration  rate  should 
be  classed  as  an  inhibitor  and  not  a stimulant  of 
renal  activity.  The  suggestion  is  also  made  and 


evidence  cited  that  the  loops  of  Henle  may  have 
the  function  of  assisting  the  bulk-reduction  func- 
tion of  the  proximal  tubules  by  passive  reabsorp- 
tion of  water  and  salts,  thus  allowing  the  attain- 
ment of  osmotic  equilibrium  between  the  fluid 
passing  through  the  thin  limb  and  the  blood  in 
the  vasarecta.  The  “counter-current”  hypothesis 
of  Hargitay  and  Kuhn  for  the  production  of  a 
hypertonic  urine  is  discussed  in  detail  in  connec- 
tion with  this  function  of  the  loops  of  Henle  and 
the  question  raised  as  to  its  significance  in  man. 
The  discussion  of  the  mechanism  of  action  of  the 
anti-diuretic  hormone  is  thought-provoking.  By 
analogy  with  results  on  frog  skin,  the  action  of 
the  hormone  may  be  that  of  opening  up  of  pores 
and  the  reabsorption  of  osmotically  free  water  in 
the  distal  tubule. 

The  above  examples  should  serve  to  illustrate 
the  nature  of  these  “Reflections.”  Throughout 
the  discussions  of  the  excretion  of  water  and 
sodium,  renal  control  of  acid-base  balance,  regula- 
tion of  renal  function,  regulation  of  body  fluids, 
there  is  a delightfully  told  story,  combining  the 
historic  and  traditional  points  of  view  with  the 
suggestions  from  recent  work.  The  problems  are 
summarized  in  an  epilogue  which  might  well  be 
read  before  as  well  as  after  the  rest  of  the 
material.  The  monograph  is  heartily  recom- 
mended to  students  and  physicians  as  a stimulat- 
ing, provocative  and  timely  account  of  what 
physiologists  believe  to  be  the  mechanisms  by 
which  the  kidney  performs  its  valuable  functions. 

H.  S.  Mayerson 


PUBLICATIONS  RECEIVED 

Little,  Brown  & Co.,  Boston:  Therapy  of  Fun- 
gus Diseases,  edited  by  Thomas  H.  Sternberg, 
M.  D.,  and  Victor  D.  Newcomer,  M.  D. 

Prentice-Hall,  Inc.,  Englewood  Cliffs,  N.  J. : 
The  Truth  About  Cancer,  by  Charles  S.  Cam- 
eron, M.  D. 

W.  B.  Saunders  Co.,  Phila. : The  Neuroses  in 
Clinical  Practice,  by  Henry  P.  Laughlin,  M.  D.; 
Clinical  Recognition  and  Management  of  Disturb- 
ances of  Body  Fluids,  by  John  H.  Bland,  M.  D. 
(2nd  edit.)  ; Electrocardiography,  Fundamentals 
and  Clinical  Application,  by  Louis  Wolff,  M.  D., 
(2nd  edit.). 
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DR  AMAMINE^  IN  VERTIGO 


Notes  on  the  Diagnosis  and  Management  of  “Dizziness” 

III.  Meniere’s  Syndrome 


1.  Paroxysmal  Whirling  Vertigo.  This  consists  of  sudden  attacks  of  dizziness,  often  when 
the  patient  is  at  rest  or  asleep.  The  patient  may  feel  that  he  himself  is  whirling  or  that  fixed 
objects  about  him  are  whirling . The  attack  usually  lasts  for  a few  minutes;  occasionally  it 
is  severe  for  weeks  or  subacute  for  months. 


2.  Subtotal  Hearing  Loss. 
Deafness  will  usually  affect  the 
high  tones  and  it  may  be  uni- 
lateral or  bilateral.  Sometimes 
the  hearing  loss  is  severe  and 
also  progressive. 


3.  Tinnitus.  This  Is  usually  uni- 
lateral and  present  in  the  ear 
with  greater  hearing  loss  and 
Is  without  a definite  pattern. 


Fewer  diagnostic  errors1  will  result  if  a “triad  of 
symptoms”  is  required  of  patients  with  suspected 
Meniere’s  syndrome.  These  are  the  symptoms  of 
typical  Meniere’s  syndrome: 

1.  Severe  paroxysmal  vertigo  which  may  be  of  two 
types;  either  the  patient  feels  that  he  is  whirling 
or  that  objects  about  him  are  whirling. 

2.  Fluctuating  subtotal  hearing  loss,  usually  affect- 
ing the  higher  tones,  is  noted  at  the  same  time  as 
vertigo. 

3.  Tinnitus,  usually  unilateral,  is  associated  with  the 
deafness  and  dizziness. 

With  Meniere’s  syndrome  there  is  no  definite  locali- 
zation2 by  the  Barany  (vestibular  reaction)  test  and 
results  of  the  caloric  test  are  not  diagnostic.  Physi- 
cal examination  should  rule  out  disease  of  the  cen- 
tral nervous  or  cardiovascular  systems  before  a 
diagnosis  is  made. 

“Treatment  with  Dramamine®.  . . is  effective3  in 
aborting  and  preventing  attacks  of  Meniere’s  syn- 


drome . . . will  prevent  or  arrest  attacks  of  vertigo. 
It  will  also  reduce  the  intensity  of  the  tinnitus  and 
so  may  save  some  of  the  hearing  in  the  affected  ear.” 
Dramamine  is  recommended  for  Meniere’s  syn- 
drome as  the  sole  therapy  or  in  combination  with 
other  treatment  programs. 

It  is  a therapeutic  standard  also  for  motion  sick- 
ness and  is  useful  for  relief  of  nausea  and  vomiting 
of  radiation  sickness  and  fenestration  procedures. 

Dramamine  (brand  of  dimenhydrinate)  is  supplied 
in  tablets(50  mg.);Supposicones®(100  mg.);ampuls 
(250  mg.);  liquid  (12.5  mg.  in  each  4 cc.).  G.  D. 
Searle  & Co.,  Research  in  the  Service  of  Medicine. 


1.  DeWeese,  D.  D.:  Symposium:  Medical  Management  of 
Dizziness.  The  Importance  of  Accurate  Diagnosis,  Tr.  Am. 
Acad.  Ophth.  58:694  (Sept.-Oct.)  1954. 

2.  Jackson,  C.,  and  Jackson,  C.  L.  (editors):  Diseases  of  the 
Nose,  Throat,  and  Ear,  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1945,  pp.  368;  414. 

3.  Queries  and  Minor  Notes:  Meniere's  Syndrome.  J.A.M.A., 
141. 500  (Oct.  15)  1949. 


A new  edition  of  " Dramamine  Reviews  and  Abstracts containing  di- 
gests of  more  than  100  recent  articles , is  available  on  request  to  . . . 


s 


P.  O.  Box  5110,  B 
Chicago  80,  Illinois 
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in  the  treatment  of 

respiratory  infections 


January  and  his  associates'  have  written 
on  the  use  of  tetracycline  (Achromycin) 
to  treat  118  patients  having  various 
infections,  most  of  them  respiratory,  in- 
cluding acute  pharyngitis  and  tonsillitis, 
otitis  media,  sinusitis,  acute  and 
chronic  bronchitis,  asthmatic  bronchitis, 
bronchiectasis,  bronchial  pneumonia, 
and  lobar  pneumonia.  Response  was 
judged  good  or  satisfactory  in  more  than 
84%  of  the  total  cases. 

Each  month  there  are  more  and  more 
reports  like  this  in  the  literature,  docu- 
menting the  great  worth  and  versatility 
of  Achromycin.  This  antibiotic  is  unsur- 
passed in  range  of  effectiveness.  It  provides 
rapid  penetration,  prompt  control.  Side 
effects,  if  any,  are  usually  negligible. 

No  matter  what  your  field  or  specialty. 
Achromycin  can  be  of  service  to  you. 
For  your  convenience  and  the  patient’s 
comfort,  Lederle  offers  a full  line  of 
dosage  forms,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vita- 
mins. Attacks  the  infection — defends  the 
patient — hastens  normal  recovery.  For 
severe  or  prolonged  illness.  Stress  formula 
as  suggested  by  the  National  Research 
Council.  Offered  in  Capsules  of  250  mg. 
and  in  an  Oral  Suspension,  125  mg.  per 
5 cc.  teaspoonful. 


For  more  rapid  and  complete 
absorption.  Offered  only  by  Lederle  ! 


filled  sealed  capsules 


•January,  H.  L.  et  al : Clinical  experience  with 
tetracycline.  Antibiotics  Annual  1954-55,  p.  625. 


LEDERLE  LABORATORIES  DIVISION 

AMERICAN  CYAN  AM  I D COMPANY 

PEARL  RIVER.  NEW  YORK 


• req.  u.  s.  pat.  off. 


PHOTO  DATA:  4X5  VIEW  CAMERA,  F5.6,  l/25  SEC.,  EXISTING 
LIGHTING  AT  DUSK,  ROYAL  PAN  FILM. 
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DOCTORS  EVERYWHERE  NOW  KNOW  WHY 

viceroys  Am  Smoother 


THE  VICEROY  TIP  HAS 


/r/{7£ASj? 


Professional  men  who  have  studied  the 
microscopic  analysis  of  the  Viceroy  filter 
now  know  why  the  Viceroy  taste  is 
smoother— never  rough.  Only  Viceroy  has 
20,000  tiny  filters  in  every  tip— twice  as 


many  filters  as  the  other  two  largest-selling 
filter  brands.  That  is  why  Viceroys  are 
smoother  by  far— never,  never  rough.  That 
is  why  so  many  doctors  now  smoke  and 
recommend  Viceroys. 


Yes,  smoother  taste  because  there  are 

TWICE  AS  MANY  FILTERS 


IN  EVERY  VICEROY  TIP 

as  the  other  two  largest-selling  filter  brands! 


c 


B 


Brand 


Biaiul 


Viceroy 

filter  Z/ip 

CIGARETTES 


Viceroy's  exclusive  filter  is  made  from 
pure  cellulose— soft,  snow-white,  natural! 


KING-SIZE 


Reduces  Muscular  Tension 


Electromyography  shows  decisive  response 


Electromyographic  study  of  neuromuscular  hyper- 
activity in  42-year-old  male  with  anxiety-tension  syn- 
drome. A,  Before  EQUANIL;  action  potential  of  high 
amplitude  and  frequency.  B,  After  one  week  of 


ambulatory  treatment  with  EQUANIL;  showing  def- 
inite reduction  in  tension,  greater  ability  to  relax, 
and  marked  improvement  in  muscular  coordina- 
tion. C,  Point  where  patient  makes  effort  to  relax.1 


® 

Philadelphia  1,  Pa. 


The  remarkable  effectiveness  of  Equanil  may 
be  demonstrated  in  two  ways.  One  is  by  its 
ability  to  relieve  muscle  spasm  and  neuromus- 
cular tension.1  The  second  is  by  its  ability  to 
rebeve  mental  tension  and  anxiety. 

Usual  dosage:  1 tablet  t.i.d.  The  dose  may  be  adjusted 
either  up  or  down,  according  to  the  clinical  response  of 
the  patient. 

Supplied:  Tablets,  400  mg.,  bottles  of  50. 

1.  Dickel,  H.A.,  et  al.:  West.  J.  Surg.,  April,  1956. 

anti-anxiety  factor 
with  muscle-relaxing  action 
. . . relieves  tension 


•Trademark 
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All  physicians  appreciate  the  strictness  of  pharmaceu- 
tical standards.  Pablum  Cereals  are  the  only  baby 
cereals  made  by  nutritional  and  pharmaceutical  spe- 
cialists. All  four  Pablum  Cereals  are  enriched  with 
thiamine,  riboflavin,  calcium,  phosphorus,  copper,  and 
with  iron  in  its  most  assimilable  form. 


Mixed 


Cereal 


Now  available  in  these  bright  new  packages. 

DIVISION  OF  MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  IND.  • Manufacturers  of  nutritional  and  pharmaceutical  products 
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All  the  benefits  of  prednisone 

and  prednisolone 
plus  positive  antacid 
action  to  minimize 
gastric  distress 


Multiple  Compressed  Tablets  of  ‘Co-Deltra’ 
and  ‘Co-Hydeltra’  are  designed  to  help  the 
physician  cope  with  the  problem  of  gastric  dis- 
tress which  might  otherwise  become  an  obstacle 
to  therapy  with  the  newer  steroids  prednisone 
and  prednisolone.  Each  Multiple  Compressed 
Tablet  is  specifically  formulated  as  a “tablet 
within  a tablet”  to  provide  stability  and  to  re- 
lease in  sequence  antacid  and  anti-inflammatory 
components. 


M ULTIPUE 
Compressed 
Tablets 

Prednisone  Buffered 


and 


'Co-Hydeltra' 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


Prednisolone  Buffered 

Supplied:  Multiple  Compressed  Tablets  of 
‘Co-Deltra’  and  ‘Co-Hydeltra’,  each  contain- 
ing 5 mg.  prednisone  or  prednisolone,  300  mg.  of 
dried  aluminum  hydroxide  gel,  U.S.P.,  and  50 
mg.  of  magnesium  trisilicate,  U.S.P.,  bottles  of 
30  tablets. 

‘Co-Deltra’  and  ‘Co-Hydeltra’ 

are  the  trademarks  of  Merck  & Co.,  Inc. 
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TIMBERLAWN  SANITARIUM 


For 

Nervous  and  Mental  Diseases 

Phone  Fairdale  2678  DALLAS  1,  TEXAS  P.  O.  Box  1769 

★ ★ 

Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational  ther- 
apy. All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 

THE  STAFF 

Guy  F.  Witt,  M.D.,  Medical  Director  Howard  M.  Burkett,  M.D.,  Associate  Psychiatrist 

Perry  C.  Talkington,  M.D.  ) _ James  K.  Peden,  M.D.,  Associate  Psychiatrist 

Chas.  L.  Bloss,  M.D.  J <-o-Uirectors  Fred  H Jordai1j  M D-(  Resident  Psychiatrist 

Mrs.  Anne  Gilcrease,  R.N.,  Director  of  Nurses 
Raiph  M.  Barnette,  Jr.,  Business  Manager 
Miss  Geraldine  Skinner,  Director  of  Occupational  Therapy 


NOW 


Our  Direct  Teletype  Service  Mi/iUi/ 
Brings  Anything  You  Need  m **®^*^'t 


Through  your  local  Mueller  representatives  you  now  have  access  to  all  our 
world-wide  resources  for  fine  surgical  instruments,  equipment,  supplies — - 
everything  you  need.  Fast  teletype  service,  in  addition  to  substantial  local 
stocks,  brings  you  fast  deliveries.  Highest  quality,  too,  and  at  reasonable  cost. 


Instruments  For  All  Surgery 
Office  and  Hospital  Furniture 
Surgical  Equipment 
Explosion-Proof  Ether-Vacuum  Units 
Mueller  Surgical  Pumps 
Mueller  Electronic  Tonometer 
Mueller  Giant  Eye  Magnet 
Rubber  Goods — Sundries 
Sutures — Dressings — All  Kinds 


Instrument 
Makers 
To  The 
Profession 

Since  1895 


EXCELLENT  REPAIR  SERVICE 

Take  advantage,  too,  of  our  competent 
repair  service  . . . Money-saving  repairs 
of  your  diagnostic  and  surgical  instru- 
ments are  made  promptly  and  prop- 
erly . . . Our  main  plant  has  complete 
facilities  for  thorough  reconditioning, 
resharpening  and  replating. 


IN  DALLAS 

Medical  Arts  Building 
Telephone  PRospect  4881 


& 

IN  HOUSTON 
Hermann  Prof.  Building 
Telephone  JAckson  3-8133 


MAIN  PLANT  AND  GENERAL  OFFICES:  330  SOUTH  HONORE  STREET,  CHICAGO  12 


Ujpjolut 


Rheumatoid  arthritis, 
rheumatic  fever, 
intractable  asthma, 
allergies . . . 


tablets 


Supplied: 

5 mg.  tablets  in  bottles  of  50 
10  mg.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  500 

•REGISTERED  TRADEMARK  FOR  THE  UPJOHN 
BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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"How  to  look  at  a doctor's  bill"  could  well  serve  as  the  title  for  recent 
Parlce-Davis  advertisements  on  the  cost  of  medical  care.  For  they  suggest 
to  the  public  new  ways  of  looking  at  the  extraordinary  value  one  buys 
with  each  dollar  spent  for  prompt  and  proper  medical  care. 

These  Parke-Davis  messages  talk  in  everyday  language  about  familiar 
but  “forgotten”  facts.  Some  examples:  the  steadily  decreasing  cost  of 
curing  diseases  such  as  pneumonia,  the  phenomenal  reduction  in  the 
death-rate  for  children,  the  substantial  savings  in  time  and  income  because 
of  the  shortened  duration  of  hospital  stays. 

By  highlighting  the  heartening  facts  of  medical  progress  in  relation  to 
the  cost  of  medical  care,  this  new  series  hopes  to  help  in  creating  a 
healthy,  realistic  public  opinion  on  the  reasonableness  of  medical  costs. 

To  do  this  successfully,  we  wish  the  facts  to  have  the  widest  possible 
readership.  Therefore  these  advertisements  are  being  published  regularly 
in  such  mass-circulation  magazines  as  LIFE,  the  SATURDAY  EVENING 
POST,  and  TODAY’S  HEALTH. 


If  you  would  like  to  have  folder-size  reprints 
of  any  of  these  ads  for  your  reception  room,  we 
will  be  happy  to  supply  them  on  request. 

. PARKE,  DAVIS  & COMPANY 

Detroit  32,  Michigan 
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for  more  efficient  ^ 

CONTROL  OF  fat* 


Each  tablet  contains: 


Aspirin  200  mg.  (3  grains) 

Phenacetin  150  mg.  (2Vi  grains) 

Caffeine  30  mg.  (Vi  grain) 

Demerol  hydrochloride  30  mg.  (Vi  grain) 


Average  Adult  Dose:  1 or  2 tablets 

repeated  in  three  or  four  hours  as  needed. 

Bottles  of  100  tablets.  Narcotic  blank  required. 

"Such  a combination  has  proven  clinically  to  be  far 
more  effective  and  no  more  toxic  than  equivalent 
doses  of  any  of  these  used  singly.  " * 


LABORATORIES 

NEW  YORK  18,  N.  Y. 


*Bonica,  J.J.;  and  Backup,  P.H.:  Northwest  Med.,  54:22,  Jan.  1955. 

Demerol,  trademark  reg.  U.S.  Pat.  Off.,  brand  of  meperidine,  - May  be  habit  forming 
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the  tranquilizer  with 

NO  KNOWN 
CONTRA-INDICATIONS 

ideal  for  prolonged  therapy 

• Effective  in  anxiety,  tension  and  muscle  spasm 

• Well  tolerated — not  habit  forming — essentially  non-toxic 

• Does  not  produce  depression 

• Orally  effective  within  30  minutes  for  a period  of  6 hours 

• Supplied  in  400  mg.  tablets.  Usual  dose:  1 or  2 tablets— 3 times  a day 

Miltowri 

the  original  meprobamate — 2-methyl-2-n-propyl-l,3-propanediol  dicarbamate — U.S.  Patent  2,724,720 

DISCOVERED  AND  INTRODUCED  by  Wallace  Laboratories,  New  Brunswick,  N.  J. 

Literature  and  Samples  Available  on  Request 
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stable  ataractic  (tranquillizing)  eff 

without  excessive  sedation 

. • . •* 


stable  hypotensive  effect  without  rapid  peaks  and 

declines  in  blood  pressure 

1 


Systolic 

Pressure,  mm. 

' 


Comparative  effect  of  Raudixin  on  the  blood  pressure  of 
hypertensive  patient  and  normotensive  patient. 


DOSAGE:  100  mg.  b.i.d.  initially; 
may  be  adjusted  within  a range  of 
50  mg.  to  500  mg.  daily.  Most  pa- 
tients can  be  adequately  maintained 
on  100  mg.  to  200  mg.  daily. 

SUPPLY:  50  mg.  and  100  mg.  tab- 
lets, bottles  of  100,  1000  and  5000. 
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Days  10  20  30  40  50  60  70  80  90 


effect 


The  hypotensive  action  of  Raudixin  is  selective  for  the  hypertensive  state. 
For  this  reason,  Raudixin  does  not  significantly  affect  the  blood  pressure  of 
normotensive  patients. 


Squibb 


•RAUDIXIN’©  IS  A SQUIBB  TRADEMARK 
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new  fluoroscope? 


25  South  Broadway,  Whit©  Plaint,  N 


Picker  x-ray  apparatus  is  backed  by  a service  organization  without 
peer  in  the  field.  There’s  a local  Picker  office  near  you,  ready  to 
serve  you  well  and  promptly  in  anything  having  to  do  with  x-ray. 


get  a fine  one..  . the  little  more  it  may  cost* 
will  pay  off  handsomely  in  the  long  run.  A fine 
Picker  fluoroscope  like  this  will  serve  you  efficiently 
for  many  a long  year.  It  is  built  by  the  same  skilled 
craftsmen  to  the  same  high  standards  as  the  Picker 
apparatus  used  in  three  out  of  four  Medical  Schools  and 
Teaching  Institutions  in  the  U.  S.  and  Canada. 

*You  can  rent  it  (or  any  other  Picker  apparatus)  if  you’d  rather. 


32 


ADVERTISEMENT  DEPARTMENT 


Brand 


POLYMYXIN  B — BACITRACIN  OINTMENT 


& (Mm  b/iMd,-Qhe$mc  Urn/b^ 


For  topical  use:  in  Vi  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  '/*  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  N.  V. 
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with  the 

IEW  easy  to  follow 

IOICE-OF-FOODS 

met  list  chart 

developed  by 
food  education  dept. 


New  Booklet  Available  to  Aid 
Management  of  Overweight  Patients 


The  1955  edition  of  the  well-known  Knox  “Eat- 
and-Reduce”  booklet  eliminates  calorie  counting 
for  your  obese  patients.  This  year’s  edition  is 
based  on  the  use  of  Food  Exchange  Lists'  which 
have  proved  so  accurate  in  the  dietary  manage- 
ment of  diabetics.  These  lists  have  been  adapted 
to  the  dietary  needs  of  patients  who  must  lose 
weight. 

The  first  18  pages  of  the  new  booklet  present  in 
simple  terms  key  information  on  the  use  of  Food 
Exchanges  (referred  to  in  the  book  as  Choices). 
In  the  center,  double  gatefold  pages  outline  color- 
coded  diets  of  1200,  1600,  and  1800  calories  based 
on  the  Food  Exchanges.  Physicians  will  find 
these  diets  easy  to  revise  to  meet  the  special 
needs  of  individual  patients. 

To  help  patients  persevere  in  their  reducing 


plans,  the  last  14  pages  of  the  new  Knox  booklet 
are  devoted  to  more  than  six  dozen  tested,  low- 
calorie  recipes.  Please  use  the  coupon  below  to 
obtain  copies  of  the  new  “Eat-and-Reduce”  book- 
let for  your  practice. 

1.  Developed  by  the  U.  S.  Public  Health  Service  assisted  by  committees  of 
The  American  Diabetes  Assn.,  Inc.  and  The  American  Dietetic  Assn. 


r Chas.  B.  Knox  Gelatine  Co..  Inc. 

[Professional  Service  Dept.  SJ-17 
^ Johnstown,  N.  Y. 

Please  send  me copies  of  the  new  illustrated 

I Knox  “ Eat-and-Reduce ” booklet  based  on  Food 
Exchanges. 

. ! 
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The  Full-Liquid  Diet 
pulls  its  own  weight! 

Packing  good  nutrition  into  the  full-liquid  diet  for 
your  patient  who  must  stay  on  it  a long  time  is  some- 
times difficult.  But  with  a blender  or  egg  beater,  almost 
any  food  can  be  used. 

Mix  the  same  foods  many  ways — 

Strained  chicken  in  milk  makes  "bisque” — in  tomato  juice  it’s 
"creole.”  Strained  liver  and  bacon  double-times  the  same  way. 

Your  patient  may  like  cottage  cheese  whipped  into  milk 
flavored  with  chocolate  and  mint,  or  he  can  blend  it  with 
cranberry  juice  sparked  with  lime. 

Strained  carrots  go  in  milk,  broth,  or  pineapple  juice.  Flavor 
the  milk  blend  with  nutmeg,  the  broth  with  parsley,  and  the 
juice  with  cinnamon.  An  egg  or  skim  milk  powder  may  be 
added  for  a protein  bonus. 

Strained  fruits  in  fruit  juices  do  well  with  a squeeze  of  lemon 
or  a touch  of  mint. 

Then  serve  them  up  with  dash  — 

Bright  colored  drinks  look  good  in  clear  glass — pale  ones  in 
gayly  painted  glasses.  And  if  a mixture  looks  drab,  hide  it  in  a 
bean  pot  or  a round  jam  jar  wrapped  in  a napkin. 

Add  a bright  plastic  straw.  And  for  garnish,  try  a sprinkle  of 
spice,  a spoonful  of  sherbet,  a dab  of  whipped  cream,  or  a 
lemon  slice  hooked  on  the  edge  of  the  glass.  Or  frost  the  rim 
by  dipping  the  glass  in  water,  then  sugar. 

Of  course,  only  you  can  tell  your  patient  just  which  foods 
he  can  and  must  have.  And  if  you  feel  that  a glass  of  beer* 
is  acceptable  in  his  specific  condition,  it  may  provide  the 
incentive  he  needs  to  stay  within  the  limits  you  set. 


United  States  Brewers  Foundation 

Beer — America's  Beverage  of  Moderation 


*pH  4.3;  104  calories  / 8 OZ.  glass  (Averoge  of  American  8eers) 


If  you’d  I ike  reprints  for  your  patients,  please  write  United  States  Brewers 


Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 
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NEW  CONCEPT  IN  URINE-SUGAR  TESTING 


inpui'i 

If  • * • i $ i i } . 


1 



“sr 

um 

WtaiSAHj  m IJOJJJ 

complete  specificity . . . unaffected  by  non- 
glucose reducing  substances ...  differenti- 
ates glucose  from  other  urine-sugars... 
thousands  of  tests  reveal  no  substance 
causing  a false  positive. 

extreme  sensitivity . . . detects  glucose  con- 
centrations of  0.1  % or  less. 

utmost  simplicity  and  convenience ...  a 

Clinistix  Reagent  Strip  moistened  with 
urine  turns  blue  when  glucose  is  present. 

qualitative  accuracy ...  used  whenever 


presence  or  absence  of  glucose  must  be 
determined  rapidly  and  frequently. 
Clinistix  does  not  attempt  to  give  quan- 
titative results  because  so  many  factors  in 
urine  influence  enzyme  reactions. 

economy  ...Clinistix  saves  time  and 
cuts  costs... each  strip  is  a complete  test 
rapidly  performed  without  reagents  and 
equipment. 

available:  Packets  of  30  Clinistix  Re- 
agent Strips  in  cartons  of  12  — No.  2830. 


AMES  COMPANY,  INC 

Ames  Company  of  Canada,  Ltd.,  Toronto 


ELKHART,  INDIANA 


13356 


36 


ADVERTISEMENT  DEPARTMENT 


your  patient  should  not  be 
endangered  by  fluid  accumulation 
during  "rest  periods" 

YOUR  PATIENT  NEEDS  AN 
ORGANOMERCURIAL 


When  a diuretic  must  evoke  acidosis  to  be  effective,  continued 
administration  without  dosage  limitation  results  in  refractoriness. 
Other  diuretics  may  require  interrupted  dosage  to  avoid  gastro- 
intestinal irritation. 

But  the  sustained  diuresis  achieved  by  the  organomercurials  never 
necessitates  routine  “rest  periods”  because  of  their  mode  of  action. 


TABLET 


NE 


O HYDRIN' 


BRAND  OF  C H L O R M E R O D R I N <ie.3  mg.  of  3- ch  lorom  e rcur  i - 2 - m et  h ox  y- propy  lu  r e a 

EQUIVALENT  TO  lO  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure  mercuhydrin®  sodium 

BRAND  OF  MERALLURIDE  INJECTION 


0I2IS 


/ 

HydroCortone  -T  B A 

^ (HYDROCORTISONE  TERTIARY- BUTYLACETATE.  MERCK) 


gives  the  arthritic  patient  more  days  of  freedom 

from  joint  symptoms — in  many  patients  the 
anti-rheumatic  effect  persists  2 to  10  times  longer 
than  after  injection  of  hydrocortisone  acetate. 

Its  action  is  local  and  without  systemic  effect. _ 


SUPPLIED:  SALINE  SUSPENSION  HYDROCORTONE TBA — 25  MG./CC..  VIALS  OF  5 CC. 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 
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• A 100%  PURE  MILK  FORMULA 


• NO  SUBSTITUTE  ANIMAL  OR  VEGETABLE  FATS 
• HIGH  IN  READILY  ASSIMILATED  PROTEIN 
• FORTIFIED  WITH  VITAMINS  A AND  D AND  IRON 


NESTLE  -/fl tcffte-Acvtoted, 
■Hasten.  esc 
^s^ascC  %cfafa»c 


FOR  OVER  A QUARTER  CENTURY. 
AN  UNEXCELLED  RECORO  IN 
SUCCESSFUL  INFANT 
FEEDING 


THE  NESTLE  COMPANY,  INC.,  professional  products  division,  white  plains, new  york 


advantages 


• rapid  absorption  and  distribu- 
tion to  all  parts  of  the  body 


prompt,  broad-spectrum  action 
against  infections  caused  by 
gram-positive  and  gram-negative 
bacteria,  spirochetes,  certain 
large  viruses  and  protozoa 


• minimal  incidence  of  adverse 
reactions 


• available  in  a wide  selection  of 
convenient  dosage  forms  for  oral, 
parenteral  or  topical  use 


Tetracycline  the  nucleus  of 

modern  broad -spectrum  activity  discov- 
ered and  identified  by  Pfizer  scientists 


Pfizer  Laboratories 
Division,  Chas.  Pfizer  & Co ^ Inc. 
Brooklyn  6,  N.  Y. 


m 
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Meat 


• • • 


and  the  Rehabilitation  of 

Protein  Depleted  Patients 


Although  the  recommended  daily  allowance  of  one  gram 
of  protein  per  kilogram  of  body  weight  is  adequate  for  the  average  healthy 
adult,1  greater  amounts  may  be  needed  in  the  rehabilitation  of  patients 
depleted  in  protein  after  severe  infections,  mechanical  trauma,  burns,  or 
extensive  surgery.2  Protein  needs  for  tissue  regeneration  during  convales- 
cence are  high. 


To  speed  rehabilitation  of  the  protein  depleted  patient,  top  quality 
protein  and  calories  should  be  given  in  generous  quantity.2  However,  a 
high  protein  intake,  130  grams  daily,  at  best  induces  a slow  response.3 
Intakes  at  3 or  4 times  that  level  may  produce  considerably  more  rapid 
gain  in  weight,  strength,  and  morale.4,5  If  mastication  and  swallowing  are 
difficult,  canned  strained  meats — such  as  used  in  infant  feeding — may  be 
used  to  advantage  in  the  high  protein  diet.2 

Lean  meat,  outstanding  in  contained  top  quality  protein,  may  well 
be  made  the  keystone  of  the  high  protein  diet.  Its  abundance  of  vitamin 
B complex  and  essential  minerals — iron,  phosphorus,  potassium,  and  mag- 
nesium— adds  to  its  therapeutic  value.  Important  also  are  its  appetite 
appeal,  its  easy  digestibility,  and  its  virtual  freedom  from  allergenic 
properties. 

1.  Recommended  Dietary  Allowances,  Washington,  D.  C.,  National  Academy  of  Sciences — 
National  Research  Council,  Publication  302,  1953. 

2.  Co  Tui:  Review:  The  Fundamentals  of  Clinical  Proteinology,  J.  Clin.  Nutrition  7:232  (Mar.- 
Apr.)  1953. 

3.  Keys,  A.;  Brozek,  J.;  Henschel,  A.;  Mickelsen,  O.,  and  Taylor,  H.  L.:  The  Biology  of  Human 
Starvation,  Minneapolis,  Univ.  of  Minnesota  Press,  1950. 

4.  Burger,  G.C.E.;  Drummond,  J.  C.,  and  Sandstead,  H.  R.:  Malnutrition  and  Starvation  in 
Western  Netherlands,  The  Hague  General  State  Printing  Office,  1948,  Part  II,  p.  91. 

5.  Co  Tui;  Kuo,  N.H.;  Chuachiaco,  M.,  and  Mulholland,  J.H.:  The  Protein  Depletion  (Hypo- 
proteinia)  Syndrome  and  Its  Response  to  Hyper-Proteinization,  Anesth.  & Analg.  28\  1 
(Jan. -Feb.)  1949. 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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is  the  symbol 


of  the 

Standardized 

Tablets 

Quinidine  Sulfate 

Natural 

, 0.2  Gram 
(approx.  3 grains) 
produced  by 

Davies,  Rose  & Co.,  Ltd. 

By  specifying  the  name,  the 
physician  will  be  assured  that  this 
standardized  form  of  Quinidine 
Sulfate  Natural  will  be  dispensed 
to  his  patient. 

( finical  samples  sent  to  physicians 
on  their  request 


Davies,  Rose  & Co.,  Ltd. 
Boston  18,  Mass. 


Q4 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREMARINI 

widely  used 

y 

natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  \ ork,  N.  Y » Montreal,  Canada 
5645 
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Foot-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 


• Insole  extension  and 
of  heel  where  support  is 

• Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintain  the  appearance 
of  normal  shoes. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  orthopedic  advice. 

•NOW  AVAILABLE!  Men’s  conductive  shoes.  N.  B.  F.  U. 
specifications.  For  surgeons  and  operating  room  personnel. 

• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio,  club 
feet  and  all  types  of  abnormal  feet  than  any  other 
manufacturer. 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 


"...THE  MERCURIALS 
HAVE  PROLONGED 
THE  WORKING  PERIOD 
AND  LIFE  SPAN  OF 
COUNTLESS  SUFFERERS 
FROM  CONGESTIVE 
HEART  FAILURE..."* * 

TABLET 

NEOHYDRIN® 

•*Fishberg,  A.  M.:  Hypertension 
and  Nephritis,  ed.  5,  Philadelphia, 

Lea  & Febiger,  1954,  pp.  177-178. 


MEDICAL  BOOKS 

Of  All  Publishers 

Any  book  on  Medicine,  Surgery,  and  Nursing 

J.  A.  MAJORS  COMPANY 

1301  Tulane  Ave.  New  Orleans  12,  La. 

— Catalogs  cheerfully  sent  upon  request  — 


We  appreciate 

our  Advertisers 

Patronise  them 
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PROFESSIONAL  CARDS 


The  Baton  Rouge  Clinic 

134  North  19th  St. 


Ear,  Nose  & Throat 
Gerald  Joseph,  M.  D. 


Eye 

Dalton  S.  Oliver,  M.  D. 


Internal  Medicine 

Cheney  Joseph,  M.  D. 
Charles  Prosser,  M.  D. 
Roger  J.  Reynolds,  M.  D. 

Obstetrics  & Gynecology 
Melvin  Schudmak,  M.  D. 
J.  P.  Griffon,  M.  D. 


Telephone  8-5361 
Urology 

Mortimer  Silvey,  M.  D. 


Surgery 

Joseph  Sabatier,  M.  D. 
Charles  Mosely,  M.  D. 


SELLERS  AND  SANDERS  CLINIC 

4414  Magnolia  Street 
New  Orleans 

Gynecology  and  Obstetrics  Surgery 

Dr.  Thomas  Benton  Sellers  Dr.  John  T.  Sanders 

Dr.  Simon  V.  Ward  Dr.  Charles  R.  Walters 

Dr.  Julius  T.  Davis 


Green  Clinic 


709  South  Vienna  Street 

Surgery 

Marvin  T.  Green,  M.D. 

LaMoyne  C.  Bleich,  M.D. 


Obstetrics  and  Gynecology 
Carl  L.  Langford,  M.D. 
David  M.  Hall,  M.D. 

Pediatrics 

Bruce  W.  Everist,  M.D. 

O.  Wharton  Brown,  Jr.,  M.D. 


D.  A.  CASEY,  M.  D. 

Otolaryngology 
Fenestration  Surgery 

503  California  Bldg.  CAnal  3195 

3915  Jefferson  Highway  CEdar  7256 


DR.  EUGENE  L.  WENK 

GERIATRICS 

206  Physicians  & Surgeons  Bldg. 
SHREVEPORT,  LA. 


Ruston,  Louisiana 
Radiology 

M.  Ragan  Green,  M.D. 

Internal  Medicine 
Henry  S.  Roane,  M.D. 
Robert  W.  Sharp,  M.  D. 
Joe  L.  Smith,  Jr.,  M.D. 

Dentistry 

L.  Felton  Green,  D.D.S. 
Benjamin  C.  Baugh,  D.D. 

Eye,  Ear,  Nose  and  Throat 
Harold  H.  Harms,  M.D. 


DR.  R.  ROSS,  JR. 

SKIN  DISEASES 

802  Pere  Marquette  Bldg.  CA.  0202 


DR.  RICHARD  W.  VINCENT 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

1320  ALINE  STREET 
UPtown  4797 
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PROFESSIONAL  CARDS 


DR.  NATHAN  H.  POLMER 

Physical  Medicine — Rehabilitation 
2209  Carondelet  St. 

2-5  P.  M. 

Off.:  JA  3318  Res.:  JA  3180 


DR.  B.  G.  EFRON 
DR.  STANLEY  COHEN 

ASTHMA,  HAY  FEVER,  AND  OTHER 
ALLERGIC  DISEASES 

1441  Delachaise  Street  New  Orleans 


JAMES  W.  BURKS,  JR.,  M.  D. 

for 

DISEASES  OF  THE  SKIN 
SCAR  REMOVAL  BY  ABRASION 

Maison  Blanche  Building 
New  Orleans  16,  La. 

RA.  4829 


KENNETH  A.  RITTER,  M.  D. 
ROBERT  G.  HEAD,  M.  D. 

Psychiatry  and  Neurology 

8211  Apricot  Street 
New  Orleans 

WA.  2324  By  Appointment 


DR.  C.  S.  HOLBROOK 

PRACTICE  LIMITED  TO  NERVOUS 
AND  MENTAL  DISEASES 

Hours:  10  to  12,  by  Appointment 
Office:  3431  Prytenis  Street 
Opposite  Touro  Infirmary 


DR.  CARL  N.  WAHL 

Practice  limited  to 

MAXILLO-FACLAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg. 
MAgnolia  3216 


BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
CAnal  7697  By  Appointment 


THE  OWENS  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  Street 
New  Orleans  13,  Louisiana 
Telephone:  CAnal  0106 


DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  TW.  1-4094 

New  Orleans 


DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Blanche  Building 
MA.  5317  By  Appointment 


J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  JA.  6681  -0796 


FRANK  H.  MAREK,  M.  D. 
Radiologist 

2204  So.  Ryan  Street  Lake  Charles,  La. 

Phone  4071  or  6-9242 
Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 


DR-  HARRY  ZOLLER 

TEMPORAL  BONE  SURGERY 
and 

FENESTRATION  FOR  OTOSCLEROSIS 

1109  Pere  Marquette  Building 
RA.  2535  By  Appointment 


The  Cancer  Commission  of  the  Louisiana  State  Medical  Society 

THIRD  NATIONAL  CANCER  CONFERENCE 

SHERATON  CADILLAC  HOTEL 
Detroit,  Michigan 

June  4,  5,  6,  1956 

Sponsors:  American  Cancer  Society,  Inc., 

and 

National  Cancer  Institute,  Public  Health  Service 

This  meeting  will  consist  of  a series  of  symposia  on  various  cancers  by 
site  and  will  constitute  a summarization  of  recent  clinical  developments 
in  the  diagnosis  and  treatment  of  cancer. 

Symposia: 

Breast  Head  and  Neck 

Chemotherapy  Lung 

Female  Genital  Ti’act  Lymphoma  and  Leukemia 

Gastrointestinal  Tract  Prostate 

End  Results  * 

* A series  of  reports  from  selected  institutions 
on  the  current  curability  of  cancer. 

All  physicians  are  cordially  invited  to  attend.  An  interesting  program 
for  wives  is  being  planned  by  the  Local  Host  Committee. 

Copies  of  the  program,  advance  Conference  registration  cards  and  hotel 
reservation  cards  may  be  procured  from  the  American  Cancer  Society, 
Louisiana  Division,  822  Perdido  Street,  New  Orleans,  Louisiana  or: 

Coordinator 

Third  National  Cancer  Conference 
521  West  57th  Street 
New  York  19,  New  York 

(See  Medical  Neivs  Section  for  further  information) 

PLEASE  REGISTER  IN  ADVANCE 

Louisiana  State  Department  of  Health 

S.  J.  Phillips,  M.D.,  M.P.H. 

State  Health  Officer 


THORAZINE* 


‘Thorazine’  can  facilitate 
the  over-all  management  of 

O 

your  menopausal  patient. 
Its  unique,  non-hypnotic 
tranquilizing  effect 
relieves  anxiety,  tension, 
agitated  depression  and 
helps  you  to  restore  to 
the  patient  a feeling  of 
well-being  and  a sense 

O 

of  belonging, 
o o 

‘Thorazine’  is  available  in 

i 

| ampuls,  tablets  and  syrup  (as 
the  hydrochloride),  and  in 
suppositories  (as  the  base). 


*T.M.  Reg.  U.S.  Pat.  Off.  for 
chlorproma-ine,  S.K.F. 


to  help  you  relieve 
the  severe  emotional  upset 
of  the  menopausal  patient 


‘Thorazine’  should  be 
administered  discriminately 
and,  before  prescribing,  the 
physician  should  be  fully 
conversant  with  the  available 
literature. 

For  information  write: 

Smith,  Kline  & French 
Laboratories,  Philadelphia  1 
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Fastest  and  shortest-acting  oral  barbiturate 


'Seconal  Sodium'?^' 


(SECOBARBITAL  SODIUM.  LILLY) 


JUH  201955 
\_ibR 


Second  Class  Mail  Privileges  Authorized  at  New  Orleans,  Louisiana 


ADVERTISEMENT  DEPARTMENT 


POLIO  VACCINE 

From  best  available  statistics,  Salk  Polio  Vaccine  is 
highly  effective  in  the  prevention  of  Poliomyelitis. 

The  supply  of  vaccine  now  equals  the  demand. 

The  Advisory  Committee  recommends  that  immuniza- 
tions be  continued,  and  as  many  of  the  susceptibles  as 
possible  in  the  eligible  age  group  be  immunized. 

The  eligible  age  group  in  our  public  clinics  is,  under 
20  years  and  all  pregnant  women. 


ooo 

Louisiana  State  Department  of  Health 

S.  J.  PHILLIPS,  M.D.,  M.P.H., 

State  Health  Officer 
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Trasentine 


integrated,  relief . . . 
rnild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Traeentine ® hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  tO  mg.  phenobarbetal. 


C I B A 

Summit , N.  J% 


ttlUM* 
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ITH  BONAMINE 


BRAND  OF  MECLIZINE  HYDROCHLORIDE 


longest-acting  motion -sickness  remedy1  effective  in  low 
dosage . . . controls  motion  sensitivity  symptoms  in  minutes  . . . one  dose  usually 
prevents  motion  sickness  for  24  hours. 

in  recommended  dosage  Bonamine  is  notably  free  from 
side  reactions  . . . supplied  as:  Bonamine  Tablets,  scored,  tasteless, 
25  mg.  . . . Bonamine  Chewing  Tablets,  pleasantly  mint  flavored,  25  mg. 

^Trademark  1 . Report  of  Study  by  Army,  Navy,  Air  Force  Motion  Sickness  Team:  J. A. M. A.  1 60:755  (March  3)  1956. 


Pfizer J 


Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


Upjohn 


KALAMAZOO 


Indicated 
in  most  condi- 
tions in  which  oral 
cortisone  or  hydrocortisone 
is  effective.  Available  in  2.5  mg. 
tablets  in  bottles  of  100,  and  in  5 mg. 
tablets  in  bottles  of  30,  100,  and  500. 
Usual  dosage  is  to  1 tablet  three  or  four 
times  daily 


sone* 


fiftiLovK  NltidJlfiL,  (fapMcWo 


•Trademark  for  the  Upjohn  brand  of  prednisone  (delta-!-  cortisone) 


Prescription  Headquarters  Since  1905 


We  appreciate 

our  Advertisers 

Patronise  them 


MEDICAL  BOOKS 
Of  All  Publishers 

Any  book  on  Medicine,  Surgery,  and 
Nursing 

J.  A.  MAJORS  COMPANY 


1301  Tulane  Ave. 
NEW  ORLEANS  12,  LA. 


-Catalogs  cheerfully  sent  upon  reques 
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vitamin-mineral  combination 


You  can  help  assure  optimal  nutrition  in  your  patients  during 
pregnancy  and  lactation  by  supplementing  their  diet  with  NATABEC 
Kapseals.  Designed  to  improve  intake  of  important  vitamins  and 
minerals  at  these  times  of  increased  nutritional  need,  NATABEC 
Kapseals,  taken  regularly,  help  avoid  complications  and  aid  in 
safeguarding  the  health  of  both  mother  and  child. 

dosage:  As  a dietary  supplement  during  pregnancy  and  lactation,  one  or  more 
Kapseals  daily.  NATABEC  Kapseals  are  available  in  bottles  of  100  and  1,000. 


Each  NATABEC  KAPSEAL  represents: 

Calcium  carbonate 600  mg. 

Ferrous  sulfate 150  mg. 

Vitamin  Bia (crystalline) 2 meg. 

Folic  acid 1 mg. 

Vitamin  A 4,000  units 

Vitamin  D 400  units 

Vitamine  Bi  (thiamine 
hydrochloride) 3 mg. 


Synkamin  (vitamin  K 

as  the  hydrochloride)  ....  0.5  mg. 

Rutin  10  mg. 

Vitamin  B;  (riboflavin)  2 mg. 

Nicotinamide  (niacinamide) . . . 10  mg. 

Vitamin  B„  (pyridoxine 

hydrochloride) 1 mg. 

Vitamin  C (ascorbic  acid)  ....  50  mg. 


DETROIT,  MICHIGAN 


m 


PARKE,  DAVIS  & COMPANY 


. C00C2 
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3 6 3 6 ST.  CHARLES  AVENUE 

Phone  TW inbrook  9-2376  • New  Orleans,  La. 


Browne-McHardy  Clinic 


• Diagnostic  and  Therapeutic 
Facilities 


* Internal  Medicine  and 
Gastroenterology 

* Surgery 

* Orthopedics 

* Gynecology  and  Obstetrics 

* Radiology — X-ray  and 
Radium  Therapy 

* Laboratory  and  Research 
Departments 

* Urology 

* Endoscopy 

* Otolaryngology-Ophthalmology 

* Neuropsychiatry 

* Hotel  Facilities  Available 


DIACK  CONTROLS 

By  far  the  most  popular  sterilizer  control 

Easy  to  use,  fool  proof  in  its  action.  It’s  the 
one  original  control  as  designed  40  years  ago. 

Sells  at  a little  more  but 
. . . worth  the  difference! 


plateau  therapy!.. 

for  hay  fever  and  other  allergies 


mw 


CHLOR- 

TRIMETON 

REPETABS 


Schering 


’Because  they  quickly  attain  and  maintain  a prolonged,  therapeutic 
plateau,  Chlor-Trimeton  Repetabs  avoid  the  wave-like  levels 
which  may  be  produced  by  multiple-release  granules  or  t.i.d.  medication 

...affording  optimal  patient  comfort. 

Chlor-Trimeton®  Maleaie,  brand  of  chlorprophenpyridamine  maleate. 

Repetabs,®  Repeat  Action  Tablet*. 
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Lasker  Award  statuette 


an  acknowledgment 


We  are  proud  that  our  television  series  on  the 
NBC  network,  "The  March  of  Medicine",  has 
been  selected  to  receive  the  first  Albert  Lasker 
Award  in  the  field  of  television  and  radio. 

But  we  feel  that  those  really  being  honored 
are  you — the  physicians  and  research  scientists 
of  America. 

Your  sense  of  responsibility  to  the  public — 
and  that  of  your  hospitals,  laboratories,  and 
staffs — has  made  it  possible  for  "The  March 
of  Medicine"  to  report  the  story  of  medical 
progress. 

The  Lasker  Awards  heretofore  have  been  be- 
stowed on  many  of  the  nation’s  outstanding 
medical  scientists  and  journalists.  As  a member 
of  the  pharmaceutical  industry,  we  are  particu- 
larly grateful  for  the  honor  represented  by 
this  award. 

We  are  also  grateful  for  the  support  we  have 
continually  received  from  the  American  Medical 
Association,  which  has  cooperated  in  this  series 
from  the  very  beginning. 


-'lOkM/tc-j 

Francis  Boyer 
President 

Smith,  Kline  & French  Laboratories 
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Since  1860  A.  S.  Aloe  Company  has  seen  three  gen- 
erations of  physicians  open  their  offices  for  the 
practice  of  medicine,  and  has  always  stood  by  with  a 
helping  hand.  Whether  you  plan  to  begin  practice 
or  re-equip  an  existing  office,  we  can  help  you. 

A National  Institution:  We  have  13  shipping  joints 
throughout  the  nation  and  more  than  200  representa- 
tives with  permanent  residences  in  convenient,  nearby 
locations. 

Equipment  Check  Lists.  Cover  everything  required 
to  outfit  your  office,  from  hypodermic 


needles  to  X-ray  machines,  with  both  itemized  and 
total  cost. 

Planning  Service.  Suggested  room  layouts  scaled  to 
size  to  help  you  evaluate  your  needs. 

Tailored  Payment  Plan.  There  are  no  interest  charges 
under  our  regular  “new  office"  extended  payment  plan. 
Location  Service.  Aloe  representatives  know  of  many 
attractive  locations  for  beginning  practice.  A state- 
ment of  your  preferences  will  be  published  to  our 
field  force.  Write  or  see  your  local  representative 
for  complete  details. 


A.  S.  ALOE  COMPANY  OF  Lou,SIANA 


1425  Tulane  Ave.,  New  Orleans  12,  La. 


ST  LOUIS  LOS  ANGELES  SAN  FRANCISCO 

KANSAS  CITY  DALLAS  ATLANTA 


SEATTLE  MINNEAPOLIS 

WASHINGTON.  D.  C 


+ 

i 

i 

j 

I 

j 

! 

j 


i 

i 

i 

i 

I 

i 

J 

i 

i 


THE  EARLE  JOHNSON 
SANATORIUM 


“In  the  Mountains  of  Meridian” 

ROLAND  E.  TOMS,  M.  D. 
Psychiatrist-in-Chief 


+ 

i 


Diplomat*  in  Psychiatry  of  the  American  Board 
of  Psychiatry  and  Neurology. 

Specialized  treatments  in  mental  disorders  and  al- 
coholic and  drug  addictions,  including: 

Electro-convulsive  therapy 
Mid-brain  stimulation 
Deep  insulin  therapy 
Psychotherapy 
Geriatrics 


Write  P.  O.  Box  106 
or 

Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 


I 


"...WHEN  CONTINUOUS 
DIURESIS  IS  MANDATORY  TO 
CONTROL  HEART  FAILURE, 
NEOHYDRIN 

BECOMES  THE  SUPERIOR 
[ORAL]  AGENT,  SINCE  THIS 
COMPOUND  CONTINUES  TO 
PRODUCE  DIURESIS  WHEN 
ADMINISTERED  DAILY"* 


*Moyer,  J.  H.,  ond  Hughes,  W.  M.: 
J.  Chron.  Dis.  2:678,  1955. 
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clinically  proved  in  many  common  infections1 M 

Hemolytic  streptococcal  infections 

Pharyngitis/T  onsillitis/Sinusitis 

Otitis  media/Mastoiditis 

Scarlet  fever/Lymphadenitis/Erysipelas 

Staphylococcal  infections/Pneumococcal 
infections/Gonococcal  infections/ 

Vincent’s  Infection/Prevention  of 
streptococcal  infection  in  individuals 
with  a history  of  rheumatic  fever/ 

Prevention  of  secondary  infection  due  to 
penicillin-susceptible  organisms 

in  dosage  of  just  1 or  2 tablets  t.i.d. 


and  is  far  less  costly  than  other  penicillin  salts 


Pent  ids 

SQUIBB  200,000  UNIT  BUFFERED  PENICILLIN  G POTASSIUM  TABLETS 

Recommended  dosage:  1 or  2 tablets  t.i.d.  without  regard  to  meals.  Bottles  of  12  and  100. 


References:  1.  Boger,  W.  P..  J.  Amer.  Ger.  Soc.  3:556,  Aug. 
1955.  2.  Lapin,  J.  H..  Ann.  Allergy  13:169,  March-April  1955. 
3.  Andelman,  M.  B.  and  Fischbein,  W.  I..  Antibiotic  Med.  1: 
136,  March  1955.  4.  Statements  of  American  Heart  Associa- 
tion, Council  on  Rheumatic  Fever  and  Congenital  Heart  Dis- 
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THE  SLIDE  IS  THE  PATHOLOGIST'S  PATIENT 

Canon  n* 

I SHALL  NOT  ISSUE  A REPORT  ON  PREPARATIONS  OR  MATERIAL 

FROM  ANOTHER  PATHOLOGIST’S  LABORATORY  OR  FROM  THE  IN- 
STITUTION WHICH  HE  SERVES,  WITHOUT  MAKING  EVERY  REA- 
SONABLE EFFORT  TO  INFORM  THAT  PATHOLOGIST  OF  THE  RE- 
SULTS OF  MY  EXAMINATION. 

From  time  to  time,  a pathologist  may  be  called  upon  to  give  an  opinion  on 
material  from  another  pathologist’s  laboratory  or  institution.  This  most  often  con- 
cerns histological  preparations,  but  applies  equally  to  any  other  material  such  as  a 
smear  or  blood  for  a biochemical  determination.  The  pathologist’s  opinion  may  be 
sought  for  a variety  of  reasons : he  may  have  had  greater  experience  with  a par- 
ticular process  Than  the  other  pathologist;  the  other  man  may  be  young  and  inex- 
perienced or  old  and  out  of  date;  or,  the  clinician  may  merely  wish  a corroborative 
opinion  on  a critical  diagnosis.  This  Canon  does  not  prohibit  the  pathologist  from 
rendering  an  opinion;  it  merely  defines  a step  that  he  is  obliged  to  take  after 
giving  it.  Observance  of  this  Canon  will  avoid  misunderstandings  and  so  work  for 
the  best  interest  of  the  patient. 

This  Canon  implies  that  when  material  is  brought  to  a pathologist,  he  will  in- 
quire as  to  the  laboratory  or  origin  and  the  name  of  the  pathologist  who  rendered 
the  first  interpretation.  This  offers  the  consulting  pathologist  an  opportunity  to 
obtain  the  same  information  as  was  available  to  the  initial  pathologist  before  making 
his  diagnosis,  and  usually  it  is  advisable  that  he  avail  himself  of  it. 

The  provisions  of  this  Canon  can  be  satisfied  best  by  the  consulting  pathologist 
sending  a copy  of  his  report  to  the  first  or  original  pathologist  at  the  same  time 
his  report  is  given  to  the  clinician.  This  report  should  include  a brief  statement 
of  how  or  from  whom  the  specimen  came  to  hand.  Under  certain  circumstances, 
communication  by  telephone  might  be  satisfactory  and  may  have  the  added  advan- 
tage of  agreement  on  diagnostic  terms  which  have  the  same  essential  meaning;  it 
is  recommended  that  it  be  followed  by  a copy  of  the  report. 

No  pathologist  is  above  error  and  every  pathologist  will  encounter  subjects 
about  which  his  experience  is  limited.  When  a reasonable  question  or  doubt  exists, 
he  should  seek  consultation  with  another  pathologist  and  should  be  the  first  to  sug- 
gest it.  In  that  way,  a pathologist  can  obtain  the  consultant  who  is  considered  to 
be  best  qualified  for  a special  opinion.  Frequent  and  cooperative  consultation 
among  pathologists  effects  mutual  benefit  and  improvement.  It  must  be  remem- 
bered that  the  clinician  and  the  patient  always  have  the  right  of  consultation  and 
the  pathologist  should  respond  to  such  desire  willingly  and  helpfully.  A cooperative 
scientific  attitude  will  minimize  those  instances  in  which  a consultation  is  sought 
surreptitiously.  Whenever  possible,  such  a consultation  should  be  arranged  between 
the  two  pathologists  rather  than  between  a clinician  and  a pathologist. 

A corollary  to  this  Canon  concerns  the  situation  in  which  laboratory  determina- 
tions or  diagnoses  are  made  by  another  pathologist  or  his  laboratory  for  a patholo- 
gist who  supplies  the  material  and  renders  a written  report.  Such  a report  should 

always  include  credit  to  the  pathologist  or  laboratory  actually  performing  the  diag- 
nostic work. 

IT  IS  EVIDENT  THAT  CANON  II  STIMULATES  PROPER  AND  ETHI- 
CAL CONSULTATION,  TO  THE  BENEFIT  OF  THE  PATHOLOGIST, 

THE  CLINICIAN,  AND  MOST  IMPORTANT,  THE  PATIENT. 

*from  Interpretation  of  The  Code  of  Ethics  of  the  College  of  American  Pathologists. 
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THE  PREVENTION  AND  TREATMENT 
OF  KETOSIS  IN  DIABETES* 

EDWIN  L.  RIPPY,  M.  D.  f 
Dallas,  Texas 

In  1870,  A.  Trousseau  was  lecturing  to 
a medical  class  in  Paris.  He  was  present- 
ing a patient,  a thirty-six-year-old  man 
obviously  afflicted  with  severe  sympto- 
matic diabetes  in  acidosis.  In  the  courtly 
style  of  the  day,  he  remarked:  “Gentle- 
men, his  glycosuria  is  of  a bad  kind, 
against  which  medical  treatment  cannot 
prevail.  Whatever  I do,  the  disease  will 
resist  my  efforts  . . . and  ultimately  prove 
fatal.”  He  described  another  case:  “I  pre- 
scribed 10  grains  of  levegated  chalk  to  be 
taken  daily  ...  a restorative  diet  . . . the 
inhalation  of  oxygen  ...  he  died  two  days 
after  this.” 

Sir  William  Osier,  in  his  text-book  of 
1892,  stated : “In  children  the  disease 

(diabetes)  is  rapidly  progressive  and  may 
prove  fatal  in  a few  days.”  He  added: 
“.  . . no  drug  appears  to  have  a directly 
curative  influence.  Opium  alone  stands 
the  test  of  experience  as  a remedy  capable 
of  limiting  the  progress  of  the  disease.” 
Perhaps  the  most  astute  medical  thinker 
of  his  day,  Osier  was  obligated  to  add,  in 
discussing  therapy  in  a case  of  diabetic 
coma : “The  coma  is  an  almost  hopeless 


* Presented  at  the  Seventy-sixth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  Alex- 
andria, Louisiana,  April  24,  1956. 

f Associate  Professor  of  Internal  Medicine, 
Southwestern  Medical  School  of  the  University  of 
Texas. 


complication  ...  3%  solution  of  sodium 
bicarbonate  has  been  used  intravenously, 
but  the  best  that  can  be  said  is  that  it 
may  give  the  patient  a few  more  hours  of 
complete  consciousness.” 

In  those  days  the  disease,  diabetes,  was 
devastating.  It  was  an  abrupt  killer  in 
youth  and  a slow,  insidious  disabler  in 
later  years.  It  is  almost  needless  to  relate 
the  incident  which  changed  this  tragic 
story  into  one  of  hope  and  promise.  In 
1921,  when  the  Toronto  surgeon,  Fred- 
erick Banting,  and  Charles  Herbert  Best, 
acting  either  on  a strong  scientific  con- 
viction or  a fine  “hunch,”  and  profiting 
by  the  work  done  by  those  who  preceded 
them,  discovered  insulin,  a new  day 
dawned  for  the  victims  of  this  malicious 
disorder.  Opium,  oxygen,  chalk  and  talk 
were  all  to  be  relegated  to  the  folklore  of 
medicine. 

Insulin,  a powerful,  specific  weapon,  is 
possibly  unsurpassed  in  its  over-all  sig- 
nificance by  any  discoveries  before  or 
since.  The  full  dramatic  impact  of  its 
therapeutic  effect  is  best  seen  in  the  treat- 
ment of  diabetic  acidosis,  in  which  in- 
stance a literally  dying  patient  is  returned 
not  only  to  life  but  good  health  once  again. 

There  are  several  objectives  in  the 
treatment  of  diabetes: 

1.  That  the  affected  patient  will  at- 
tain and  maintain  vigorous  health  com- 
parable to  that  of  the  nondiabetic; 

2.  That  the  patient  shall  be  enabled  to 
avoid  the  acute  lethal  complication  of 
diabetes — acidosis  or  ketosis;  and 
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3.  That  the  patient,  by  long-term  prop- 
er control,  may  hinder  the  progress  of,  or 
even  possibly  prevent,  the  “precocious 
senility”  of  atherosclerosis,  with  its  con- 
sequent evil  effects  on  the  eyes,  kidneys, 
heart,  limbs,  and  other  vital  organs. 

It  is  the  purpose  of  this  discussion, 
however,  to  concern  itself  chiefly  with  the 
second  objective  named:  that  of  the  pre- 
vention and  treatment  of  acidosis  in  dia- 
betes. 

Acidosis  is  a pathological  condition  in 
which  the  body  fluids  contain  a relative 
excess  of  acidic  ions  and  a relative  de- 
ficiency of  basic  ions  and  is  not  peculiar 
to  diabetes,  being  a result  of  a number  of 
abnormal  states,  among  which  are: 

1.  Ingestion  of  acid  salts  in  excess,  as 
ammonium  chloride ; 

2.  Excessive  muscular  exercise  with 
the  accumulation  of  lactic  acids; 

3.  Nephritis  with  the  retention  of  acid- 
ic ions,  particularly  sulfate  and  phosphate ; 

4.  Infectious  disease,  severe  burns,  gen- 
eral anesthesia,  pregnancy,  starvation,  de- 
hydration, and,  lastly,  the  acidosis  of  dia- 
betes which  will  henceforth  be  referred 
to  as  “ketosis”  and  which  may  occur  in 
similar  form  following  ether  or  chloro- 
form anesthesia,  or  may  be  the  result  of 
the  excessive  metabolism  of  protein  and 
fat  in  severe  fevers.  The  ketosis  of  dia- 
betes has  certain  specific  peculiarities, 
however,  any  one  of  which,  if  not  treated, 
eventuates  in  stupor  and  finally  coma, 
the  reason  for  which  is  unknown. 

The  fundamental  characteristic  of  ke- 
tosis in  diabetes  is  an  accumulation  in  the 
blood  of  significant  quantities  of  ketone 
bodies,  namely,  beta-hydroxibuturic  acid, 
acetoacetic  acid,  and  acetone,  and  results 
when  there  is  improper  utilization  of 
sugar  with  a consequent  increase  in  the 
metabolism  of  fats  and  proteins  to  meet 
the  energy  requirements  of  the  body,  with 
a resultant  greater  production  of  ketones 
by  the  liver  for  distribution  to  the  tissues 
for  complete  combustion.  Progressive,  un- 
treated ketosis  in  diabetes  leads  inevitably 
to  death,  and,  I would  suspect  that  it  is 
detrimental  to  the  entire  diabetic  state 


either  in  its  low  grade  chronic  or  acute 
form. 

PREVENTION 

It  is  to  be  emphasized  at  this  point  that 
ketosis  in  diabetes  is  in  all  instances  a 
preventable  catastrophe,  coming  on  rela- 
tively slowly  and  giving  ample  early  signs 
of  its  presence,  which  can  be  easily  de- 
tected by  the  alert  physician  and  patient 
alike.  Fortunately,  there  has  developed  a 
great  awareness  on  the  part  of  all  today 
of  diabetes  and  rarely  does  one  encounter 
the  tragedy  of  an  undiagnosed  case  of  dia- 
betes which  progresses  to  ketosis.  All  too 
often,  however,  a known  diabetic  under 
treatment  will  develop  this  complication 
as  a result  of  either  carelessness  on  the 
part  of  the  physician  or  himself.  Much 
has  been  said  about  the  treatment  of  the 
dramatic  ketonic  coma,  but  I feel  that  per- 
haps not  enough  emphasis  has  been  made 
upon  the  prevention  of  ketosis.  Such  pre- 
vention begins  with  the  initial  instruction 
of  the  diabetic  patient.  In  recent  years, 
I have  become  a very  strict  disciplinarian 
with  diabetics  and  have  abandoned  the  old 
optimistic  statement  that  “You  may  live 
life  as  usual,”  but  rather  have  indicated 
that  strong  disciplines  and  certain  rou- 
tines must  be  exercised.  I believe  in  help- 
ing the  patient  to  adopt  a favorable  atti- 
tude toward  a new  way  of  life ; I think 
that  he  should  be  taught  the  principles  as 
well  as  the  techniques  of  diabetic  control. 
I believe  in  the  formal  diet  with  meticu- 
lous instruction  by  a dietitian.  I believe 
the  patient  should  be  thoroughly  familiar 
with  the  various  types  of  insulin  and 
their  specific  timing.  I further  believe 
that  a good  diabetic  patient  should  check 
a urine  specimen  for  sugar  2 to  4 times 
a day  (before  each  meal  and  bedtime)  and 
should  do  a test  for  acetone  in  the  urine 
at  least  once  a day.  The  patient  should 
be  taught  early  concerning  the  possibility 
of  ketosis  and  its  dire  consequence. 

SUCCESSIVE  STAGES 

I like  to  think  of  diabetic  ketosis  as 
manifesting  itself  in  three  successive 
stages.  Obviously,  the  earlier  the  detec- 
tion, the  easier  it  is,  by  proper  treatment, 
to  reverse  this  vicious  process.  These 
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stages  are: 

1.  Preclinical  phase  in  which  the  only 
manifestation  is  the  presence  of  ketone 
bodies  in  the  urine  specimen  which  re- 
flects, of  course,  the  increase  of  these 
poisonous  bodies  in  the  blood  stream.  Ke- 
tonuria  may  be  present  with  heavy  glyco- 
suria, or  it  may  be  present  without  sugar 
in  the  urine  if  the  food  intake  has  been 
inadequate.  This  stage  may  be  transient 
or  may  be  semichronic ; is  basically 
asymptomatic  and  may  be  picked  up  only 
by  routine  tests  for  ketones  in  the  urine 
specimens. 

2.  Clinical  ketosis,  manifested  by  gly- 
cosuria, ketonuria,  with  gradually  pro- 
gressing symptoms  of  polydipsia,  polyuria, 
with  later  abdominal  cramping  and  vomit- 
ing and  an  objective  appearance  of  de- 
hydration and  apathy. 

3.  Ketosis  with  stupor,  or  actual  coma. 
The  appearance  of  the  patient  in  this  in- 
stance is  characteristic : there  is  usually 
deep  Kussmaul  breathing,  soft  eyeballs, 
flushed  face,  dehydration,  characteristic 
odor  of  acetone  on  the  breath,  and  a state 
of  confused  consciousness,  varying  from 
stupor  to  complete  coma. 

CAUSES 

The  causes  of  ketosis  in  diabetes  are 
several  and  in  general  may  be  listed  under 
the  following  headings: 

1.  Undiagnosed  diabetes,  particularly  in 
infants  and  youth,  in  which  either  the 
patient  has  not  been  alerted  to  the  pre- 
ceding classic  symptoms  of  diabetes,  or 
the  physician  has  failed  to  detect  the 
presence  of  glycosuria  on  examination. 

2.  Poorly  controlled  diabetes: 

(1)  Inadequate  insulin  dosage 

(2)  Over-eating 

3.  Situations  of  stress: 

(1)  Acute  infections 

(2)  Trauma 

(3)  During  and  following  surgery 

(4)  Pregnancy — usually  in  the  vom- 
iting of  the  first  trimester  or  during 

and  following  delivery 

(5)  Profound  emotional  upsets 

4.  Starvation  and/or  dehydration: 

(1)  Inadequate  diet 

(2)  Vomiting  and/or  diarrhea 


All  of  us  have  seen  the  onset  of  ketosis 
under  the  above  conditions.  A few  spe- 
cific examples  may  be  mentioned.  Cer- 
tainly, we  are  all  familiar  with  the  de- 
crease in  sensitivity  to  insulin  during 
acute  infections,  particularly  in  youth,  in 
which  a patient  doing  well  on  20  units  of 
insulin  may  require  three  and  four  times 
that  much  per  day.  Certainly,  trauma, 
such  as  severe  injury  with  broken  bones, 
will  upset  control  conditions  regardless  of 
the  food  intake  and  insulin  requirement 
may  increase  dramtically.  All  physicians 
should  familiarize  themselves  with  a tech- 
nique for  carrying  the  diabetic  patient 
through  surgery  and  pregnancy,  and  sug- 
gestions will  be  made  later  as  to  such.  I 
have  seen  patients  of  all  age  groups,  con- 
trolled well  on  varying  doses  of  insulin, 
go  into  true  diabetic  ketosis  because  of 
emotional  upsets.  I recall  such  happening 
to  a 19-year-old  girl  disturbed  regarding 
a personal  affair;  another  in  which  a 65- 
year-old  woman  became  upset  regarding 
the  heart  attack  of  her  husband,  and 
many  others.  During  the  past  season  the 
prevalent  so-called  “gastro-intestinal  vi- 
rus,” resulting  in  vomiting  and  diarrhea, 
has  caused  the  onset  of  ketosis  in  many, 
particularly  in  the  age  group  below  15 
years. 

Whether  or  not  ketosis  will  develop 
under  these  conditions  appears  to  be  un- 
predictable and  inconsistent,  and  depends, 
apparently,  on  the  lability  of  the  diabetes 
in  the  individual  patient.  In  general,  er- 
ratic behavior  of  diabetes  is  to  be  ex- 
pected in  children  and  in  youth  ; however, 
there  are  many  so-called  “brittle  diabe- 
tics” in  the  upper  age  brackets  and  acido- 
tic  patients  in  the  sixties  are  not  at  all 
uncommon.  I would  re-emphasize  that 
the  state  of  ketosis  is  preventable.  The 
techniques  for  the  testing  of  urine  for 
sugar  have  become  extremely  simplified; 
the  testing  with  the  “Clinitest”  tablet  is 
being  universally  accepted,  and  the  more 
recent  advent  of  Lilly’s  so-called  “Tes- 
Tape,”  and  the  Ames  Company’s  “Clini- 
stix”,  which  may  act  as  a substitute  when 
necessity  requires.  All  patients  should  be 
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equipped  with  a method  of  testing  for 
ketone  bodies  in  the  urine  and  the  Ames 
Company’s  so-called  “Acetest”  appears  to 
be  very  dependable. 

TREATMENT 

If  the  above  tests  are  done,  any  in- 
formed patient  would  be  alerted  to  any 
upset  in  his  pattern  of  diabetes  control, 
and  if  there  is  some  question  as  to  the 
amount  of  insulin  needed,  I have  found 
that  the  simple  expedient  of  using  so- 
called  “insulin  on  demand”  is  well  worth 
while.  This  is  accomplished  by  simply  the 
testing  of  a urine  specimen,  preferably  a 
so-called  “spot  specimen,”  every  three  or 
four  hours,  and  the  use  of  regular,  rapid- 
acting insulin  as  follows : 

If  the  urine  sugar  is  — | — | — j — (—  20  units 

— ] — | — |—  15  units 

-}-  10  units 

-j-  5 units 

In  children,  the  insulin  dosage  may  be 
reduced  to  a ratio  of  16,  12,  8 and  4 units, 
respectively.  This  allows  for  a consider- 
able flexibility  in  insulin  dosage.  If  the 
food  intake  is  inadequate  and  the  ketone 
bodies  are  high  in  the  urine  specimen, 
then  each  time  the  urine  specimen  is 
checked,  4 to  6 ounces  of  orange  juice, 
or  a comparable  sugary  drink,  may  be 
given  to  the  patient.  Obviously,  when  the 
patient  is  on  this  type  of  control,  he  need 
not  follow  the  usual  formal  diet,  but  may 
eat  along  throughout  the  day  as  his  ap- 
petite and  needs  dictate. 

I find  that  this  principle  of  “insulin 
on  demand”  has  served  me  most  effec- 
tively also  following  surgical  procedures 
and  in  the  care  of  the  diabetic  patient 
during  and  following  delivery.  When  food 
intake  is  inadequate  or  vomiting  is  pres- 
ent, it  is  necessary  to  give  parenteral 
fluids  and  though  there  are  no  definite 
rules,  in  general,  a vacoliter  containing 
50  grams  of  glucose  may  be  covered  by 
15  to  20  units  of  regular  insulin  given 
hypodermically  at  the  onset  of  the  va- 
coliter. It  is  self-evident  that  no  specific 
rules  can  be  laid  down,  and  a great  deal 
of  judgment  must  be  exercised  on  the 
part  of  the  physician.  One  rule  which 


should  always  be  remembered  is  that  the 
diabetic  patient,  unlike  the  nondiabetic, 
cannot  tolerate  starvation  but  is  obligated 
within  every  twenty-four  hours  to  get  a 
certain  amount  of  fluids,  sugar  and  elec- 
trolyes. All  too  often,  a patient  has  de- 
cided that  on  a given  day  he  will  neither 
eat  nor  take  insulin  and  if  his  diabetes  is 
at  all  active,  he  stands  a very  good  chance 
of  being  mildly  acidotic  before  the  day  is 
out.  When  ketone  bodies  are  present  in 
the  urine,  liberal  amounts  of  sugar  are 
indicated  and  as  long  as  this  sugar  is 
covered  by  adequate  amounts  of  insulin, 
one  need  have  little  regard  for  blood 
sugars  per  se.  It  is  obvious  that  to  elimi- 
nate ketonemia,  the  body  must  have  lib- 
eral amounts  of  sugar  and  water,  covei’ed 
by  adequate  amounts  of  insulin. 

An  alerted  patient  who  picks  up  the 
early  symptoms  of  ketosis  may  be  success- 
fully handled  in  the  home  as  long  as  he 
is  able  to  ingest  an  adequate  amount  of 
food,  and  is  willing  to  put  himself  on  the 
rather  tedious  regime  described  above. 
The  reward,  however,  is  great,  inasmuch 
as  ketosis  in  the  first  two  phases  may  be 
reversed  and  the  more  dramatic  coma  with 
its  necessity  for  hospital  care  avoided. 

If,  however,  the  ketosis  proceeds  to  the 
point  of  intractable  vomiting  with  de- 
hydration, stupor  or  coma,  the  physician 
is  faced  with  a dire  medical  emergency 
and  the  patient  will  require  much  more 
heroic  treatment.  This  patient  should  be 
hospitalized  immediately  and  general 
measures,  such  as  warmth  to  the  body 
(wTiich  may  be  in  shock),  a gastric  lavage, 
if  the  vomiting  is  persistent,  and  the  in- 
sertion of  an  indwelling  catheter  should 
be  done.  Constant  or  consistent  nursing 
care  and  frequent  observations  by  the 
physician  are  mandatory.  Basically,  the 
patient  needs  four  things: 

1.  Fluids 

2.  Electrolyte  control 

3.  Insulin 

4.  Usually  glucose 

Standard  rules  for  the  management  of 
a patient  with  this  illness  are  difficult  to 
establish.  Certainly  the  physician  should 
be  well  versed  in  the  underlying  physio- 
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logical  aspects  and  techniques  of  admin- 
istration of  the  various  components  in  the 
treatment.  A few  suggestions  may  be 
helpful : 

1.  Fluids:  Intravenous  fluids  should 

be  started  and  given  continuously  until 
the  patient  presents  an  appearance  of 
hydration,  until  a favorable  urinary  out- 
put is  accomplished,  and  until  food  and 
fluids  may  be  taken  by  mouth  without 
regurgitation.  The  amount  of  fluid  will 
vary  with  the  age,  the  size  of  the  patient, 
the  state  of  dehydration,  and  the  intensity, 
of  the  ketosis,  but  in  general  may  be  1000 
cc.  to  2000  cc.  at  a minimum  up  to  4000 
cc.,  5000  cc.,  and  6000  cc.,  or  even  more 
in  extreme  cases  in  twenty-four  hours. 
Care  should  be  taken  not  to  overload  the 
circulation  of  the  older  patient  who  may 
have  potential  heart  disease. 

2.  Electrolytes : Sodium  chloride  is 

urgently  needed  and  the  first  2000  or 
3000  cc.  of  fluid  should  and  may  be  in 
saline.  If  further  fluids  are  indicated,  it 
may  be  well  to  alternate  vacoliters  be- 
tween distilled  water  and  saline.  Avoid- 
ance of  the  over-use  of  saline  with  its 
consequent  retention  of  fluids  is  to  be 
kept  in  mind.  Much  has  been  said  in  re- 
cent years  about  the  need  for  potassium 
in  ketosis,  and  this  is  undoubtedly  of 
great  importance.  I remember,  in  the 
past,  patients  who,  to  all  purposes,  were 
carefully  and  successfully  treated  in  all 
traditional  respects  with  a consequent  re- 
turn to  normal  levels  of  glucose  and  ke- 
tone bodies  in  the  blood,  died  of  potassium 
deficiency.  It  is  to  be  remembered  that 
at  the  onset  of  ketosis  there  is  a hyper- 
kalemia, but  everything  that  is  done  to 
treat  the  acidotic  state  tends  to  literally 
wash  potassium  out  of  the  system.  It 
takes  potassium  to  utilize  glucose  and  in- 
sulin and  certainly  the  relatively  large 
amount  of  fluids  given  will  both  dilute 
and  excrete  potassium.  Potassium  blood 
levels  or  manifestations  of  potassium  de- 
ficiencies by  the  electrocardiogram  are 
difficult  and  expensive  to  do,  and  a very 
satisfactory  rule  to  follow  is  that  if  the 
patient  is  unable  to  take  some  form  of 
potassium  by  mouth  within  six  hours 


after  the  onset  of  treatment,  then  potas- 
sium should  be  given  parenterally.  For- 
tunately, all  foods  are  liberal  in  potas- 
sium content,  particularly  orange  juice 
and  broth,  and  if  the  patient  is  able  to 
take  even  a small  amount  of  either  of 
these,  the  potassium  problem  is  over. 
Potassium  may  also  be  given  in  a satur- 
ated solution  of  potassium  chloride  liberal- 
ly by  mouth,  and  there  are  prepared  am- 
poules of  potassium  chloride  which  may 
be  added  in  proper  amount  to  vacoliters 
and  given  with  complete  safety.  It  is 
recommended  that  the  rules  for  adminis- 
tration be  obtained  at  the  time  of  its  use. 
Other  electrolytes  are  disturbed  in  this 
condition  but  seem  to  adjust  themselves 
and  require  no  specific  attention. 

3.  Insulin : Rapidly-acting  regular  in- 

sulin is  to  be  used  and  the  amount  de- 
pends upon  judgment,  but  the  following 
rules  are  average: 

(1)  If  the  patient  is  in  coma,  100 
units  of  insulin  hypodermically  (50 
units  may  be  given  hypodermically  and 
50  units  placed  in  the  vacoliter)  and  50 
units  every  hour  until  there  is  a clear- 
ing of  ketone  bodies  in  the  urine. 

(2)  If  the  patient  is  stuporous  but 
responsive,  75  units  at  the  onset  hypo- 
dermically and  30  to  40  units  every 
hour  until  improvement  is  noted. 

(3)  If  the  patient  presents  cardinal 
signs  of  acidosis,  is  vomiting  but  alert, 
50  units  of  insulin  may  be  given  at  the 
onset  hypodermically  and  20  to  30  units 
every  hour  until  improvement  is  noted. 
In  children  the  amount  of  insulin  should 

be  reduced,  but  approximately  30  to  40 
units  may  be  given  at  the  onset  and  with 
the  rules  for  “insulin  on  demand,”  for 
children  give  insulin  every  hour  until  im- 
provement in  ketone  bodies  is  noted. 

The  physician  must  be  alerted  to  that 
patient  who  is  temporarily  insensitive  to 
insulin  and  may  require  exceedingly  large 
doses.  Though  it  may  suffice  to  give  the 
average  patient  in  acidosis  between  200 
and  300  units  of  insulin  in  the  first  six 
to  eight  hours,  there  are  some  who  will 
require  500  to  600  units,  and  there  are 
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those  on  record  who  have  required  in  ex- 
cess of  1000  units.  The  failure  of  the 
patient  to  improve  in  the  first  two  hours 
would  indicate  that  a greater  amount  of 
insulin  may  be  needed.  When  the  patient 
begins  to  improve  both  clinically  and  by 
laboratory  signs,  the  amount  of  insulin 
and  the  frequency  of  its  administration 
may  be  decreased  to  two,  later  to  three 
and  four  hours,  with  eventually  “insulin 
on  demand”  being  given  for  several  days 
until  the  amount  of  long-acting  insulin 
required  has  been  reasonably  established. 

4.  Glucose : There  has  been  much  con- 
troversy as  to  the  need  for  glucose  in  the 
treatment  of  ketosis;  those  contending 
there  was  not  only  ample  but  a surplus 
of  glucose  in  the  liver,  tissues  and  circu- 
lating blood  and  that  only  insulin  was 
needed  for  its  utilization,  and  those  who 
maintain  that  such  glucose  was  fixed  and 
not  available  for  usage.  I was  originally 
taught  to  use  only  saline  solutions  and 
did  so  for  a number  of  years,  but  it  is 
at  present  my  firm  conviction,  based  on 
the  more  successful  treatment  of  diabetic 
ketosis  for  the  last  ten  years,  that  glucose 
is  not  only  desirable  but  necessary  for  the 
uneventful  recovery  of  these  patients.  In 
the  first  vacoliter  given,  it  need  not  be 
used ; however,  afterward  I think  it  has 
certain  advantages.  There  is  no  indica- 
tion that  high  blood  sugars  are  harmful 
and,  in  ketosis,  certainly  the  objective  in 
the  treatment  is  to  rid  the  blood  stream 
of  excessive  ketone  bodies.  Ample  avail- 
able glucose  and  insulin  are  necessary  to 
accomplish  this.  It  is  true  that  when  glu- 
cose is  given,  more  insulin  is  needed,  but 
that  is  of  little  concern.  Certainly,  when 
glucose  is  given,  there  is  rarely  encoun- 
tered the  confusing  and  difficult  problem 
of  having  ketone  bodies  persist  with  a 
normal  to  low  blood  sugar.  Before  I rou- 
tinely started  using  glucose,  at  the  termi- 
nal phase  of  treatment  I have  been  em- 
barrassed by  having  a patient  both  in 
hypoglycemia  and  ketosis ! Excessive  glu- 
cose is  to  be  avoided,  inasmuch  as  a type 
of  diuresis  which  may  reproduce  dehy- 
dration has  been  noted.  However,  at  least 
150  grams  of  glucose  may  be  used  to  ad- 


vantage in  the  first  six  hours  of  treat- 
ment. I have  had  no  experience  in  the 
treatment  of  ketosis  with  the  use  of  intra- 
venous fructose  and  have  been  advised  by 
authorities  that  this  practice  is  untried 
and  unproven  at  this  time. 

SUMMARY 

No  attempt  has  been  made  in  this  dis- 
cussion to  go  into  the  complex  biochemical 
and  physiological  alterations  in  diabetic 
ketosis,  but  rather,  by  intent,  emphasis 
has  been  placed  on  the  clinical  care  by 
physician  and  patient  which  would  tend 
to  prevent  this  state,  and  the  practical 
clinical  application  of  the  weapons  we 
have  for  its  treatment.  Little  has  been 
said,  on  purpose,  about  complicated  lab- 
oratory measures  or  studies  in  the  treat- 
ment of  ketosis.  Obviously,  an  initial 
blood  sugar  level  and  C02  combining 
power  is  helpful,  but  to  all  practical  pur- 
poses, careful  attention  to  the  ketones  in 
the  urine  specimens  and  sound  clinical 
judgment  are  adequate  to  reverse  the 
ketotic  state 
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The  copious  literature  relating  to  the 
differentiating  of  mitral  stenosis  from 
mitral  regurgitation  attests  to  the  impor- 
tance of  this  problem.  However,  insuf- 
ficient attention  has  been  given  to  the 
need  for  recognition  of  which  patients 
with  mitral  stenosis,  and  no  significant 
mitral  regurgitation,  should  have  valvulo- 
tomy. The  mitral  stenotic,  who  is  under 
forty  years  of  age,  has  marked  exertional 
dyspnea,  perhaps  a bout  of  pulmonary 
edema,  a moderately  enlarged  heart,  and 
right  ventricular  hypertrophy  on  electro- 
cardiogram is  an  ideal  candidate  for  sur- 
gery. The  problem  is  quite  different  in 
the  patient  with  the  murmur  of  mitral 

* From  Department  of  Medicine,  Louisiana  State 
University,  and  Cardiovascular  Laboratory,  Touro 
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stenosis  who  has  noticed  a moderate  in- 
crease in  fatigue  or  dyspnea  on  exertion, 
or  a bout  of  coughing  with  a “cold”,  that 
produces  hemoptysis,  but  shows  no  objec- 
tive evidence  of  difficulty  clearly  pro- 
duced by  the  mitral  block.  Here  the  elec- 
trocardiogram is  normal,  and  the  heart 
is  not  enlarged  on  fluoroscopy.  The  left 
atrium  may  not  be  large,  and  the  right 
ventricle  may  show  no  more  than  a sug- 
gestion of  enlargement. 

In  this  situation,  reliance  upon  the  pa- 
tient’s symptoms  is  not  always  satisfac- 
tory. Difficulty  is  often  encountered  in 
evaluating  the  exertional  incapacity,  and 
in  separating  from  it  the  emotional  prob- 
lems associated  with  this  disease.  Bron- 
chitis and  “colds”,  not  related  to  myocar- 
dial insufficiency,  may  produce  cough, 
with  occasional  hemoptysis,  even  in  pa- 
tients with  mitral  stenosis.  Contrariwise, 
relatively  severe  mechanical  block  can  ele- 
vate the  pressures  in  the  pulmonary  sys- 
tem without  causing  overt  congestive  fail- 
ure for  a considerable  time.  Relatively 
severe  mitral  block  and  elevated  pulmo- 
nary pressure  are  not  necessarily  associ- 
ated with  enlargement  of  the  heart.  Un- 
less the  mean  pulmonary  arterial  pressure 
reaches  45  to  50  mm.  Hg.,  right  ventricu- 
lar hypertrophy  is  not  to  be  expected  on 
the  electrocardiogram.  The  intensity  of 
the  murmur  of  mitral  stenosis  offers  no 
evidence  of  the  severity  of  the  mechanical 
block  produced  by  that  valve.  It  is  often 
very  loud  with  normal  left  atrial  pressures 
and  little  stenosis,  and  may  occasionally 
be  inaudible  with  severe  stenosis. 

The  hazard  of  procrastination  before 
performing  valvulotomy  on  patients  with 
more  than  mild  elevation  of  pulmonary 
pressures  has  been  emphasized.  The  ra- 
pidity with  which  severe  pulmonary  edema 
may  follow  a bout  of  paroxysmal  tachy- 
cardia, coughing  from  bronchitis  or  pneu- 
monia, and  other  complicatioins,  is  well 
known.  Weiss  and  Parker  have  convinc- 
ingly demonstrated  the  celerity  with 
which  patients  with  severe  mechanical 
block  may  develop  actual  arteriolar  ne- 
crosis in  the  pulmonary  vessels. 


CASE  REPORTS 

Recently,  this  problem  was  encountered 
in  five  such  patients  seen  at  Touro  In- 
firmary- The  case  histories  are  as  fol- 
lows : 

Case  No.  I — This  27  year  old  white  female  had 
had  a bout  of  joint  pains  at  4 years  of  age.  At 
age  12  years,  she  had  a second  bout  of  joint  pains 
and  was  told  that  her  heart  had  been  damaged. 
Her  dyspnea  began  during  this  attack,  and  had 
grown  progressively  worse  since  that  time.  At 
age  17  years  she  had  hemoptysis,  productive  of  a 
teaspoonful  of  blood.  For  the  past  two  years  she 
has  had  orthopnea,  requiring  two  pillows.  She 
stated  that  exertional'  dyspnea  had  markedly  in- 
creased in  the  past  year,  and  she  was  not  able  to 
perform  her  housework  any  more.  A trial  of 
digitalis  failed  to  improve  her  condition.  She 
noticed  precordial  pain  radiating  down  the  left 
arm  on  exertion.  She  was  extremely  tense,  and 
spoke  at  length  of  the  many  factors  contributing 
to  her  nervousness. 

At  age  21  years  the  patient  was  delivered  of  a 
normal  child  by  cesarian  section  and  tubes  were 
ligated  because  of  her  “cardiac  condition”. 

On  physical  examination,  blood  pressure  was 
120/80.  She  was  thin  and  appeared  weak.  Car- 
diac ausculation  revealed  a loud  first  heart  sound, 
a grade  III  high  pitched  systolic  murmur,  and  a 
grade  III  low  pitched  rumbling  mitral  diastolic 
murmur  at  the  apex.  No  basal  murmurs  were 
heard.  The  lungs  were  clear.  Fluoroscopy  re- 
vealed slight  left  atrial  enlargement,  but  there 
was  no  increase  in  right  or  left  ventricular  size. 
The  electrocardiogram  was  normal.  The  pulmo- 
nary pressures  and  cardiac  output  at  the  time  of 
catheterization  were  found  to  be  entirely  normal. 
Mitral  valvulotomy  was  not  advised  because  me- 
chanical block  at  that  valve  was  not  causing  the 
patient’s  symptoms. 

Case  No.  II — This  37  year  old  white  female  had 
rheumatic  fever  at  8 years  of  age.  She  was  told 
her  heart  was  damaged  and  that  she  should  avoid 
exercise.  At  that  time,  she  noticed  attacks  char- 
acterized by  rapid  heart  beating,  shortness  of 
breath,  cough,  and  chest  pain.  She  recovered  un- 
eventfully, and  remained  fit  until  age  24  years, 
when  a severe  bout  of  breathlessness,  rapid  heart, 
precordial  pain,  and  coughing  awakened  her  from 
a sound  sleep.  Subsequent  similar  attacks  lasted 
from  one  to  four  hours,  and  were  associated  with 
extreme  nervousness.  In  the  past  two  years  these 
attacks  have  been  precipitated  by  the  exercise  of 
climbing  stairs  or  walking  in  the  fields.  During 
the  past  six  months,  her  exercise  tolerance  has 
become  more  limited,  and  she  has  not  been  able 
to  perform  housework.  There  has  been  no  pedal 
edema,  hemoptysis,  or  other  attacks  of  rheumatic 
fever.  She  had  received  a trial  of  digitalis  with- 
out benefit  and  was  not  receiving  that  drug  when 
seen  at  Touro  Infirmary. 
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Physical  examination  revealed  a rather  tense, 
slender  woman.  Blood  pressure  was  100/60.  The 
lungs  were  clear.  The  heart  was  not  enlarged. 
There  was  a grade  III  rumbling  diastolic  and  a 
grade  I high  pitched  systolic  murmur  at  the  apex. 
The  apical  first  sound  was  accentuated.  The  liver 
was  not  enlarged.  Fluoroscopy  revealed  slight 
enlargement  of  the  left  atrium,  but  the  right  and 
left  ventricles  were  normal.  The  electrocardio- 
gram was  normal.  The  cardiac  catheterization  re- 
vealed normal  pressures  and  outputs,  both  at  rest 
and  exercise.  It  was  felt  that  mitral  valvulotomy 
was  net  indicated.  This  patient  has  improved 
greatly  with  psychotherapy. 

Case  No.  Ill — A 21  year  old  white  female  com- 
plained of  extreme  fatigue  on  doing  housework. 
She  had  had  rheumatic  heart  disease  at  5%  years 
of  age,  and  again  at  7 years  of  age.  Following 
the  latter  illness  she  was  kept  at  bed  rest  for 
thirteen  months  and  told  that  she  had  a very  bad 
heart.  A third  attack  of  acute  rheumatic  fever 
followed  at  age  15  years.  At  this  time  she  first 
experienced  hemoptysis.  She  was  forbidden  any 
form  of  exercise  during  her  school  career.  At  age 
17  years  when  six  months  pregnant,  she  developed 
pedal  edema,  orthopnea,  dyspnea,  and  hemoptysis. 
She  was  digitalized,  remained  at  bed  rest,  and 
was  given  a salt  poor  diet.  She  had  a normal  un- 
eventful delivery,  which  was  followed  by  recovery 
from  heart  failure.  Within  three  months  of  de- 
livery, she  suffered  another  bout  of  acute  rheu- 
matic fever.  At  age  19  years  the  patient  was 
pregnant  for  the  second  time.  She  was  closely 
observed  in  the  prenatal  period  and  remained 
largely  at  bed  rest.  The  delivery  was  uneventful. 
In  the  past  two  years  she  has  noticed  progressive 
decline  in  exercise  tolerance.  On  admission  she 
stated  that  the  exertion  of  bathing  the  children, 
climbing  stairs,  and  cleaning  house  was  too  great 
to  permit  these  activities.  She  has  had  no  or- 
thopnea or  paroxysmal  dyspnea. 

On  examination  the  blood  pressure  was  100/80. 
The  lungs  were  clear.  The  heart  was  not  enlarged. 
There  was  a systolic  and  diastolic  thrill  at  the 
apex,  and  a shock  with  the  pulmonary  second 
sound.  At  the  apex,  a loud  first  sound  was  fol- 
lowed by  a grade  III  high  pitched  systolic  murmur, 
a faint  second  sound,  and  a grade  III  rumbling 
diastolic  murmur.  There  was  a presystolic  ac- 
centuation of  the  diastolic  murmur.  There  were 
no  murmurs  heard  at  the  base.  The  liver  was  not 
enlarged,  and  the  legs  were  not  edematous. 

Fluoroscopy  revealed  questionable  right  ven- 
tricular enlai'gement  in  the  left  oblique.  The  heart 
was  not  enlarged  in  the  P.  A.  view.  The  left 
atrium  was  not  enlarged.  The  electrocardiogram 
suggested  slight  delay  in  conduction  through  the 
right  bundle,  but  was  otherwise  normal. 

At  catheterization  the  pressures  were  found  to 
be  about  the  upper  limits  of  normal.  After  exer- 
cise which  was  sufficient  to  increase  her  minute 


ventilation  from  4 liters/minute  to  21  liters/ 
minute,  there  was  a doubling  of  her  cardiac  out- 
put, but  no  significant  alteration  of  the  pressures. 
Surgery  was  not  advised  for  this  patient.  Al- 
though her  mitral  valve  area  may  be  considerably 
decreased,  it  is  still  not  decreased  enough  to  ex- 
plain the  severity  of  her  symptoms,  or  to  elevate 
her  pulmonary  pressures  on  exercise. 

Case  No.  IV — This  40  year  old  white  female 
suffered  a bout  of  tonsillitis  followed  by  joint 
pains  at  age  24  years.  At  that  time  she  was  told 
that  her  heart  had  been  damaged.  At  age  36  she 
had  a bout  of  pneumonia  and  was  hospitalized 
for  one  week.  At  age  39  years  she  again  had  a 
bcut  of  pneumonia  and  was  advised  to  take  digi- 
talis. She  found  the  latter  drug  of  no  help.  Since 
that  time  she  has  had  progressively  increasing 
dyspnea  on  exertion  and  has  been  unable  to  climb 
20  steps.  Two  weeks  before  admission  she  de- 
veloped a “cold”  with  a hacking  cough.  During 
one  of  the  coughing  attacks  she  had  hemoptysis 
productive  of  10  to  20  cc.  of  bright  red  blood. 
She  denied  orthopnea  and  pedal  edema  and,  until 
admission  to  hospital,  had  carried  on  daily  as  a 
saleswoman  in  a shoe  store. 

Physical  examination  revealed  a slender,  middle 
aged  female  with  blood  pressure  of  120/80.  Car- 
diac auscultation  revealed  a loud  first  sound,  and 
a grade  III  rumbling  diastolic  murmur  with  pre- 
systolic accentuation.  The  lungs  were  clear.  The 
liver  was  not  large.  Cardiac  fluoroscopy  revealed 
moderate  enlargement  of  the  pulmonary  conus, 
but  no  left  atrial  enlargement.  The  right  ven- 
tricle appeared  slightly  enlarged,  but  the  over-all 
heart  size  in  the  A.-P.  projection  was  not  en- 
larged. The  electrocardiogram  was  normal.  Car- 
diac catheterization  revealed  moderately  elevated 
pulmonary  arterial  wedge  pressures  at  rest,  which 
rose  sharply  on  mild  exercise.  At  commissurotomy 
the  mitral  valve  was  found  to  be  calcified  and 
stenosed.  It  failed  to  admit  the  tip  of  the  sur- 
geon’s finger. 

Case  No.  V — This  21  year  old  white  female  had 
had  rheumatic  fever  at  4 years  of  age  and  again 
at  17  years  of  age.  She  was  apparently  well 
until  she  became  pregnant  at  19  years  of  age.  She 
lost  weight  and  became  increasingly  dyspneic  to- 
ward the  seventh  month.  At  that  time  she  was 
tcld  that  she  had  rheumatic  heart  disease.  De- 
livery was  uneventful.  The  following  year  she 
again  became  pregnant  and,  at  five  months,  she 
noticed  severe  dyspnea.  At  the  sixth  month  a 
spontaneous  abortion  occurred.  Since  that  time 
the  patient  has  felt  fit,  except  that  she  tired 
somewhat  on  climbing  stairs  or  doing  severe  exer- 
cise. She  had  no  orthopnea,  paroxysmal  nocturnal 
dyspnea,  pedal  edema,  or  hemoptysis.  The  patient 
was  told  that  she  should  have  further  evaluation 
of  her  heart  status  before  becoming  pregnant 
again. 
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Physical  examination  revealed  a blood  pressure 
of  110/70.  The  lung's  were  clear.  The  heart  was 
not  enlarged.  On  auscultation,  there  was  a gi'ade 
IV  rumbling  diastolic  murmur  at  the  apex  with  a 
presystolic  accentuation.  There  were  no  other 
murmurs.  The  cardiac  fluoroscopy  revealed  mod- 
erate pulmonary  conus  enlargement  and  the  right 
ventricle  was  questionably  enlarged.  The  electro- 
cardiogram was  normal.  Cardiac  catheterization 
revealed  markedly  elevated  pressures.  At  com- 
missurotomy the  mitral  valve  failed  to  admit  the 
finger  tip. 

Each  had  a history  of  moderate  exer- 
tional dyspnea  which  had  become  worse 
in  the  past  few  months.  Two  had  had 
hemoptysis.  All  had  the  murmur  of  mi- 
tral stenosis.  Two  had  a mitral  regurgi- 
tation murmur  in  addition,  but  proved  to 
have  normal  pressures  at  catheterization. 
However,  there  was  no  cardiac  enlarge- 
ment on  fluoroscopy,  and  the  electrocar- 
diograms were  normal  (Figs.  1,  2,  3).  In 
each  instance,  data  obtained  at  cardiac 


catheterization  was  of  distinct  value  in 
determining  if  mitral  valvulotomy  were 
needed.  (Fig.  4).  In  three  the  pressures 
were  normal,  both  at  rest  and  exercise. 
The  increased  cardiac  output  per  100  cc. 
increase  in  oxygen  consumption  was  well 
within  normal  range.  Marked  valve  ob- 
struction could  not  have  accounted  for  the 
symptoms,  and  relief  by  mitral  valve  sur- 
gery was  not  to  be  expected.  The  fourth 
patient,  at  rest,  had  moderately  elevated 
pressure  in  the  pulmonary  artery.  The 
pulmonary  wedge  pressure,  which  is  a 
portrayal  of  the  left  atrial  pressure,  was 
markedly  elevated.  On  mild  exercise  her 
cardiac  output  doubled,  an  increase  within 
the  normal  range  per  100  cc.  increase  in 
ovygen  consumption ; however,  she  accom- 
plished this  feat  at  an  expense  of  almost 
doubling  her  pulmonary  artery  pressure. 
The  pulmonary  wedge  pressure  became 


Figure  2.  Cases  IV  and  V with  pulmonary  hypertension. 


Figure  1.  Cases  I,  II,  and  III  with  normal  pulmonary  pressure. 
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elevated  to  the  point  of  exceeding  the  col- 
loidal osmotic  pressure  of  blood.  This  is 
an  important  factor  in  production  of 
pulmonary  edema.  The  fifth  patient  had 
marked  elevation  of  pulmonary  arterial 
pressure  at  rest.  Her  pulmonary  wedge 
pressure  equalled  the  colloidal  osmotic 
pressure  of  blood.  Exercise  was  not  at- 
tempted. 

The  first  three  patients  have  improved 
considerably  on  reassurance  and  psycho- 
therapy. The  last  two  patients  were  found 
to  have  tight  mitral  stenosis  at  surgery. 
(Dr.  Dennis  Rosenberg,  Department  of 
Thoracic  Surgery)  After  six  months,  one 
of  the  latter  two  patients  has  resumed  full 
activity  with  excellent  improvement.  The 
other  patient  is  still  in  the  early  postoper- 
ative status. 

In  patients  with  symptoms  which  may 


be  from  mitral  stenosis,  but  in  whom  the 
fluoroscopy  and  electrocardiogram  fail  to 
give  objective  evidence  of  the  severity  of 
the  mechanical  block  produced  by  the 
mitral  valve,  cardiac  catheterization  will 
offer  considerably  more  information  upon 
which  to  base  a decision  regarding  the 
need  for  valvulotomy.  Critical  levels  of 
pulmonary  artery  and  wedge  pressure  ele- 
vation, above  which  one  should  advise 
valvulotomy,  cannot  be  definitely  estab- 
lished. It  is  certain,  however,  that,  given 
these  conditions,  an  increase  in  the  pul- 
monary artery  pressure  of  three  to  four 
times  normal,  a marked  rise  on  exercise, 
and  a pulmonary  wedge  pressure  that  ap- 
proaches the  colloidal  osmotic  pressure  of 
blood,  indicates  that  ameloriation  of  symp- 
toms may  be  anticipated  from  an  adequate 
valvulotomy. 


Figure  3. 
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SUMMARY 

1.  Cardiac  catheterization  is  a valuable 
adjunct  in  assessing  the  severity  of  mitral 
stenosis  in  patients  with  this  murmur  and 
suggestive  symptoms,  but  in  whom  the 
electrocardiogram  is  normal  and  the  heart 
is  not  enlarged. 


2.  Five  cases  are  presented.  Two  had 
considerable  elevation  of  pulmonary  artery 
and  wedge  pressure  and  a tight  valve  at 
surgery.  Three  had  normal  pressures 
which  indicated  that  no  severe  stenosis 
was  present.  Surgery  was  not  advised  in 
these  latter  patients. 


Figure  4.  Data  in  cases  I,  II,  and  III  indicate  normal  pulmonary  artery  and  wedge  pressure, 
normal  right  atrial  pressure,  without  elevation  on  exercise.  Case  IV  shows  moderate  elevation 
of  pressures  at  rest,  a marked  rise  on  exercise.  Case  V shows  marked  elevation  of  pressures  at  rest. 
Cardiac  output  increases  in  all  cases  on  exercise. 
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The  four  affections  of  the  pancreas  gen- 
erally amenable  to  surgical  treatment 
are:  certain  congenital  anomalies,  injuries 
due  to  violence,  inflammatory  disease,  and 
cancer.  Congenital  anomalies  and  trauma 
of  the  pancreas  do  not  present  difficult 
diagnostic  problems,  and  operative  inter- 
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vention,  although  at  times  technically  haz- 
ardous, is  generally  attended  by  satisfac- 
tory results.  The  surgical  treatment, 
however,  of  patients  with  inflammatory 
or  neoplastic  disease  of  this  organ  is  con- 
troversial and  the  accomplishments  all  too 
often  disappointing.  The  causes  for  these 
latter  therapeutic  dilemmas  are  apparent; 
the  etiology  of  pancreatitis  continues  in 
doubt  while  the  early  diagnosis  of  pan- 
creatic cancer  is  rarely  achieved. 

CONGENITAL  ANOMALIES 

Ectopic  pancreatic  tissue  may  occur  in 
the  wall  of  the  stomach,  of  the  duodenum, 
of  the  gallbladder,  and  of  the  jejunum. 
(Figure  1)  Generally  these  islands  of  mis- 
placed gland  are  not  troublesome  though 
occasionally  ulceration  of  the  enteric  mu- 
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Figure  1.  Aberrant  island  of  normal  pancreas 
in  the  stomach. 


cosa  over  them  does  occur.1  These  may 
produce  symptoms  of  peptic  ulcer  and 
have  been  described  as  a cause  of  upper 
gastrointestinal  hemorrhage.  More  usual- 
ly, however,  ectopia  of  the  pancreas  does 
not  produce  specific  symptoms  and  is  only 
discovered  during  a roentgen  survey  of 
the  upper  gastrointestinal  tract  when  this 
is  performed  for  one  vague  digestive  com- 
plaint or  another.  Once  discovered,  pan- 
creatic ectopia  cannot  be  surely  differen- 
tiated from  a benign  or  malignant  tumor 
and  is  summarily  removed.  Not  the  least 
interesting  aspect  of  this  relatively  rare 
congenital  anomaly  is  its  occasional  in- 
volvement in  an  acute  or  chronic  inflam- 
matory process.  Those  discovering  this 
unusual  circumstance  are  quick  to  chal- 
lenge the  common  channel — biliary  reflex 
concept  of  the  etiology  of  pancreatitis. 

Another  congenital  anomaly  is  annular 
pancreas.2  5 Here  the  ventral  anlage  of 
the  developing  pancreas  fails  to  fuse  with 
the  dorsal  anlage  and  partially  or  com- 
pletely encircles  the  first  or  second  part 
of  the  duodenum.  Needless  to  say,  this 
congenital  defect  can  cause  all  degrees  of 
duodenal  obstruction.  An  annular  pan- 
creas may  occlude  the  duodenum  of  the 
newborn  (Figure  2)  or  may  only  become 
apparent  in  later  life  as  chronic  duodenal 
obstruction.  In  either  instance,  surgical 
intervention  is  necessary.  Resection  of 
the  stenosing  ring  of  pancreas  and  gastro- 
jejunostomy have  each  had  their  advo- 
cates. Gross,0  however,  who  has  had  wide 


Figure  2.  Complete  duodenal  obstruction  in  a 
newborn  infant  due  to  annular  pancreas.  This 
was  completely  relieved  by  a postei'ior  duodeno- 
jejunostomy. (Reproduced  with  permission  from 
New  Eng.  J.  Med.  251:191-193,  1954 ) 3 

experience  with  this  congenital  defect,  be- 
lieves that  it  is  best  treated  by  side-to- 
side  duodenojejunostomy.  Attempts  to  re- 
sect the  pancreatic  ring  have  been  asso- 
ciated with  troublesome  pancreatic  and 
even  fatal  duodenal  fistulae.  When  the 
ring  is  incompletely  removed,  recurrent 
duodenal  obstruction  makes  its  appear- 
ance. Gastrojejunostomy  is,  of  course, 
always  prone  to  stomal  ulceration. 

INJURY  BY  VIOLENCE 

The  pancreas  may  be  injured  by  an 
endless  variety  of  direct  or  indirect  vio- 
lence. The  gland  may  be  traversed  or 
shattered  by  high  velocity  missiles,  it  may 
be  squashed  against  the  vertebral  column 
by  nonpenetrating  force,  or  it  may  be 
pierced  or  severed  by  stab  or  knife 
wounds.  Fortunately,  however,  the  pan- 
creas is  not  commonly  prone  to  injury  for 
it  lies  deeply  in  the  upper  abdomen  well 
protected  by  overhanging  rib  margins. 
When  pancreatic  injury  due  to  violence 
does  occur,  however,  immediate  operation 
becomes  imperative.  Of  help  in  deciding 
upon  exploratory  celiotomy  in  closed  in- 
juries to  the  pancreas  is  abdominal  para- 
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centesis.  A high  amylase  content  in  the 
withdrawn  fluid  is  diagnostic  of  injury 
to  the  pancreas.  Two  general  rules  of 
operative  management  are  important : 
badly  damaged  or  ischemic  pancreatic  tis- 
sue should  be  removed  and  free  drainage 
to  the  site  of  injury  established.  Per- 
sistent bleeding  and  massive  retroperi- 
toneal hematomas  are  commonly  associ- 
ated with  pancreatic  trauma.  These  must 
be  dealt  with  effectively  by  ligature,  for 
a gauze  pack  has  no  place  in  the  control 
of  hemorrhage  in  the  upper  abdomen. 
Needless  to  say,  nonabsorbable  suture  ma- 
terial such  as  cotton  or  silk  should  always 
be  used  in  operative  intervention  upon  the 
pancreas. 

A fistula  almost  inevitably  develops  fol- 
lowing drainage  of  the  site  of  extensive 
pancreatic  injury.  Frequently,  patience 
over  a period  of  months  is  required  to 
observe  spontaneous  closure.  Operations 
performed  early  for  post-traumatic  fistu- 
lae  are  neither  wise  nor  necessary.  The 
formation  of  an  almost  endless  variety  of 
pseudocysts  is  a well  recognized  late  com- 
plication of  injury  of  the  pancreas.7 
Eradication  of  such  cysts  as  these  may 
sorely  tax  the  judgement,  ingenuity,  and 
skill  of  accomplished  surgeons.  Excision 
of  these  cysts  is  of  course  desirable,  but 
more  often  than  not,  the  safety  of  the 
patient  is  best  served  by  more  conserva- 
tive measures  such  as  marsupialization  or 
even  repeated  external  drainage.  Internal 
drainage,  by  surgically  creating  a fistula 
between  the  cyst  and  the  stomach  or  an 
adjacent  loop  of  small  intestine,  is  a use- 
ful procedure  and  has  earned  a well  de- 
served place  in  the  management  of  pan- 
creatic pseudocysts.  Altogether,  then,  the 
surgical  treatment  of  congenital  anomalies 
and  of  injuries  and  their  complications  is 
a satisfactory,  though  offtimes  difficult, 
area  of  operative  effort. 

POSSIBLE  ETIOLOGIES  OF  PANCREATITIS 

In  turning  now  to  pancreatitis,  a group 
of  complex  ills  both  acute  and  chronic  is 
encountered.  These  may  be  difficult  in- 
deed to  manage  successfully  by  either 
operative  or  nonoperative  measures.  Pri- 
marily responsible  for  these  many  diffi- 


culties are  the  several  etiologies  which 
seem  to  be  concerned  and  which  are  not 
at  all  clearly  understood.  Nevertheless, 
significant  progress  has  been  made  in  re- 
cent years  toward  a better  understanding 
of  the  many  complexities  involved.  Those 
willing  to  accept  the  responsibility  of 
treating  unfortunate  patients  with  pan- 
creatitis are  in  a better  position  than  ever 
before  to  provide  at  least  a reasonable 
therapeutic  program  for  this  troublesome 
clinical  entity. 

A close  relationship  between  pancreati- 
tis and  chronic  biliary  tract  disease  has 
always  been  appreciated.  The  precise 
cause  and  effect,  however,  has  never  been 
surely  established.  For  instance,  it  is  a 
time-worn  observation  that  at  emergent 
or  elective  operations  for  calculus  disease 
of  the  biliary  tract,  the  pancreas  is  often 
thickened,  indurated,  and  obviously  the 
site  of  a chronic  inflammatory  process. 
This  association  has  been  far  too  common 
to  be  ascribed  to  chance.  Furthermore, 
after  correction  of  the  biliary  tract  dis- 
ease, it  is  well  known  that  the  associated 
pancreatitis  may  subside  never  to  be 
heard  from  again.  Conversely,  when  it 
was  more  common  to  operate  upon  pa- 
tients with  acute  pancreatitis  than  it  is 
today,  a large  distended  and  tense  gall- 
bladder— with  or  without  calculi  — was 
such  a common  finding  that  cholescystos- 
tomy  was  accepted  as  an  important  sur- 
gical therapy  for  acute  pancreatitis.  The 
evidence,  circumstantial  as  it  may  be,  is 
too  strong  to  doubt  but  that  an  important 
relationship  exists  between  biliary  tract 
disease  and  the  inflammatory  diseases  of 
the  pancreas. 

In  addition  to  the  circumstantial  if  not 
etiological  relationships  between  biliary 
tract  and  pancreatic  disease,  there  is  rea- 
son to  believe  today  that  a similar  rela- 
tionship may  exist  between  pancreatitis 
and  duodenal  ulcer.  The  most  common 
manifestation  of  this  association  is,  of 
course,  the  posterior  duodenal  ulcer  pene- 
trating into  the  head  of  the  pancreas. 
Here,  during  the  acute  phase  of  the  ulcer, 
the  head  of  the  pancreas  is  indurated  and 
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duct  obstruction  may  be  sufficient  to  pro- 
duce elevations  in  serum  amylase.  In  ad- 
dition to  this  obvious  association,  patients 
with  chronic  duodenal  ulcer  may,  too, 
manifest  signs  and  symptoms  of  recurrent 
pancreatitis.  Fortunately,  correction  of 
the  ulcer  is  generally  followed  by  subsid- 
ence of  the  pancreatitis. 

Many  years  ago  a small  stone  impacted 
in  the  ampulla  of  Vater  together  with  a 
demonstrated  common  channel  between 
the  common  and  pancreatic  ducts,  con- 
vinced Eugene  Opie8  that  pancreatitis 
was  due  to  reflux  of  bile  up  the  pan- 
creatic duct.  This  chance  observation  in 
the  autopsy  room  prompted  many  to  pro- 
duce in  the  dog  an  experimental  form  of 
pancreatitis  by  injecting  the  animal’s  own 
bile  into  his  pancreas.  So  closely  does  the 
pancreatitis  produced  under  these  circum- 
stances resemble  that  seen  in  man,  that 
reflux  of  bile  up  the  pancreatic  ducts  has 
long  enjoyed  popularity  as  the  specific 
cause  of  pancreatitis.  Even  more  credence 
was  ascribed  to  this  belief  when  numerous 
anatomists  demonstrated  that  in  from  40 
to  60  per  cent  of  humans,  a common 
channel  actually  exists  between  the  distal 
common  and  proximal  pancreatic  ducts. 
More  recently  Mulholland  and  Doubilet 9' 10 
have  provided  evidence  that  spasm  of  the 
sphincter  of  Oddi  may  too  cause  bile  to 
enter  the  pancreatic  drainage  system 
under  pressure.  Quite  naturally  they 
added  division  of  the  sphincter  to  eradi- 
cation of  biliary  tract  disease  as  a logical 
additional  treatment  for  pancreatitis.  Each 
of  these  surgical  therapies  has  had  its 
successes  in  controlling  early  pancreatitis 
— each  its  failures.  With  distressing  fre- 
quency, however,  a postoperative  month 
or  two  passes  and,  now  in  the  absence  of 
either  demonstrable  biliary  tract  disease 
or  a competent  sphincter,  the  patient  re- 
turns in  a devastating  attack  of  acute 
pancreatitis.  It  is,  of  course,  at  this  point 
that  many  additional  and  perhaps  extra- 
neous factors  enter  the  clinical  picture. 
Patients  with  recurring  pancreatitis  no- 
toriously take  alcohol  in  excess.  In  addi- 
tion, time  and  time  again  the  only  sur- 


cease from  pain  available  to  them  has 
been  narcotics.  If  not  actual  narcotic  ad- 
dicts, many  are  indeed  habitual  users  of 
a wide  variety  of  pain-relieving  drugs. 
Furthermore  many  of  these  individuals 
manifest  serious  neurotic  if  not  actual 
psychotic  traits.  The  scene  is  set  there- 
fore to  provide  an  almost  continuous  state 
of  pancreatic  stimulation.  Alcohol  is  an 
excellent  pancreatic  secretogogue ; mor- 
phine and  like  drugs  are  well  known  for 
their  ability  to  obstruct  pancreatic  flow; 
vagal  stimulation  promotes  excessive  se- 
cretion of  pancreatic  juice.  In  such  a 
setting  as  this  every  effort  can  be  made 
to  persuade  the  patient  to  desist  from 
alcohol,  to  stop  taking  drugs,  and  to  use 
anticholinergic  agents.  These  efforts  how- 
ever, are  largely  unsuccessful  in  the  face 
of  continuing  attacks  of  pancreatitis  and 
the  question  arises  as  to  what  surgical 
measures  have  to  offer  such  individuals. 

Out  of  the  mass  of  conflicting  evidence 
— both  clinical  and  laboratory — which  is 
available  for  study,  one  inescapable  con- 
viction emerges,  namely,  that  continuing 
pancreatitis  is  due  to  partial  or  complete 
obstruction  of  the  pancreatic  drainage 
system.  Just  as  common  duct  obstruction 
ultimately  destroys  the  liver,  so  will  pan- 
creatic duct  obstruction  destroy  the  pan- 
creas. The  only  difference  is  that  the 
latter  is  more  violent,  precipitous,  and  de- 
moralizing. In  the  treatment,  therefore, 
of  the  patient  with  recurrent  pancreatitis, 
the  surgeon  must  ever  seek  to  accomplish 
one  objective — relief  of  obstruction  to 
pancreatic  drainage.  In  seeking  to  achieve 
this  objective  a threefold  obligation  is  as- 
sumed ; first,  to  manage  acute  pancreatitis 
properly ; second,  to  halt  the  relentless 
course  of  progressive  and  recurrent  pan- 
creatitis; and  third,  to  undertake  boldly 
the  salvage  of  patients  with  continuous 
pain,  narcotic  addiction,  severe  metabolic 
disturbances,  and  emaciation  secondary  to 
advanced  fibrocalcific  pancreatitis. 

MANAGEMENT  OF  ACUTE  PANCREATITIS 

With  the  advent  of  acurate  tests  of  in- 
creased serum  amylase  activity,  it  be- 
came possible  to  establish  the  diagnosis 
of  acute  pancreatitis  without  recourse  to 
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operation.  There  can  be  little  doubt  today 
but  that  the  mortality  of  acute  pancre- 
atitis has  been  lowered  appreciably  by 
nonoperative  management.  Furthermore, 
medicine  and  surgery  now  have  at  their 
disposal  effective  measures  for  amelio- 
rating the  distressing  manifestations  of 
the  acute  attack.  Constant  gastric  suc- 
tion, atropine,  banthine  intravenously, 
and  perhaps  diamox  (acetazioleamide)  are 
effective  measures  for  decreasing  pancre- 
atic secretion  and  placing  the  pancreas  at 
rest.  Although  the  use  of  morphine  and 
its  derivatives  has  become  an  anathema 
in  the  treatment  of  pancreatitis,  it  must 
be  recalled  that  demerol  (meperidine  hy- 
drochloride) and  other  morphine  substi- 
tutes also  produce  spasm  of  the  sphincter 
of  Oddi.  All  of  these  drugs  should,  of 
course,  be  avoided  if  possible  but  not  to 
the  point  where  the  patient  is  in  near 
shock  due  to  overwhelming  barrages  of 
painful  stimuli.  Even  today,  morphine  is 
probably  the  most  effective  means  of  re- 
lieving the  catastrophic  pain  of  acute  pan- 
creatitis. At  times  sympathetic  or  epi- 
dural block  may  effectively  assist  in  con- 
trolling pain.  Antibiotics  should  be  ad- 
ministered throughout  an  acute  attack  for 
there  is  reasonable  evidence  that  if 
metastatic  infection  is  not  an  actual  cause 
of  pancreatitis,  it  may  play  an  important 
secondary  role.  Needless  to  say  strict  at- 
tention must  be  accorded  water  and  elec- 
trolyte balance.  Ionizable  calcium  may  fall 
to  low  levels  if  any  extensive  degree  of 
fat  necrosis  occurs.  It  is  easily  replaced 
by  intravenous  calcium  gluconate.  Deficits 
in  blood  and  plasma  volume  secondary  to 
peritonitis  must  too  be  corrected  either 
by  blood,  plasma,  or  serum  albumin  in 
adequate  amounts.  An  acute  diabetes  is 
not  unusual  and  is  easily  controlled  by  in- 
sulin and  glucose.  By  careful  attention 
to  details  such  as  these,  the  patient  can 
generally  be  tided  through  his  acute  at- 
tack with  success.  Only  when  the  acute 
attack  relentlessly  progresses  to  pancre- 
atic necrosis  or  abscess  formation  does 
emergent  operative  intervention  become 
necessary.  Continued  fever,  a rapid  pulse, 


a rising  white  count,  and  signs  of  localiz- 
ing sepsis  in  the  upper  abdomen  must 
alert  physician  and  surgeon  to  the  possi- 
ble development  of  an  abscess  which  will 
certainly  prove  fatal  if  not  adequately 
drained  in  time. 

In  the  past,  patients  who  have  recovered 
from  an  acute  attack  of  pancreatitis  have 
been  permitted  to  go  their  way,  both  the 
patient  and  physician  taking  refuge  in 
the  hope  that  further  attacks  will  not 
occur.  This  is  a false  hope  indeed,  and 
not  only  the  first  attack,  but  succeeding 
attacks  as  well,  of  acute  pancreatitis 
should  alert  both  the  patient  and  his  phy- 
sician to  the  existence  of  a serious  under- 
lying defect  which  must  be  corrected  if 
further  attacks  are  to  be  avoided.  The 
time  may  well  come  when  one  attack  of 
acute  pancreatitis,  and  most  particularly 
several  attacks,  will  be  regarded  as  an 
urgent  reason  for  early  surgical  interven- 
tion. If  the  premise  that  all  pancreatitis 
is  due  to  one  form  or  another  of  obstruc- 
tion to  pancreatic  drainage  be  ultimately 
proved  correct,  the  time  to  approach  cor- 
rection is  early.  Only  by  so  doing  may 
the  late  stages  of  the  disease  hope  to  be 
avoided.  Extensive  fibrocalcific  pancre- 
atitis is  an  irreversible  and  probably  a 
self-perpetuating  process  subject  to  little 
more  than  extirpation  for  its  cure. 

THERAPY  OF  OBSTRUCTION  TO  PANCREATIC 
DRAINAGE 

At  this  point  it  might  not  be  amiss  to 
comment  briefly  upon  the  diagnosis  of 
acute  or  chronic  obstruction  to  pancreatic 
drainage.  There  is  little  doubt  but  that 
acute  pancreatitis  is  more  common  than 
is  generally  believed.  The  reason  the  diag- 
nosis is  not  made  more  often  is  probably 
because  the  patients  are  not  seen  early 
enough  for  the  physician  to  obtain  evi- 
dence of  elevated  serum  or  urinary  en- 
zyme activity.  In  spite  of  an  enormous 
amount  of  fine  laboratory  investigation 
of  pancreatic  malfunction,  the  only  really 
good  way  of  establishing  a diagnosis  of 
early  pancreatitis  is  to  think  of  the  pos- 
sibility and  then  to  pursue  the  patient 
until  positive  evidence  of  an  elevated 
serum  amylase  is  obtained.  Particularly 
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since  the  introduction  of  Fishman  and 
Doubilet’s11  rapid  test  for  elevated  serum 
amylase,  there  is  little  excuse  for  any  hos- 
pital failing  to  offer  this  service. 

Once  the  diagnosis  of  pancreatitis  has 
been  established,  physician  and  surgeon 
alike  should  have  an  orderly  and  logical 
approach  clearly  in  mind  as  they  proceed 
to  document  the  cause  and  undertake 
therapy.  The  first  steps  are  obvious : the 
detection  and  elimination  of  chronic  bili- 
ary tract  disease  or  duodenal  ulceration 
if  these  be  found  to  exist. 

The  demonstration,  by  cholecystography 
or  cholangiography,  of  chronic  cholecys- 
titis and  cholelithiasis  or  choldedocholithi- 
asis  should  be  followed  without  delay  by 
cholecystectomy  and  exploration  of  the 
common  duct.  If  a peptic  ulcer  be  found 
on  roentgen  examination  of  the  stomach 
or  duodenum,  nonoperative  methods  of 
treatment  should  be  instituted  promptly. 
Should  complete  healing  fail  to  occur  in  a 
reasonable  period  of  time,  surgical  inter- 
vention should  not  be  delayed.  A normal 
biliary  and  gastrointestinal  tract,  however, 
should  not  mitigate  against  exploratory 
celiotomy  and  operative  cholangiography 
as  soon  as  the  acute  attack  has  completely 
subsided.  If  reflux  of  dye  up  the  pan- 
creatic duct  is  demonstrated,  a clear  in- 
dication for  sphincterotomy  is  at  hand. 
Whether  or  not  a common  channel  and 
biliary  reflux  is  demonstrated,  the  sur- 
geon must  not  abandon  his  efforts  to 
prove  that  the  pancreatic  ducts  are  patent. 
This  can  only  be  accomplished  today  by 
transduodenal  pancreatography.  Only  if 
the  biliary  tract  is  normal,  only  if  bile 
does  not  gain  access  to  the  pancreatic 
ducts,  and  only  if  the  pancreatogram  is 
normal,12  has  the  patient  been  given  every 
assurance  that  his  biliary  and  pancreatic 
drainage  systems  are  normal.  Under  such 
circumstances  as  these,  I believe  that 
hemigastrectomy  and  vagotomy  are  justi- 
fied as  a definitive  effort  to  protect  the 
patient  from  further  attacks  of  pancrea- 
titis. Hemigastrectomy  and  vagotomy 
offer  physiological  protection  against  ex- 
cessive pancreatic  stimulation.  If  free 


drainage  of  the  gland  exists,  this  oper- 
ation is  certainly  reasonable  and  gives 
hope  of  important  accomplishment. 

What,  however,  if  pancreatography  has 
demonstrated  an  obstruction  in  the  main 
pancreatic  duct.  Under  this  circumstance 
the  proper  course  to  follow  may  be  ob- 
scure indeed.  Several  possible  avenues  of 
approach  present  themselves  for  consider- 
ation. Simple  dilatation  alone  as  advo- 
cated by  Warren 13  appears  legitimate  in 
the  absence  of  advanced  fibrosis  and  cal- 
cification of  the  gland.  Particularly  is 
this  defensible  if  the  stricture  yields  read- 
ily to  gentle  bouginage  and  a free  flow 
of  clear  pancreatic  juice  is  promptly 
obtained.  The  conventional  arguments 
against  dilatation  of  any  stricture  can  be 
advanced,  however,  and  distal  pancre- 
atectomy or  pancreaticojej  unostomy  ad- 
vocated as  the  only  reasonable  way  of 
permanently  relieving  obstruction  of  the 
pancreatic  duct.  If,  on  the  other  hand, 
the  pancreas  in  question  is  the  site  of 
advanced  fibrosis  and  calcification,  pan- 
createctomy distal  to  the  point  of  stricture 
is  the  only  logical  course  to  follow.  (Fig- 
ure 3)  The  most  common  site  of  stricture 
unfortunately  lies  within  a centimeter  or 


P igure  3.  This  patient,  a 36-year  old  housewife, 
had  had  innumerable  attacks  of  acute  pancreatitis 
over  about  a 10-year  period.  At  operation  the  en- 
tire body  and  tail  of  her  gland  was  the  site  of 
chronic  inflammatory  process  with  calcification. 
Pancreatog'raphy  readily  demonstrated  a complete 
block  of  the  main  pancreatic  duct  2.5  cm.  above 
the  papilla  of  Vater.  The  head  and  uncinate 
process  were  relatively  normal.  Subtotal  pan- 
createctomy distal  to  the  block  was  performed. 
The  patient  has  gained  60  pounds  and  has  been 
entirely  well  for  three  years. 
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so  of  the  ampulla  of  Vater.  This  may 
mean  that  the  entire  gland  is  involved. 
Again,  if  the  process  in  the  pancreas  is 
early  and  has  not  progressed  to  fibrosis 
and  calcification,  distal  pancreaticojej un- 
ostomy as  devised  by  DuVal 14  may  suf- 
fice. (Figure  4)  If,  however,  the  entire 
gland  is  fibrotic  and  calcified,  total  pan- 
creaticoduodenectomy must  be  seriously 
considered.  There  can,  of  course,  be  little 
doubt  but  that  total  pancreatectomy  is  un- 
desirable. (Figure  5)  In  facing  this  de- 


Figure  4.  Distal  Pancreaticojejunostomy.  This 
operation,  relatively  new  to  the  field  of  surgery 
for  chronic  relapsing  pancreatitis,  requires  as  its 
indication  obstruction  to  the  pancreatic  duct  near 
the  head  of  the  gland.  The  duct  should,  of  course, 
be  free  of  interruption  distal  to  the  point  of  ob- 
struction before  such  an  operation  as  this  is  under- 
taken. As  yet  experience  with  distal  pancreatico- 
jejunostomy is  too  limited  to  provide  final'  judge- 
ment concerning  its  usefulness. 

cision,  it  must  ever  be  borne  in  mind  that 
the  alternative  may  well  be  a psycho- 
nutritional  cripple  addicted  to  narcotics 
and  alcohol.  Mention,  of  course,  must  be 
made  of  choledochojej  unostomy  as  advo- 
cated by  Bowers.15  The  only  logical  in- 
dication for  this  procedure  alone  is  fibro- 
tic stenosis  of  the  intrapancreatic  portion 
of  the  common  duct  without  concomitant 
obstruction  of  the  pancreatic  duct.  The 
assumption  that  choledochojej  unostomy  or 
sphincterotomy  can  alter  the  course  of 
pancreatitis  due  to  advanced  pancreatic 
duct  obstruction  is  hardly  tenable. 


Figure  5.  Choledochogram  demonstrating  a di- 
lated intrahepatic  biliary  drainage  system  due  to 
chronic  relapsing  pancreatitis.  In  addition,  reflux 
of  dye  up  the  pancreatic  duct  for  a distance  of 
2.0  cm.  is  clearly  shown.  It  is  logical  to  assume 
that  this  patient’s  pancreatitis  was  initiated  by 
biliary  reflux  due  to  a common  channel  between 
her  terminal  choledochus  and  pancreatic  duct.  Be- 
cause of  widespread  pancreatitis  and  obstruction 
throughout  her  entire  pancreatic  duct,  a total 
pancreatectomy  was  performed  with  complete  re- 
lief of  symptoms. 

PANCREATITIS  AS  A POSTOPERATIVE 
COMPLICATION 

During  the  past  ten  years  or  so,  sur- 
geons have  become  increasingly  aware  of 
acute  pancreatitis  as  a postoperative  com- 
plication of  major  surgical  procedures. 
In  some  instances  this  untoward  event  has 
been  related  directly  to  the  operation  it- 
self. For  instance  Dunphy 10  has  shown 
conclusively  that  injury  to  the  pancreatic 
ducts  during  a difficult  gastrectomy  may 
be  followed  by  a particularly  virulent 
form  of  pancreatitis.  On  the  other  hand, 
acute  pancreatitis  has  been  reported  fol- 
lowing operations  in  the  lower  abdomen 
as  well  as  after  surgical  procedures  per- 
formed outside  the  abdominal  cavity.  In 
Figure  6 is  outlined  the  clinical  course  of 
a patient  who  experienced  a severe  attack 
of  acute  pancreatitis  on  her  sixteenth 
postoperative  day  after  an  uneventful  gas- 
trectomy for  a benign  duodenal  ulcer. 
Within  a few  days  her  pancreatitis  sub- 
sided only  to  be  followed  by  acute  gan- 
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MRS  E.P  58  ACUTE  POSTOP  PANCREATITIS  % CHOLECYSTITIS 

Figure  6.  Graphic  representation  of  the  course 
of  a 58-year  old  female  who  suffered  an  attack 
of  acute  pancreatitis  about  two  weeks  after  a 
presumably  uneventful  gastrectomy  for  duodenal 
ulcer.  This  complication  was  further  compounded 
by  the  development  of  acute  gangrenous  cholecysti- 
tis without  calculus  disease  of  the  biliary  tract. 
The  etiologies  of  these  complications  are  not 
known.  This  chart  is  presented  as  a reminder  of 
the  intimate,  though  not  clearly  understood,  re- 
lationship which  exists  between  duodenal  ulcer, 
the  biliary  tract  and  the  pancreas. 

grenous  cholecystitis.  This  required  drain- 
age. Stones  were  not  present.  Recovery 
of  the  patient  was  complete  and  post- 
operative choledochogram  failed  to  reveal 
any  evidence  of  calculus  disease  of  the 
biliary  tract,  nor  did  the  contrast  medium 
reflux  up  the  pancreatic  ducts.  The  patho- 
logical mechanisms  responsible  for  such  a 
postoperative  catastrophe  as  this  were  not 
at  all  clear. 

CONSERVATIVE  MEASURES  IN  RELIEF  OF  FAIN 

These  paragraphs  on  the  surgical  as- 
pects of  pancreatitis  should  not  be  con- 
cluded without  one  or  two  additional  com- 
ments. In  the  first  place,  it  is  probable 
that  in  some  patients  pancreatitis  may 
pursue  a relatively  benign  course  without 
the  devastating  pain  so  usually  associated 
with  the  disease.  Under  these  circum- 
stances it  is  obvious  that  the  extensive 
and  ofttimes  drastic  surgical  steps  which 
have  been  outlined  would  hardly  be  appli- 
cable. The  primary  purpose  of  surgical 
intervention  is  the  relief  of  pain.  To  be 
sure,  prevention  of  progressive  pancreatic 
destruction  is  desirable,  but  the  metabolic 
disturbances  associated  with  this  can  be 
controlled  not  unsuccessfully  by  insulin 


and  pancreatic  extracts.  In  the  second 
place,  various  forms  of  denervation  of  the 
pancreas  have  been  advocated  purely  for 
the  control  of  pain.  These  have  had  their 
successes  to  be  sure,  but  in  addition  to 
exposing  the  patient  to  the  risk  of  becom- 
ing unable  to  appreciate  the  onset  of  a 
severe  intra-abdominal  catastrophe,  the 
results  are  impermanent  and  capricious. 
If  operations  are  to  be  done  to  control 
pancreatitis,  a direct  attack  upon  the 
gland  itself  seems  more  reasonable  at  this 
time.  Last  but  not  least,  some  recognition 
must  be  given  the  fact  that  pancreatitis 
as  an  entity  differs  from  one  hospital 
population  to  another.  It  is  failure  to  ap- 
preciate this  that  has  given  rise  to  much 
of  the  confusion  which  is  prevalent  today 
concerning  the  incidence  and  prevalence 
of  the  problem  of  pancreatitis.  Further- 
more, medicine  and  surgery  have  been 
prone  to  oversimplify  surgical  manage- 
ment. For  instance,  sphincterotomy  un- 
doubtedly has  its  place  but  is  probably 
not  a simple  surgical  cure-all  for  the  dis- 
ease. 

PANCREATIC  NEOPLASMS 

From  the  surgical  point  of  view,  cancer 
of  the  ampulla  of  Vater,  of  the  duodenum, 
and  of  the  head  of  the  pancreas  may  be 
grouped  together  for  their  cure  is  amen- 
able to  the  same  operation — pancreatico- 
duodenectomy. In  considering  preoper- 
ative diagnosis,  mortality  rate,  and  rate 
of  salvage,  however,  malignant  tumors  of 
the  papilla  and  duodenum  must  be  held 
distinct  from  pancreatic  cancer.  The  rea- 
sons for  separation  are  clear  — papillary 
and  duodenal  lesions  can  be  detected  early, 
and  appear  to  be  of  a lower  grade  malig- 
nancy than  are  tumors  of  the  pancreas. 
Sudden  jaundice,  anorexia,  pain,  stools 
persistently  positive  for  blood,  and  an  en- 
larged gallbladder  lend  encouraging  as- 
surance to  the  surgeon  that  his  patient  is 
harboring  an  operable  neoplasm  of  the 
ampulla  of  Vater.  Under  these  circum- 
stances, surgical  mortality  is  low  and  long- 
term survivors  numerous. 

In  considering  primary  pancreatic  neo- 
plasia, brief  mention  must  be  made  of  the 
rarely  encountered  cystadenomas.  These 
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large  cystic  structures  differ  from  pseu- 
docysts in  that  they  are  lined  by  epithe- 
lium, do  not  follow  trauma,  and  may  reach 
prodigous  size  before  coming  to  the  at- 
tention of  either  patient  or  physician. 
Even  heroic  efforts  should  be  made  to 
remove  these  tumors  completely  for  they 
are  prone  to  undergo  malignant  degener- 
ation, if,  in  fact,  they  are  not  primarily 
malignant. 

Cancer  primary  in  pancreatic  paren- 
chyma permits  no  such  optimism  as  in 
tumors  of  the  papilla.  The  diagnosis  of 
pancreatic  cancer  is  still  long  delayed. 
Tumors  of  the  body  and  tail  are  almost 
never  discovered  in  an  operable  stage, 
while  jaundice  must  almost  inevitably 
make  its  appearance  before  patients  with 
cancer  of  the  head  of  the  organ  are  seri- 
ously considered  for  operation.  Nor  are 
the  surgeon’s  difficulties  over  when  he 
finally  decides  upon  exploratory  celiotomy. 
When  operable,  these  tumors  are  small 
and  lie  buried  deeply  in  pancreatic  tissue. 
Incisional  biopsy  is  notoriously  unsuccess- 
ful, and  if  successful,  may  prejudice 
against  cure  by  disseminating  viable  can- 
cer cells  throughout  the  upper  peritoneal 
cavity  and  abdominal  incision.  Under  all 
save  exceptional  circumstances,  the  sur- 
geon must  boldly  assume  the  role  of  an 
accomplished  gross  pathologist.  In  the 
absence  of  local  or  distant  metastases  and 
with  the  conviction  that  biliary  obstruc- 
tion is  in  fact  due  to  pancreatic  cancer, 
the  surgeon  must  embark  upon  a hazard- 
ous and  difficult  operation — nor  must  he 
be  deterred  by  the  thought  that  he  may 
remove  a benign  process.  He  should,  of 
course,  take  great  pains  to  exclude  a com- 
mon duct  stone  impacted  in  the  ampulla. 
Fortunately  cholangiography  and  common 
duct  exploration  can  be  relied  upon  to 
obviate  this  possibility.  Because  the  tech- 
nical details  of  pancreaticoduodenectomy 
have  been  adequately  dealt  with  else- 
where,17 they  need  not  be  discussed  here. 
Suffice  it  to  state  that  the  operation  in 
competent  hands  is  a good  one  which 
should  not  be  associated  with  an  unrea- 
sonable mortality.  It  is  still  well  to  bear 


in  mind  that  if  the  jaundice  has  been  of 
long  duration,  preliminary  decompression 
of  the  biliary  tract  by  choledochostomv  is 
at  least  desirable  if  not  essential.  Ten 
days  to  two  weeks  or  so  later,  definitive 
resection  can  then  be  accomplished  much 
more  safely.  If,  however,  jaundice  is  of 
but  short  duration  and  the  patient’s  nu- 
tritional reserve  is  adequate,  pancreatico- 
duodenectomy is  appropriately  performed 
in  one  stage. 

That  early  cancer  of  the  head  of  the 
pancreas  can  be  completely  removed,  is 
now  adequately  documented  in  recent  sur- 
gical literature.  The  case  histories  of  some 
dozen  patients  who  have  survived  longer 
than  five  years  are  now  available  for 
study.  That  these  twelve  have  been  gleaned 
from  but  a small  proportion  of  the  total 
number  of  patients  who  have  been  oper- 
ated upon,  cannot  be  doubted.  At  the 
same  time,  the  number  of  all  those  who 
have  survived  five  or  more  years  would 
probably  be  considerably  greater  if  they 
all  had  been  reported.  Nevertheless,  if  it 
were  possible  to  collect  all  the  data  on 
patients  who  have  been  treated  for  pan- 
creatic cancer,  the  cure  rate  would  prob- 
ably still  be  low.  It  is,  of  course,  this 
dismal  picture  which  has  prompted  Cat- 
tell  and  Pyrtek  18  and  Parsons 19  to  make 
their  discouraging  observations  on  pan- 
creaticoduodenectomy for  pancreatic  can- 
cer. Since  cancer  of  the  head  of  the  pan- 
creas is  invariably  fatal  if  uncontrolled 
surgically,  is  it  not  preferable  to  continue 
the  more  hopeful,  venturesome,  and  whole- 
some point  of  view  of  Brunschwig,-"  Orr,21 
and  Dennis  and  Varco.22  These  latter  au- 
thors conclude  in  their  recent  article  upon 
this  subject,  “The  outlook  in  these  tumors, 
both  pancreatic  and  ampullary,  appears 
not  to  be  appreciably  worse  than  the  out- 
look in  cancer  of  the  stomach.”  It  does 
not  appear  likely  that  surgery  will  soon 
abandon  operative  treatment  for  either 
gastric,  ampullary,  or  pancreatic  cancer. 
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This  is  a report  on  a new  simplified 
approach  to  pudendal  nerve  block,  de- 
veloped in  1954,  on  the  Louisiana  State 
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University  obstetric  and  gynecologic  ser- 
vice of  Charity  Hospital  in  New  Orleans. 
The  pudendal  nerve  is  blocked  on  each 
side  transvaginally,  by  carrying  the  needle 
into  the  vagina  and  making  a single  in- 
jection of  procaine  solution  directly 
through  the  vaginal  mucosa  and  the  sac- 
rospinous  ligament,  at  a point  overlying 
the  pudendal  nerve.  Pudendal  nerve  block 
using  this  approach  can  be  administered 
easily  and  with  very  little  discomfort  to 
the  patient.  In  this  respect  the  trans- 
vaginal approach  has  a great  advantage 
over  the  conventional  transperineal  meth- 
ods. 

To  review  these  methods  briefly,  the 
standard  techniques  of  pudendal  block  un- 
til a few  years  ago  were  essentially  local 
infiltrations  of  the  perineum,  in  which  the 
terminal  branches  of  the  various  nerves 
supplying  the  region  were  infiltrated,  one 
by  one,  usually  through  a single  skin 
wheal  on  each  side.  These  nerves  are  the 
ilioinguinal,  the  posterior  femoral  cutane- 
ous, and  the  pudendal,  which  divides  into 
three  branches,  the  dorsal  nerve  of  the 
clitoris,  the  labial  or  perineal  nerve,  and 
the  inferior  hemorrhoidal  nerve.  The  in- 
filtration was  often  supplemented  by  ad- 
ditional injections,  below  the  ischial  spines 
or  in  Alcock’s  canal,  to  block  the  pudendal 
nerve  proximal  to  its  division  into  its 
terminal  branches.  This  combined  type 
of  block,  which  depends  chiefly  on  local 
infiltration  for  its  effectiveness,  is  prob- 
ably the  most  popular  one  today. 

Several  years  ago,  however,  E.  W.  Klink 
in  Philadelphia,  in  a very  thorough  clini- 
cal and  anatomical  study,  showed  that 
local  infiltration  of  the  terminal  branches 
in  pudendal  nerve  block  is  unnecessary. 
He  demonstrated  that  the  ilioinguinal 
nerve  and  the  posterior  femoral  cutaneous 
nerve  do  not  play  a significant  part  in 
the  innervation  of  the  female  perineum 
and  that  the  entire  perineum  can  be  an- 
esthetized simply  by  blocking  the  main 
trunk  of  the  pudendal  nerve,  using  a 
single  transperineal  injection  on  each 
side. 

The  inferior  hemorrhoidal  nerve  is  usu- 
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ally  described  as  a terminal  branch  of  the 
internal  pudendal,  given  off  below  the 
ischial  spines,  in  Alcock’s  canal.  In  50 
per  cent  of  cases,  however,  Klink  found 
that  it  arises  as  a separate  branch  of  the 
sacral  plexus,  usually  pierces  the  sacro- 
spinous  ligament,  and  passes  directly  to 
the  perineum  without  entering  Alcock’s 
canal.  This  aberrant  inferior  hemorrhoid- 
al nerve  is  blocked  in  Klink’s  method  high 
behind  the  sacrospinous  ligament,  with 
the  last  portion  of  anesthetic  solution. 
With  the  transvaginal  approach,  this 
nerve  is  blocked  by  direct  infiltration  of 
the  ligament  in  the  area  where  the  nerve 
fibers  pierce  it. 

TECHNIQUE 

The  following  technique  is  simple  to 
perform  and  has  given  quite  satisfactory 
results. 

A 10  cc.  syringe  filled  with  1 per  cent 
procaine  and  attached  to  a No.  20  spinal 
needle  is  used.  The  status  of  the  present- 


ing part  and  the  location  of  the  ischial 
spines  are  first  determined  vaginally.  The 
needle  and  attached  syringe  are  then  held 
with  the  tip  pressed  flat  against  the  ball 
of  the  index  finger  and  with  the  syringe 
entirely  above  the  thumb  of  the  hand  in 
the  vagina  (Fig.  1).  Protected  by  the 
finger,  the  needle  is  carried  into  the  va- 
gina to  the  ischial  spine.  The  needle  tip 
is  released  from  the  index  finger,  and  en- 
ters the  vaginal  mucosa  near  the  lower 
edge  of  the  sacrospinous  ligament,  just 
medial  to  the  spine  (Fig.  2).  A sub- 
mucosal wheal  is  made,  and  is  felt  by  the 
index  finger  to  be  sure  that  the  needle  tip 
is  still  superficial  to  the  ligament.  The 
needle  is  then  advanced,  keeping  steady 
pressure  on  the  plunger  of  the  syringe. 
The  ligament  is  infiltrated  with  about  3 
cc.  of  solution.  When  the  needle  pierces 
the  ligament  and  enters  the  loose  connec- 
tive tissue  behind  it,  the  resistance  of  the 
plunger  suddenly  decreases  and  the  solu- 


Figure  1.  Technique  of  inserting  the  needle  into  the  vagina.  The  tip  of  the  needle  is  pressed  flat 
against  the  ball  of  the  index  finger  in  the  vagina. 
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Figure  2.  Technique  of  injection.  The  sacrospinous  ligament  has  been  pierced  and  the  needle  and 
syringe  are  in  their  final  position.  The  syringe  remains  entirely  above  the  hand  in  the  vagina. 


tion  flows  in  easily.  After  aspiration  to 
guard  against  possible  intravascular  in- 
jection, the  remaining  fluid  is  deposited 
beneath  the  ligament.  The  needle  is  with- 
drawn and  the  procedure  is  repeated  on 
the  opposite  side,  using  the  opposite  hand 
in  the  vagina. 

RELIABILITY 

This  method  has  been  evaluated  both 
statistically  and  in  terms  of  its  practical 
applicability.  The  reliability  of  the  meth- 
od was  studied  on  the  delivery  unit  of 
Charity  Hospital  by  using  the  transvagi- 
nal approach  exclusively  for  a consecutive 
series  of  pudendal  blocks  over  a period  of 
several  months.  These  blocks  were  done 
under  many  different  circumstances,  re- 
gardless of  the  stage  of  labor,  on  every 
available  patient  prepared  for  delivery  or 
for  sterile  vaginal  examination.  The  block 
on  each  side  was  evaluated  separately. 
Each  consisted  of  a single  transvaginal  in- 
jection of  10  cc.  of  anesthetic  solution.  In 


a series  of  300  consecutive  transvaginal 
pudendal  blocks,  complete  anesthesia  of 
each  side  of  the  perineum  resulted  from 
the  initial  injection  about  84  per  cent  of 
the  time.  The  reliability  of  the  trans- 
vaginal method  is  therefore  similar  to  that 
reported  for  many  other  types  of  pudendal 
nerve  block. 

PR  ACT  I CA  L EVALI'AT  I O N 

From  the  practical  standpoint,  it  ap- 
pears that  the  transvaginal  approach,  al- 
though of  value  in  obstetrics,  has  its 
greatest  usefulness  in  gynecology,  both  in 
the  office  and  in  the  operating  room.  It 
has  been  used  successfully  for  a variety 
of  operations  upon  the  vagina  and  perine- 
um, including  multiple  vulvar  biopsies, 
excision  of  bartholin  cysts,  anterior  and 
posterior  colporrhaphy,  and  even  vulvec- 
tomy. The  great  advantage  of  this  meth- 
od over  the  various  transperineal  tech- 
niques is  its  ease  and  relative  painlessness 
of  administration.  The  extent  of  anes- 
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thesia  is  the  same  as  that  obtained  using 
the  conventional  transperineal  pudendal 
block.  There  is  no  effect  upon  the  uterus 
or  its  supporting  ligaments. 

In  obstetrics,  the  transvaginal  approach, 
while  often  useful,  has  certain  limitations. 
In  some  multiparous  patients,  the  sacro- 
spinous  ligaments  are  too  soft  and  atten- 
uated to  serve  as  landmarks  for  the 
transvaginal  approach.  These  patients  can 
be  blocked  with  greater  certainty  through 
the  perineum,  using  the  ischial  spines  as 
a guide. 

Occasionally,  when  the  transvaginal 
method  is  attempted  late  in  the  second 
stage  of  labor,  with  the  patient  bearing 
down  and  the  presenting  part  distending 
the  perineum,  there  is  difficulty  in  con- 
trolling the  needle  in  the  vagina.  Under 
such  conditions  the  conventional  perineal 
approach  will  usually  give  better  results. 

When  delivery  is  imminent,  however,  it 
is  often  wiser  simply  to  infiltrate  locally 
for  the  episiotomy,  deliver  the  patient, 
and  then  perform  a pudendal  block  to  ob- 
tain better  relaxation  and  anesthesia  for 
the  repair.  In  this  circumstance,  the 
transvaginal  approach  is  usually  the  pro- 
cedure of  choice.  It  can  be  performed 
very  easily  on  the  postpartum  patient,  and 
provides  satisfactory  anesthesia  for  the 
repair  of  almost  any  vulvar  or  vaginal 
laceration.  It  has  been  used,  without  the 
necessity  for  a supplemental  local  infil- 
tration, for  the  entire  repair  of  complete 
perineal  lacerations,  and  even  for  anterior 
tears  extending  into  the  clitoris  without 
discomfort  to  the  patient. 

On  the  postpartum  wards  a transvagi- 
nal pudendal  block  has  been  used  at  times 
to  give  temporary  relief  from  a painful 
episiotomy  repair.  In  such  cases  the  ad- 
dition of  epinephrine  to  the  solution,  or 
the  use  of  a long-acting  local  anesthesia  is 
especially  desirable. 

SAFETY 

In  this  entire  series  there  were  no  re- 
actions to  the  local  anesthetics  used,  per- 
haps because  they  were  given  in  relatively 
small  amounts.  There  were  no  significant 
hematomas.  There  were  no  fevers  or  in- 
fections which  definitely  could  be  at- 


tributed to  the  transvaginal  method.  It 
appears  that  transvaginal  pudendal  block 
is  a safe  procedure  from  the  standpoint 
of  infection,  in  spite  of  the  fact  that  the 
needle  is  inserted  through  an  area  which 
is  not  strictly  sterile. 

CONCLUSIONS 

It  is  apparent  that  both  the  transvagi- 
nal approach  and  the  perineal  approach 
at  times  have  their  special  indications. 
When  the  sacrospinous  ligaments  are  too 
thin  to  be  palpated,  or  when  access  to 
them  is  blocked  by  descent  of  the  present- 
ing part,  the  perineal  approach  will  give 
better  results.  On  the  other  hand,  in  cer- 
tain obese  obstetrical  patients  with  thick, 
heavily  muscled  pelvic  floors,  and  in  most 
gynecologic  patients,  the  transvaginal  ap- 
proach offers  the  most  convenient,  and 
at  times  the  only  way  of  blocking  the 
pudendal  nerves  at  the  spines,  without 
resorting  to  local  infiltration.  In  the 
majority  of  patients,  where  almost  any 
method  may  be  used  successfully,  the 
transvaginal  approach  still  has  certain  ad- 
vantages. Of  all  the  methods,  this  is  the 
easiest  to  learn,  the  simplest  to  execute, 
and  causes  the  least  possible  discomfort 
to  the  patient.  This  procedure  by  no 
means  replaces  the  conventional  trans- 
perineal techniques,  but  when  used  under 
the  proper  circumstances,  it  has  distinct 
advantages  in  gynecology,  as  well  as  in 
postpartum  obstetrics  and  in  the  manage- 
ment of  labor  and  delivery. 

SUMMARY 

1.  A new  transvaginal  technique  of 
pudendal  nerve  block  is  described. 

2.  The  method  is  simple  and  relatively 
painless. 

3.  Its  safety,  reliability,  and  usefulness 
in  obstetrics  and  in  gynecologic  surgery 
are  discussed  and  evaluated. 
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In  the  past  few  years  a new  duty  has 
been  placed  upon  the  medical  profession. 
It  is  determining  merit  and  quality  in  the 
private  practice  of  medicine,  the  procedure 
of  medical  auditing.  It  has  been  tradition- 
al to  respect  the  privacy  of  the  physician’s 
professional  life  and  all  his  dealings  with 
his  patients.  The  only  occasion  when  a 
third  party  entered  this  privacy  was  when 
a consulting  physician  was  called  by  either 
the  doctor  or  his  patient ; at  all  other 
times  there  was  absolute  privacy  and  al- 
most sublime  mutual  trust. 

Recently,  there  has  developed  a need  for 
a medical  audit  of  this  hitherto  uninvaded 
relationship.  Several  factors  have  made 
it  necessary  for  private  medicine  to  per- 
form this  task  for  itself.  First,  there  is 
the  distrust  by  an  occasional  patient  of 
his  physician  and  the  emerging  of  a num- 
ber of  legal  actions  against  doctors  for 
all  sorts  of  real  or  imagined  wrongs.  In 
this  climate  there  arises  the  possibility 
of  governmental  intervention  and  regula- 
tion of  medical  practice.  A second  and,  to 
us,  far  less  significant  factor  necessitat- 
ing inspection  of  this  kind  is  the  great 
growth  of  the  medical  family  itself  with 
the  appearance  of  a small  but  definite 
amount  of  substandard  practices  in  the 
everyday  practice  of  medicine  by  a few 
doctors.  It  is  the  universal  belief  among 
physicians  that  this  fraction  is  small  when 
compared  to  the  total  amount  of  high 
quality  work  done  by  dedicated  medical 
men. 

Private  medicine  feels  compelled  to  aud- 
it its  own  books,  then,  for  two  obvious 
reasons.  These  are,  first,  to  find  this  so- 
called  medical  wrong  and  to  recommend 

* From  the  Division  of  Obstetrics  & Gynecol- 
ogy, Our  Lady  of  the  Lake  Sanitarium,  Baton 
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steps  for  its  correction,  and,  second  to 
render  it  completely  needless  for  govern- 
mental authorities  to  perform  any  type  of 
inspection  and  regulation  of  private  medi- 
cine. 

With  these  thoughts  in  mind  and  as  an 
extension  of  its  duties,  the  Tissue  Com- 
mittee of  Our  Lady  of  the  Lake  Sani- 
tarium undertook  to  find  out  how  and 
why  hysterectomy  operations  were  being 
done  at  that  hospital.  A temporary  com- 
mittee was  formed  and  asked  to  review  a 
sample  of  records  of  hysterectomy  oper- 
ations and  to  report  on  pertinent  points 
in  the  case  histories  to  the  Tissue  Com- 
mittee. 

MATERIAL  AND  METHOD  OF  STUDY 

General : Between  October  1,  1953,  and 
September  30,  1954,  there  were  210 

hysterectomy  operations.  One  hundred 
seventy-six  were  selected  at  random  for 
analysis.  Information  was  tabulated  as 
to  patient’s  age,  staff  classification  of 
doctor  performing  the  operation,  preoper- 
ative diagnosis,  anesthetic,  type  operation, 
main  pathology  found,  and  the  committee’s 
arbitrary  grading  of  the  case.  There  was 
no  mortality  in  the  group  studied. 

The  number  of  doctors  in  the  different 
staff  categories  at  this  time  were:  Ob- 

stetrics and  Gynecology — 18  (10  diplo- 
mates  of  the  board)  General  Surgery — 25 
(7  diplomates  of  the  board),  and  General 
Practice — 43. 

Grading:  Since  there  is  available  no 

completely  acceptable  standard  of  audit- 
ing these  operations  in  a private  hospital 
the  committee  devised  a system  of  grading 
modified  from  Williams.1  Attention  was 
given  to  choice  of  operation  as  well  as 
indication  for  surgery,  although  evaluation 
of  the  former  could  not  be  done  accurately 
from  the  charts  alone.  No  evaluation  was 
possible  of  technical  performance,  length 
of  procedure,  difficulty  of  operation,  and 
general  management  of  preoperative  and 
postoperative  course  other  than  to  note 
the  complications  or  sequelae.  The  follow- 
ing categories  were  set  up  for  grading 
hysterectomy  operations : 

Grade  A:  Required  without  delay. 

These  are  the  operations  which  must  be 
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done  in  order  to  save  the  life  of  a patient. 
Examples  are  rupture  of  uterus,  uterine 
atony  after  delivery,  and  all  correct  oper- 
ations for  pelvic  malignancy. 

Grade  B : Required  elective.  These  oper- 
ations are  done  for  the  benign  neoplasms, 
recurrent  bleeding  following  D & C,  and 
a few  instances  of  extreme  pelvic  relax- 
ations with  unbearable  symptoms  includ- 
ing dyspareunia. 

Grade  C : Desired  elective.  These  oper- 
ations are  done  for  the  relief  of  symptoms 
which  are  not  intolerable  to  the  patient, 
but  symptoms  which  should  be  removed 
in  order  for  the  patient  to  be  comfortable 
and  to  lead  a happier,  normal  life.  Most 
vaginal  hysterectomies  were  put  in  this 
group  as  well  as  hysterectomies  for  ab- 
normalities of  bleeding  when  D & C was 
not  done  as  an  initial  method  of  treat- 
ment. 

Grade  D : Operations  which  definitely 
should  not  have  been  done.  This  group 
would  include  those  with  obviously  wrong 
preoperative  diagnosis  where  the  surgeon 
could  have  been  expected  to  arrive  at  the 
correct  one ; and  obviously  wrong  choice 
of  operation  where  average  good  judg- 
ment could  be  expected  to  dictate  another 
type  of  treatment  or  operation. 

OBSERVATIONS 

The  results  of  the  analysis  are  best  pre- 
sented in  tabular  form.  Tables  1 through 
7 display  these  data. 


TABLE  1 

AGES.  17(>  PATIENTS  HAVING  HYSTERECTOMY 


Under  20  yrs 

0 

21  to  30  yrs 

24 

31  to  40  yrs 

78 

41  to  50  yrs 

54 

51  to  60  yrs 

11 

Over  60  yrs 

9 

TABLE  2 

NUMBER  OF  OPERATIONS  BY 
CLASSIFICATION  OF  OPERATOR 

Gynecologist,  board  diplomate 

74 

Gynecologist,  not  diplomate 

61 

General  Practitioner 

26 

General  Surgeon 

15 

176 

TABLE  3 

TYPE  OF  OPERATION 


Total  abdominal  hysterectomy  132 

Subtotal  abdominal  hysterectomy  6 

Vaginal  hysterectomy  38 

TAB 

:LE  4 

TYPE  OPERATION 

AND  CATEGORY  OF  OPERATOR 

Total 

Subtot. 

Classification 

abd. 

abd.  Vaginal 

All 

Gynecologist 

(diplomate) 

55 

3 16 

74 

Gynecologist 

(not  diplomate) 

38 

2 21 

61 

General 

Practitioner 

24 

1 1 

26 

General  Surgeon 

15 

0 0 

15 

All  operators 

132 

6 38 

176 

TAB 

ILE  a 

PREOPI 

SRATIVE  DIAGNOSIS 

Relaxations 

49 

PP  hemorrhage 

3 

Abnormal  bleeding 

47 

Ovarian  cyst 

3 

Pain 

21 

Previous  c.  section 

1 

Myoma 

17 

Couvelaire  uterus 

1 

Endometriosis 

9 

Ectopic  pregnancy 

1 

Residues  of  PID 

8 

Cervical  stenosis 

1 

Fibrosis  uteri 

4 

Pelvic  congestion 

1 

Malignancy 

2 

Other 

7 

TABLE  ti 

PR  I N Cl  PA  1 

L PATHOLOGIC  LESION 

Myoma 

58 

Adenocarcinoma 

3 

Endometriosis 

56 

Retained  secundines  1 

Residues  of  PID 

12 

Squamous  cell  ca. 

1 

Hyperplasia 

10 

Other 

22 

Endometr.  polyp 

7 

Not  significant 

31 

TAB 

LE  7 

GRADING  OF 

OPERATIONS 

Grade  A 

7 

Grade  B 

77 

Grade  C 

89 

Grade  D 

3 

DISCUSSION 

There  are  a great  many  things  to  be 
said  about  an  analysis  of  this  type.  When 
it  was  first  begun  there  was  doubt  as  to 
whether  the  charts,  understandably  brief 
in  a private  nonteaching  hospital  con- 
tained enough  data  to  make  the  survey 
worthwhile.  There  was  not  always  a clear- 
cut  preoperative  diagnosis  written  down. 
In  operative  dictations  more  extensive 
notes  were  made  of  the  technique  than  of 
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the  surgeons’  view  of  the  internal  organs 
with  pathologic  process.  Even  the  pathol- 
ogist's reports  were  lacking  in  an  oc- 
casional necessary  detail.  However,  in 
spite  of  the  drawbacks  certain  significant 
points  came  to  light.  The  great  majority 
of  the  operations  were  done  for  bleeding, 
pelvic  pain,  or  relaxations.  In  a substan- 
tial number  of  cases  no  preoperative  etio- 
logic  diagnosis  was  made  as  being  re- 
sponsible for  pain  or  bleeding;  yet  in 
other  instances  cui’ettage  was  carried  out 
prior  to  performing  definitive  surgery. 
Tabulation  of  this  important  sequence  of 
operations  could  not  be  accurately  done 
because  of  the  omissions,  mentioned  above, 
of  the  brief  records.  The  committee  con- 
cluded that  most  of  the  uncuretted  pa- 
tients had  clinical  diagnoses  of  endome- 
triosis, which  diagnosis  may  not  have  ap- 
peared on  the  charts.  The  committee  felt 
that  diagnosis  of  bleeding  caused  by  endo- 
metriosis justified  hysterectomy  without 
curettage,  whereas  undiagnosed  uterine 
bleeding  did  not  warrant  hysterectomy 
without  preliminary  curettage. 

Also,  it  may  be  noted  that  information 
as  to  type  of  operation  and  operator  con- 
firms the  suspected  trend  that  the  gyne- 
cologists are  performing  the  vaginal  opei’- 
ations.  Of  interest  is  the  observation  that 
only  one  of  the  176  hysterectomies  was 
done  by  a diplomate  of  the  American 
Board  of  Surgery,  and  that  in  connection 
with  abdominoperineal  resection  of  the 
rectum. 

In  studying  the  pathologist’s  reports  the 
committee  noted  several  interesting  facts. 
The  majority  of  specimens  exhibited 
adenomyosis  and  endometriosis,  though 
this  diagnosis  was  not  listed  with  the 
principal  lesion  in  all  cases.  Next  in  fre- 
quency of  occurrence  was  myoma.  All  told 
there  were  four  instances  of  malignancy, 
two  of  which  were  not  diagnosed  pre- 
operativelv.  One  adenocarcinoma  was 
missed  when  the  pathologist  gave  a nega- 
tive reading  on  a frozen  section  study  of 
preoperative  curettings.  A squamous  cell 
carcinoma  of  the  cervix  was  not  large 
enough  for  the  operator  to  suspect  it  pre- 


operatively;  it  measured  0.5  by  0.4  by  0.3 
cm.  when  the  pathologist  examined  the 
operative  specimen. 

There  were  three  operations  gi’aded  D. 
The  two  instances  where  the  specimen 
contained  an  unsuspected  malignancy  were 
described  above.  A third  procedure  graded 
down  was  a hysterectomy  done  to  control 
bleeding  in  the  case  of  incomplete  abor- 
tion. A curettage  was  not  done  on  this  34 
year  old  patient. 

K ECOM  M E NDATIO  X S 

The  committee  felt  the  study  proved,  in 
general,  that  hysterectomy  operations  are 
done  competently  for  valid  indications. 
The  records  show  that  gynecological  sur- 
gery as  practiced  at  this  hospital  is  good. 
The  committee  submits  herewith  its  rec- 
ommendations for  further  improvement: 

1.  Free  use  of  curettage  in  establishing 
the  cause  of  abnormal  uterine  bleeding. 

2.  Thorough  diagnostic  studies  to  ar- 
rive at  a preoperative  diagnosis  of  pelvic 
pain. 

3.  Discouragement  of  use  of  partial 
surgery  in  treatment  of  obscure  pelvic 
pain. 

4.  Recording  by  the  pathologist  of  such 
important  details  as  the  size  and  number 
of  myomas ; the  extent  of  penetration  of 
the  uterus  in  adenomyosis;  the  extent  of 
ovarian  endometriosis ; the  apparent  dura- 
tion, the  type  and  severity  of  salpingitis. 

5.  Specific  notation  on  the  chart  by 

the  gynecologist  of  main  symptom  and  its 
cause : “This  patient  is  being  operated 

upon  for  (example:  pain).  The 

preoperative  diagnosis  is  (ex- 

ample: endometriosis)”.  The  fear  of  not 
being  substantiated  by  pathological  exami- 
nation should  not  deter  the  clinician  from 
noting  his  preoperative  diagnosis. 

6.  Description  of  the  pathologic  find- 
ings at  time  of  surgery  to  be  included  in 
the  operative  dictation. 

7.  Recording,  by  the  anesthetist,  of  all 
medications  used  during  the  operation  as 
well  as  noting  type  of  surgery  done. 
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THE  MANAGEMENT  OF  THE  RED 
EYE  IN  GENERAL  PRACTICE  * 
FRANK  W.  NEWELL,  M.  D.  f 
Chicago,  Illinois 

Congestion  of  the  blood  vessels  of  the 
conjunctiva  and  deep  vessels  supplying 
the  eye  is  the  chief  sign  occurring  in  a 
variety  of  ocular  conditions,  which  range 
in  severity  from  acute  angle-closure  glau- 
coma, which  may  cause  blindness  within 
a few  hours,  to  a self-limited  catarrhal 
conjunctivitis.  The  management  of  many 
such  conditions  frequently  does  not  neces- 
sitate specific  recognition  of  the  exact 
disease  process,  but  does  require  prompt 
distinction  between  superficial  and  minor 
conditions  and  deep  vision  destroying  pro- 
cesses. 

In  all  except  serious  emergencies  the 
distant  vision  should  be  measured  with 
and  without  glasses.  This  measurement 
is  not  only  extremely  helpful  in  the  dif- 
ferential diagnosis  of  the  cause  of  the  red 
eye  but  may  well  prevent  the  physician 
from  being  wrongfully  accused  of  caus- 
ing a visual  loss  which  existed  prior  to 
the  time  a patient  was  treated.  A pen 
light  gives  good  illumination  and  a simple 
loupe  yielding  about  21/^x  magnification 
is  most  useful.  Ophthalmoscopic  examina- 
tion may  indicate  the  presence  of  corneal 
opacities,  cataract,  optic  nerve  disease  or 
retinal  lesions. 

LESIONS  OF  LID  AND  PALPEBRAL 
CONJUNCTIVA 

Lesions  of  the  lids  and  palpebral  con- 
junctiva should  be  initially  excluded  inas- 
much as  many  patients  describe  an  in- 
flamed and  painful  eye  when  the  symp- 
toms arise  from  disease  of  the  lid.  The 
two  most  common  inflammatory  condi- 
tions of  the  lid  requiring  treatment  are 
the  acute  suppurative  chalazion  and  the 
acute  hardeolum  or  stye.  In  the  active 
suppurative  stage  the  differential  diag- 
nosis between  these  conditions  is  of  no 
great  importance  since  the  treatment  is 

* Presented  at  the  Nineteenth  Annual  Meeting 
of  the  New  Orleans  Graduate  Medical  Assembly, 
New  Orleans,  March  1,  1956. 

f From  the  Section  of  Ophthalmology,  Univer- 
sity of  Chicago. 


the  same  although  the  prognosis  is  much 
different.  The  involved  portion  of  the  lid 
is  swollen,  is  sometimes  extremely  tender 
and  painful  and  there  may  be  swelling  of 
the  pre-auricular  lymph  nodes.  The  stye 
tends  to  point  along  the  lid  margin  and 
with  necrosis  of  the  overlying  skin  with 
release  of  a drop  of  pus  and  relief  of 
pain. 

The  chalazion  points  deeper  in  the  lid, 
frequently  in  the  palpebral  conjunctiva 
and  causes  more  pain  when  the  lid  is 
manipulated.  Occasionally  a suppurative 
stye  and  chalazion  may  occur  simultane- 
ously. Local  instillation  of  antibiotics  or 
sulfonamides  are  of  no  value  in  the  acute 
process  but  may  prevent  other  glands  of 
the  lid  from  becoming  involved.  Some- 
times resolution  is  hastened  by  pricking 
the  pointing  surface  with  a number  eleven 
Bard-Parker  blade  but  hot  compresses  fre- 
quently applied  are  the  most  useful  meth- 
od of  treatment.  Systemic  antibiotics, 
while  useful,  are  usually  not  indicated  be- 
cause the  inflammation  is  localized  and 
self-limited. 

Usually  following  suppuration  a chala- 
zion forms  a painless,  localized  mass  in 
the  lid  and  no  treatment  except  excision 
is  helpful.  If  not  removed  this  may  be 
extremely  large  and  unsightly  and  is 
frequently  the  site  of  recurrent  inflam- 
mation. 

Blepharitis  is  no  longer  the  difficult 
problem  it  was  in  the  pre-antibiotic  period 
and  most  cases  seen  today  are  part  of  a 
seborrheic  dermatitis  or  evidence  of  a 
chronic  inflammation  of  the  Meibomian 
glands.  Although  not  serious  in  respect 
to  sight,  these  conditions  are  most  resist- 
ant to  treatment  and  require  a correction 
of  general  hygiene  of  the  scalp  as  well 
as  local  antiseptics. 

A common  cause  of  a red  eye  which 
may  be  easily  overlooked  is  eversion  of 
the  lower  lid  or  entropion.  This  occurs 
intermittently,  and  may  not  be  present 
when  the  patient  is  examined,  unless  he 
is  asked  to  squeeze  his  lids  closed  after 
which  the  typical  anomalous  position  of 
the  lid  is  noted.  The  treatment  of  this 
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condition  is  a relatively  simple  plastic 
procedure. 

DIFFERENTIAL  DIAGNOSIS  OF  SUPERFICIAL 
AND  DEEP  DISEASE 

Great  stress  is  placed  upon  distinguish- 
ing between  conjunctival  injection,  which 
is  associated  with  superficial  inflamma- 
tion of  the  eye  and  deep  ciliary  injection 
which  occurs  in  iritis,  glaucoma,  and  cor- 
neal inflammation.  The  instillation  of  a 
drop  of  1:1,000  epinephrine  is  frequently 
helpful  as  it  will  constrict  conjunctival 
vessels  and  make  the  eye  white  but  will 
have  no  effect  upon  the  deep  ciliary  blood 
vessels. 

The  appearance  of  the  iris  and  the 
pupillary  reaction  is  most  important  in 
distinguishing  between  superficial  and 
deep  disease.  (Table  2)  In  conjunctivitis 


TABLE  1 
THE  RED  EYE 
ACTION  OF  TOPICAL  DRUGS 


Self-limited  Disease 

Dangerous  Disease 

Epinephrine 

(1:1,000) 

Vessels  constrict 

No  effect 

Pontocaine 
( 0.5  % ) 

Pain  relieved 

Pain  continues 

Sterile 

Fluorescein 

(2.0%) 

No  stain 

Cornea  may  stain 

regardless  of  severity,  and  in  virtually  all 
superficial  conditions,  the  cornea  is  clear 
and  glistening.  Through  it  the  normal  iris 
pattern  is  visible  and  the  pupils  of  the 
two  eyes  are  of  equal  size  and  their  re- 
action to  light  is  vigorous  and  prompt. 
In  deep  inflammations  the  iris  pattern 
may  be  blurred  and  muddy;  the  pupillary 
margins  may  be  irregular ; the  pupillary 
response  to  light  is  sluggish  or  absent. 
The  size  of  the  pupils  in  the  two  eyes  may 
be  different.  Such  involvement  of  the  iris 
is  a sign  of  most  serious  disease — angle 
closure  glaucoma  or  iridocyclitis.  Inflam- 
mation of  the  cornea  may  cause  an  opa- 
city through  the  iris  which  cannot  be 
seen  clearly  but  involvement  of  the  interi- 
or of  the  eye  occurs  very  late  in  the  course 
of  the  disease. 

Pain  in  ocular  inflammations  may  vary 
from  that  of  foreign  body,  or  mild  itch- 
ing, or  burning  or  be  deep,  severe,  aching 


pain  which  may  cause  nausea  and  vomit- 
ing. The  discomfort  of  superficial  irrita- 
tion and  even  the  pain  of  keratitis  will  be 
entirely  relieved  by  the  instillation  of  a 
single  drop  of  0.5  per  cent  Pontocaine 
tetracaine  HC1  N.N.R.)  but  has  no  ef- 
fect upon  the  deep  pain  of  glaucoma  or 
iridocyclitis. 


TABLE  2 
THE  RED  EYE 
SIGNS 


Self- limited 

Dangerous 

Iris 

Details  clear 

“Muddy”  pattern 

Pupil 

Round,  equal, 

Irregular,  unequal, 

react  to  light 

defective  pattern 

Vision 

Normal 

Reduced 

Vision  is  never  affected  in  superficial 
conditions  although  the  irritation  and 
photophobia  present  may  make  testing  dif- 
ficult. These  may  be  relieved  by  a local 
anesthetic  so  that  accurate  measurement 
is  possible.  Keratitis  involving  the  central 
cornea,  angle  closure  glaucoma  and  uveitis 
may  all  cause  a marked  diminution  of 
vision. 

BACTERIAL  CONJUNCTIVITIS 

Bacterial  conjunctivitis  is  becoming  an 
uncommon  disease  in  the  average  practice. 
The  usual  patient  is  self-treated  with  an 
antibiotic  or  sulfonamide  prescribed  for 
a friend  and  the  disease  clears.  An  un- 
fortunate group,  however,  use  a drug  to 
which  they  are  sensitive  and  their  eye 
lids  become  swollen,  the  conjunctiva  red 
and  injected,  and  their  eyes  burn  and 
itch  with  symptoms  far  more  severe  than 
those  with  original  disease.  Penicillin, 
streptomycin,  and  sulfathiazole  prepara- 
tions should  not  be  used  in  the  eye  because 
of  the  frequency  with  which  allergic  re- 
actions follow.  Sulfacetimide,  Gantrisin, 
Neosporin  and  a host  of  similar  drugs  are 
usually  more  effective  and  much  less  like- 
ly to  cause  a sensitivity  reaction.  The 
addition  of  cortisone  to  these  compounds 
for  conjunctivitis  is  not  justified  and  may 
lead  to  complications  more  severe  than 
the  original  inflammation. 

SUBCONJUNCTIVAL  HEMORRHAGE 

A surprising  number  of  patients  present 
themselves  with  a subconjunctival  hemor- 
rhage. Usually  this  has  occurred  spon- 
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taneously  and  other  than  the  localized 
bright  red  area  surrounded  by  normal 
white  conjunctiva,  no  signs  or  symptoms 
are  present.  This  type  of  bleeding  may 
be  a sign  of  serious  organic  disease  but 
it  is  not  important  as  far  as  the  eye  itself 
is  concerned.  Hypertension  and  arterio- 
sclerosis should  be  excluded  before  re- 
assuring the  patient. 

CORNEAL  CONDITIONS 

Superficial  conditions  involving  the  cor- 
nea are  usually  easily  identified  if  a drop 
of  sterile  fluorescein  is  instilled  into  the 
eye.  The  staining  may  be  intensified  if 
the  excess  fluorescein  is  removed  with  4 
per  cent  cocaine  solution.  Breaks  in  the 
integrity  of  the  corneal  epithelium  are 
always  serious  and  care  must  be  taken 
not  to  use  solutions  contaminated  with 
bacteria. 

Probably  the  commonest  condition  caus- 
ing staining  of  the  cornea  is  a foreign 
body.  It  may  be  frequently  washed  out  of 
the  eye  by  means  of  a stream  of  saline 
directed  from  a 5 cc.  syringe  after  the 
cornea  has  been  anesthetized.  The  eye  is 
far  more  tolerant  of  this  procedure  than 
it  is  of  wiping  with  a moistened  cotton- 
tipped  applicator.  Studies  with  a slit- 
lamp  show  that  even  when  applied  with 
unusual  gentleness  an  applicator  removes 
large  areas  of  corneal  epithelium  and  cre- 
ates a defect  much  greater  than  caused 
by  the  original  injury.  If  the  foreign 
body  is  so  loosely  adherent  that  it  could 
be  wiped  off  with  an  applicator  it  may 
also  be  irrigated  off  with  much  less  dam- 
age. 

The  failure  of  irrigation  to  remove  a 
foreign  body  suggests  that  it  was  hot 
when  it  struck  the  eye,  and  that  it  then 
coagulated  the  protein  of  the  cornea  and 
became  adherent.  Such  a foreign  body 
may  be  removed  by  means  of  a sterile  25 
gauge  hypodermic  needle  using  a syringe 
for  a handle.  It  is  important  to  hold  the 
needle  practically  parallel  to  the  eye  so 
that  regardless  of  movements  of  the  pa- 
tient, the  needle  will  not  impale  the  eye. 

With  the  needle  tangential  to  the  cor- 
nea the  foreign  body  may  be  gently 


scraped  away.  If  it  has  been  there  for  a 
time,  the  top  will  frequently  come  off 
leaving  a ring  of  rust  behind.  This  ring 
should  be  gently  scraped  away  and  usually 
comes  out  in  minute  fragments.  It  must 
be  removed  because  the  corneal  epithelium 
heals  very  slowly  over  it.  Sometimes  it  is 
easier  to  remove  the  ring  twenty-four 
hours  later  than  at  the  time  of  removal 
of  the  foreign  body  but  this  should  be 
reserved  for  occasional  patients  in  whom 
the  foreign  body  has  been  deeply  im- 
bedded. An  adherent  foreign  body  will 
almost  invariably  cause  a corneal  scar  so 
that  dissection  should  be  limited  to  that 
essential  to  removal. 

Just  as  important  as  the  removal  of 
the  foreign  body  is  the  treatment  of  the 
traumatic  inflammation  of  the  cornea 
which  follows,  and  the  prevention  of  in- 
fection. If  irrigation  was  all  that  was 
required  the  instillation  of  a sulfonamide 
or  antibiotic  may  be  all  that  is  necessary. 
The  patient  should  be  seen  once  again 
within  the  week  to  make  certain  the  cor- 
nea no  longer  stains  with  fluorescein.  If 
there  is  a deep  corneal  defect  the  eye  will 
be  more  comfortable  if  tightly  patched  so 
that  the  lid  will  not  rub  over  the  denuded 
surface.  The  patient  should  be  reassured 
that  the  foreign  body  is  removed  even 
though  the  discomfort  following  removal 
is  exactly  the  same  as  that  experienced 
when  the  eye  was  first  injured.  Pain 
should  be  controlled  with  aspirin,  com- 
bined with  codeine,  if  necessary,  and 
never  by  local  anesthetics  which  delay 
healing.  If  there  has  been  extensive  in- 
jury to  the  eye  the  pupil  should  be  dilated 
with  homatropine.  Atropine  should  be 
used  very  seldom,  if  at  all,  unless  one  has 
special  equipment  available  for  diagnosis. 
The  patch  may  be  removed  as  soon  as  the 
cornea  does  not  stain  with  fluorescein. 
As  long  as  an  epithelial  defect  persists, 
an  antibiotic  or  sulfonamide  should  be  in- 
stilled locally  at  regular  intervals. 

The  use  of  appropriate  sulfonamides 
and  antibiotics  has  greatly  decreased  the 
number  of  inflammatory  corneal  condi- 
tions due  to  bacteria.  No  longer  is  con- 
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junctivitis  complicated  by  corneal  involve- 
ment and  the  control  of  the  bacterial  in- 
vader causes  prompt  amelioration  of  the 
inflammation. 

Inflammations  of  the  cornea  due  to  vi- 
ruses, notably  the  virus  of  herpes  simplex, 
have  become  increasingly  serious  in  recent 
years.  Herpes  simplex,  or  dendritic  kerati- 
tis, is  characterized  in  its  acute  stage  by 
a severe  foreign  body  sensation  and  a 
branch-like  area  of  epithelial  destruction. 
Like  the  familiar  fever  blister  of  mucous 
membranes,  it  tends  to  follow  trauma, 
febrile  illnesses,  and  sometimes  allergic 
disturbances.  Cortisone  and  its  deriva- 
tives administered  locally  or  systemically 
seriously  aggravate  the  inflammation  and 
must  not  be  used.  Treatment  is  frequent- 
ly disappointing  and  the  scarring  which 
occurs  with  recovery  may  seriously  dis- 
turb vision. 

Deep  inflammations  of  the  cornea  are 
usually  easily  recognized  because  of  the 
loss  of  clarity  they  cause.  In  these  in- 
flammations the  specific  diagnosis  is  of 
the  utmost  importance  as  many  of  the 
conditions  arise  because  of  associated  sys- 
temic disease. 

ANGLE  CLOSURE  GLAUCOMA 

Angle  closure  glaucoma  occurs  in  indi- 
viduals predisposed  to  the  condition  by  an 
abnormally  shallow  anterior  chamber.  The 
disease  is  ushered  in  with  dramatic  sud- 
denness with  severe  pain,  reduction  of 
vision  and  sometimes  prostration.  The 
tension  is  elevated,  the  pupil  fixed  in  mid- 
dilation and  the  globe  exquisitely  tender 
to  touch.  The  disease  is  a true  emergency 
requiring  early  skilled  treatment.  The  ad- 
ministration of  diamox  systemically  and 
medication  to  constrict  the  pupil  is  indi- 
cated until  specialized  treatment  is  avail- 
able. 

ACUTE  IRITIS 

Acute  iritis  may  be  ushered  in  similarly 
although  usually  the  onset  is  not  as  rapid. 
Although  atropine  is  the  treatment  of 
choice  it  must  not  be  used  unless  it  is 
certain  that  the  diagnosis  is  correct.  The 
cloudy  iris,  the  ciliary  injection,  the  small 
and  fixed  pupil  aid  in  the  diagnosis. 


In  both  angle-closure  glaucoma  and 
acute  iritis  there  is  marked  decrease  of 
vision  in  the  affected  eye  signalling  the 
need  for  early,  skilled  treatment.  These 
conditions  represent  as  serious  an  emer- 
gency as  concerns  vision,  as  an  acute  ab- 
domen, and  treatment  must  not  be  delayed 
if  the  eye  is  to  be  saved. 

o 

AN  IVALON  FEMORAL  ARTERY 
PROSTHESIS 

R.  P.  FOSTER,  M.  D. 

H.  H.  HARDY,  Jr.,  M.  D. 

M.  B.  PEARCE,  M.  D. 

Alexandria 

The  homographic  replacement  of  the 
aortic,  iliac  and  femoral  segments  is  an 
accepted  procedure;  however,  the  diffi- 
culty of  procuring  and  preserving  these 
vessels  has  necessitated  an  urgent  search 
for  an  ideal  prosthetic  device.  In  areas 
where  “bending”  is  not  a factor  a number 
of  substances,  particularly  Ivalon  sponge 1 
and  nylon  cloth,  have  been  used  success- 
fully. DeBakey  and  his  co-workers  in 
Houston,  and  Edwards  and  his  co-workers 
in  Birmingham  have  both  had  unsuccess- 
ful experiences  with  smooth  tubes  of  Iva- 
lon and  nylon,  respectively,  in  the  femoral 
and  popliteal  areas  due  to  “bending”,  oc- 
clusion of  the  tube  and  subsequent  clot- 
ting. Dr.  Edwards  recently  has  demon- 
strated the  feasibility  of  a crimped  nylon 
prosthesis  in  replacement  of  the  femoral 
segment.2 

Because  we  believe  the  inherent  physi- 
cal properties  of  Ivalon  to  be  superior  to 
those  of  other  prosthetic  materials,  we 
are  presenting  here  a method  for  produc- 
ing an  Ivalon  prosthesis  suitable  for  use 
as  a femoral  segment. 

This  prosthesis  is  a spiraled,  accor- 
dionated  tube  of  Ivalon  with  an  internal 
diameter  of  6 mm.  and  an  external  di- 
ameter of  9 mm.  This  prosthesis  has 
about  the  same  pliability  and  consistency 
for  sewing  as  a blood  vessel,  makes  a 
smooth,  tight  end-to-end  or  end-to-side 
anastomosis  in  the  conventional  manner, 
does  not  leak  and  yet  is  sufficiently 
porous  to  be  readily  invaded  by  fibrous 
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ingrowth.  This  tube  may  be  bent  easily 
through  180  degrees  without  significant 
occlusion  of  the  lumen  (Figure  1). 


Figure  1.  Comparison  of  the  nylon  (left)  and 
Ivalon  prostheses  in  acute  angulation.  (Note  dif- 
ference at  point  of  acute  angulation.) 


Edwards  et  al.  have  demonstrated  by 
means  of  postoperative  arteriograms  that 
the  internal  irregularities  are  of  no  prac- 
tical disadvantage  in  the  circular  crimped 
tubes  used  by  them.2 

To  prepare  this  spiraled  accordionated 
Ivalon  tube:  (1)  a spiraled  spring  steel 

or  rubber  piece  is  placed  on  a brass  rod 
with  an  external  diameter  of  6 mm. ; 

(2)  this  is  wrapped  with  Ivalon  sponge; 

(3)  a cord  3 mm.  in  diameter  is  wrapped 
in  the  depressions  of  the  spiral.  This  is 
then  accordionated,  wrapped  with  surgical 
gauze  and  fixed  under  15  pounds  of 
steam  pressure  for  nine  minutes.  The 
tube  is  slipped  from  the  rod,  and  the  in- 
ternal and  external  wrappings  removed. 
Thus  is  produced  the  object  of  this  paper. 

This  tube  per  se  has  not  been  used  in 
vivo  at  the  time  of  this  writing;  however 
we  believe  this  prosthesis  will  prove  to  be 
superior  as  a femoral  segment  because  of: 

1.  The  inherent  physical  characteristics 
of  Ivalon 

2.  The  increased  ability  of  this  spiraled 
accordionated  tube  to  withstand  acute  an- 
gulation without  significant  occlusion  of 
the  lumen. 
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ALLERGIC  REACTIONS  TO  COMMON 
DRUGS  * 

ALAN  G.  CAZORT,  M.  D. 

Little  Rock,  Arkansas 

By  allergic  reaction  we  mean  a qualita- 
tively altered  response  of  the  human  tis- 
sues to  a specific  drug,  as  distinguished 
from  a toxic  reaction.  This  is  almost  cer- 
tainly the  result  of  antigen-antibody  re- 
action. For  the  allergic  state  to  exist, 
there  must  have  been  contact  with  the 
drug  or  its  antigen  in  another  form.  The 
fact  that  a drug  has  been  taken  previous- 
ly or  repeatedly  is  no  evidence  that  a 
patient  may  not  be  hypersensitive.  In 
fact,  he  could  not  have  been  sensitized 
without  previous  contact  with  the  drug 
or  a closely  related  antigen.  I shall  not 
attempt  to  go  into  reactions  not  common- 
ly seen,  nor  to  discuss  such  controversial 
reactions  as  thrombocytopenia,  granu- 
locytopenia, or  aplastic  anemia. 

SYMPTOMS 

Symptoms  of  drug  sensitivity  are  most 
commonly  manifested  by  the  skin.  The 
skin  alone  may  be  involved  as  in  contact 
dermatitis,  or  other  entire  systems  may 
also  take  part  in  the  reaction.  The  re- 
action may  occur  within  minutes  of  con- 
tact or  days  or  even  weeks  later.  It  may 
range  in  severity  from  mild  transient  in- 
convenience to  death  within  minutes,  or 
after  a progressive  lingering  illness. 

For  those  interested  in  more  than  a 
superficial,  but  I hope  practical  discussion 
of  very  common  reactions,  I am  happy  to 
be  able  to  recommend  a most  readable 
book  of  only  301  pages,  including  exten- 
sive bibliography.  This  book  has  quick 
reference  tables  of  various  drugs  with 
probability  data  on  individual  drugs  caus- 
ing various  types  of  reactions.  I recom- 
mend it  for  each  on  your  desks,  not  book 
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shelves.  The  title  is  Reactions  With  Drug 
Therapy,  W.  B.  Saunders  Company,  Phil- 
adelphia. The  author  is  Dr.  Harry  L. 
Alexander,  of  St.  Louis,  for  many  years 
editor  of  the  Journal  of  Allergy. 

Since  skin  symptoms  are  the  most  com- 
mon and  usually  the  most  demanding  of 
our  skill  in  treatment,  we  will  give  most 
of  our  time  here  to  discussing  them.  It 
is  always  desirable,  but  at  times  very  dif- 
ficult, to  know  the  offending  drug.  Fre- 
quently the  character  of  the  rash  and  its 
distribution  give  us  the  clue  we  need. 
Drug  rashes  usually  are  either  urticarial 
or  inflammatory.  The  gradations  in  in- 
tensity may  range  from  mild  to  severe, 
even  with  extensive  destruction  of  tissue. 
Although  almost  any  drug  may  cause  al- 
most any  type  of  rash,  and  the  exposure 
may  be  by  external  contact,  by  ingestion, 
by  injection,  or  by  inhalation,  certain 
drugs  so  characteristically  induce  rashes 
with  certain  features  that  a knowledge  of 
these  usual  types  is  important.  I have 
seen  an  exfoliative  dermatitis  induced  by 
iodide,  though  the  usual  iodide  rash  is 
discrete,  red,  shotty,  acneform  nodules. 
Quinine  characteristically  causes  a scar- 
letinaform  erythema,  but  it  may  occasion- 
ally cause  erythema  multiforme,  urticaria, 
or  even  a vesiculating  contact  type  of 
dermatitis.  Barbiturates  and  sulfona- 
mides usually  cause  morbiliform  rashes. 
They  may  cause  urticaria,  erythema  mul- 
tiforme, or  contact  type  however.  When 
they  do  cause  urticaria  there  is  usually 
little  angio-edema  and  the  wheals  are  apt 
to  be  small.  Penicillin  and  aspirin,  on  the 
other  hand,  are  prone  to  cause  massive 
angio-edema  and  giant  hives,  though  both 
may  cause  erythemas  of  various  intensity 
by  contact  and  by  ingestion  or  injection. 

CONTACT  DERMATITIS 

Possibly,  contact  dermatitis  is  the  most 
common  drug  reaction  the  doctor  sees.  It 
is  apt  to  be  severe.  Frequent  and  vicious 
sensitizers  by  contact  are  most  of  the 
“caine”  drugs,  Furacin,  penicillin,  anti- 
histaminics,  sulfonamides,  and  mercury. 
The  list  may  be  extended  almost  indefi- 
nitely. As  new  drugs  are  synthesized  and 
more  generally  used,  the  list  becomes 


longer  and  the  reactions  more  frequent. 
There  is  no  doubt  that  drug  sensitivity  is 
on  the  increase.  There  is  a reason  for 
this  tied  up  with  the  chemistry  of  drug 
synthesis,  which  I shall  not  go  into  un- 
less someone  is  particularly  interested  at 
the  end  of  the  discussion.  Your  fellow 
member,  Dr.  Dudley  Youman,  tells  me  of 
seeing  contact  dermatitis  in  the  hands  of 
institutional  employees  handling  Thora- 
zine. We  are  seeing  more  and  more  fre- 
quently reactions  to  Equanil. 

Sulfathiazole  ointment  is  apt  to  induce 
a particularly  vicious  dermatitis.  In  our 
experience,  the  sequence  of  events  and  the 
course  have  been  quite  characteristic.  In- 
variably the  ointment  has  been  used  on 
an  inflamed  area  such  as  an  old  ulcer. 
The  spread  to  the  entire  body  area  is 
rapid  and  the  inflammation  is  intense. 
The  patient  is  sick.  Lesions  often  become 
pustular.  The  acute  onset  may  be  fol- 
lowed by  an  exfoliative  dermatitis  which 
lasts  for  months.  I see  no  excuse  for  the 
manufacture,  sale,  or  use  of  sulfathiazole 
ointment.  Three  of  the  members  of  your 
own  society  who  have  had  considerable 
experience  in  this  work  tell  me  to  add 
penicillin  ointment  to  this  list. 

In  all  acute  cases  of  a contact  dermati- 
tis, ointments  are  contraindicated  for 
treatment  except  when  used  by  a skilled 
dermatologist,  and  he  rarely  uses  them. 
The  only  safe  and  effective  local  treat- 
ment for  you  and  me  to  use  on  them  is 
wet  packs  of  such  materials  as  aluminum 
subacetate  solution,  boric  acid  solution,  or 
normal  saline.  When  these  become  too 
drying  for  the  patient’s  comfort,  a non- 
medicated  cream  may  be  used  as  a soft- 
ener. Corticosteriod  therapy  is  most  use- 
ful and  since  prolonged  treatment  is 
rarely  needed  it  is  very  safe  in  these 
cases  when  not  absolutely  contraindicated 
by  some  other  disease. 

Mercury  dermatitis  is  less  common  since 
the  days  of  broad  spectrum  antibiotics.  I 
am  afraid  arsenic  dermatitis  is  not  fol- 
lowing the  same  trend.  Dr.  Whitney 
Boggs  of  Shreveport  told  me  of  two  cases 
of  exfoliative  dermatitis  in  14  patients 
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who  were  on  poorly  supervised  arsenic 
therapy  for  asthma.  I do  not  know  wheth- 
er the  liver  damage  said  to  occur  from 
such  therapy  is  on  an  allergic  basis. 

PENICILLIN 

The  drug  which  contributes  more  to  our 
practice  than  all  others  combined  is  peni- 
cillin. By  far  the  most  common  reaction 
is  the  delayed  serum  sickness  type,  fre- 
quently with  fever  and  joint  symptoms, 
and  almost  always  with  massive  angio- 
edema  and  pancake  hives.  While  this  re- 
action is  essentially  urticarial,  it  occasion- 
ally develops  such  an  intensely  inflam- 
matory character  that  hemorrhagic  areas 
with  local  sloughing  occur.  Before  the 
day  of  corticosteroid  therapy,  I have  seen 
showers  of  red  cells  in  the  urine  and  local 
necroses  of  lung  and  other  tissues  with 
this  type  of  reaction.  Frequent  doses  of 
epinephrine  and  large  ones  of  antihista- 
minics  were  our  only  effective  treatment. 
With  ACTH  and  cortisone  and  its  analo- 
gues, we  are  not  so  fearful  of  this  type 
of  reaction.  The  worst  feature  it  fre- 
quently displays  is  to  become  chronic  and 
to  recur  for  many  months.  It  has  been 
suggested  with  some  rationale  that  these 
people  may  get  enough  penicillin  in  milk 
to  prolong  the  rash.  I have  seen  no  evi- 
dence to  support  this  logical  speculation. 
Possibly  much  of  our  beef  too  contains 
penicillin.  In  such  chronic  cases  there  is 
often  a marked  dermographic  component. 
The  diagnosis  is  usually  evident  as  the 
patient,  his  physician,  or  both  know  that 
he  had  had  penicillin  a few  days  to  a few 
weeks  before  the  onset  of  the  reaction. 
We  saw  one  case  who  had  the  sensitizing 
dose  six  weeks  previously,  if  his  history 
as  confirmed  by  his  physician  is  accurate. 

Histories  are  not  always  accurate.  A 
physician’s  wife  with  severe  giant  hives 
continuing  into  the  sixth  week  after  a 
very  acute  onset  absolutely  denied  any 
possibility  of  penicillin  being  causative. 
Her  husband  confirmed  her  statements. 
We  found  her  markedly  dermographic. 
The  doctor  became  a little  impatient  on 
being  told  that  in  our  opinion  his  wife 
had  a penicillin  reaction.  He  insisted  that 
we  call  his  partner  who  had  treated  her 


for  an  upper  respiratory  infection  a week 
or  so  before  the  onset  of  symptoms.  The 
partner  confirmed  the  husband’s  state- 
ments but  added  as  an  afterthought,  “Ask 
her  if  she  used  any  of  the  troches  I gave 

Dr.  at  about  that  time”.  She  had. 

Four  of  them,  and  they  were  penicillin. 

Good  treatment  is  still  lots  of  water, 
1-1,000  aqueous  epinephrine  as  needed, 
and  large  doses  of  antihistaminic  at  regu- 
lar intervals.  In  the  absence  of  contra- 
indications such  as  peptic  ulcer,  tuber- 
culosis, and  severe  diabetes,  ACTH  or 
corticosteroids  are  quite  in  order.  If  the 
lesions  tend  to  become  indurated  or  in- 
flammatory, such  treatment  is  almost  de- 
manded. Usually  consecutive  daily  doses 
of  80  units,  60  units,  and  40  units,  more 
or  less,  of  ACTH-Gel  are  sufficient.  We 
are  beginning  to  like  Prednisolone  and 
Prednisone.  These  do  not  cause  the 
marked  water  retention  rather  common 
with  the  use  of  the  older  preparations. 
The  dosage  schedule  is  usually  started 
with  40  to  30  milligrams  evenly  spaced 
over  the  first  twenty-four  hours  and  re- 
duced as  rapidly  as  improvement  permits. 

It  is  the  immediate  reaction  to  peni- 
cillin that  we  fear.  We  produced  one  in 
our  office  in  a patient  to  whom  we  had 
given  penicillin  on  several  occasions  over 
a period  of  two  or  three  years.  Five 
minutes  after  the  injection,  this  man  ap- 
peared to  be  dying  of  asphyxia.  He  was 
extremely  cyanotic,  pulseless,  and  ceased 
to  make  any  effort  to  breathe.  With  the 
first  sign  of  reaction  he  was  given  1 cc. 
of  1-1,000  aqueous  epinephrine.  Oxygen 
and  artificial  respiration  were  given.  As 
my  partner  was  trying  for  a vein  with 
more  epinephrine,  the  patient  gasped. 
Soon  we  could  synchronize  our  efforts 
with  his  gasping  and  by  the  time  the  fire 
department  got  there  with  a pulmotor  we 
were  in  rhythm  and  could  feel  a pulse. 

Please  let  me  emphasize  that  the  effec- 
tive treatment  in  such  a case  is  aqueous 
epinephrine  and  not  antihistaminics  or 
corticosteroids.  When  I read  in  a medical 
journal  about  the  patient  whose  life  was 
saved  by  an  antihistaminic  or  other  drug 
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than  epinephrine,  I shiver.  Such  a case 
probably  would  not  have  died  anyhow  if 
he  lived  until  such  slowly  acting  drugs 
could  take  effect.  Anaphylactic  death  is 
rapid,  and  only  rapid  measures  are  in 
order. 

The  question  in  all  of  your  minds  is 
“Can  we  anticipate  this  reaction?”  You 
have  been  only  further  confused  by  recent 
articles  in  the  medical  literature  discuss- 
ing skin  tests  with  penicillin  and  lamen- 
ting their  unreliability.  I can  tell  you 
only  what  I have  seen,  and  the  evidence 
here  is  decidedly  that  they  can  be  antici- 
pated by  a simple  scratch  test  with  the 
preparation  to  be  used.  Since  the  near 
disaster  above,  we  have  tested  routinely 
with  penicillin.  I suspect  that  we  have 
tested  over  3,000  people.  We  have  seen 
four  positive  reactions.  Three  of  these 
were  patients  known  to  have  had  anaphy- 
lactic reactions  whom  we  called  in  later 
for  the  tests.  The  other  positive  reaction 
was  picked  up  in  routine  tests  for  an- 
other condition.  When  we  told  this  woman 
that  penicillin  would  be  dangerous  for 
her,  she  replied  that  she  knew  that  al- 
ready. She  had  had  to  stop  helping  her 
husband  treat  his  cattle  as  handling  peni- 
cillin syringes  caused  immediate  edema 
and  respiratory  symptoms.  Dr.  William 
Browning,  of  Shreveport,  anticipated  such 
a reaction  from  a skin  test.  He  warned 
the  patient  against  penicillin  and  informed 
her  physician  of  this  sensitivity.  Some- 
time later  a different  physician  gave  this 
woman  an  injection  of  penicillin.  She 
walked  out  of  his  office  and  died  on  the 
sidewalk  a few  moments  later.  We  got  a 
negative  reaction  on  one  patient  supposed 
to  have  had  an  anaphylactic  reaction  to 
penicillin.  On  further  inquiry  into  the 
case,  we  were  of  the  opinion  that  his  sup- 
posed anaphylactic  reaction  was  syncope 
plus  the  effect  of  5 cc.  of  1-1,000  epi- 
nephrine given  over  a very  short  period 
of  time.  He  at  no  time  had  dyspnea, 
erythema,  or  urticaria. 

It  is  our  opinion  that  this  dangerous 
type  of  reaction  may  be  anticipated  by 
putting  a drop  of  the  penicillin  prepara- 


tion to  be  given  on  the  skin  and  scratch- 
ing through  it  with  a needle  or  a scalpel. 
If  a definite  wheal,  particularly  an  irregu- 
lar one,  with  erythema  occurs  within  fif- 
teen minutes,  we  would  consider  penicillin 
dangerous.  We  can  say  positively,  how- 
ever, that  the  skin  test  will  not  anticipate 
the  delayed  type  of  reaction,  which  is  the 
common  one  seen  from  penicillin. 

ASPIRIN 

Now  we  come  to  a subject  I dearly  love 
to  discuss — aspirin  sensitivity.  While  as- 
pirin can  cause  a severe  and  rapidly  fatal 
asthma,  this  is  not  the  usual  sensitivity 
reaction.  Aspirin  asthma  will  bear  some 
discussion,  however,  as  one  may  see  it  any 
day  and  it  is  always  a surprise.  The  at- 
tack comes  on  suddenly  and  within  a very 
few  minutes  is  severe.  The  patient  is  apt 
to  appear  ashen  rather  than  red,  and  may 
be  quite  cyanotic.  If  he  is  able  to  talk, 
he  can  tell  you  that  he  took  an  aspirin 
or  some  other  medication  perhaps  twenty 
minutes  before  the  onset  of  symptoms. 
Aspirin  asthma  seems  to  be  purely  atopic 
in  its  pathology  and  one  does  not  have 
to  be  concerned  with  loosening  mucus 
plugs  or  relieving  pulmonary  congestion 
if  the  case  is  seen  early.  It  responds 
surely  and  promptly  to  1-1,000  aqueous 
epinephrine.  One  injection  usually  termi- 
nates the  attack. 

The  common  sensitivity  reaction  to  as- 
pirin is  an  entirely  different  one  and  by 
no  means  as  easy  to  diagnose.  It  is  a 
massive  angio-edema  almost  always  about 
the  head  and  face,  with  or  without  in- 
volvement of  other  areas;  usually  with. 
Tender  nodules  of  tightly  swollen  sub- 
cutaneous tissue  are  apt  to  occur  in  the 
palms  and  soles,  making  walking  or  driv- 
ing actually  painful.  In  our  practice,  the 
history  is  one  of  recurrence  usually.  You 
are  more  apt  to  see  the  first  episode.  I 
will  give  you  my  lecture  repeated  each 
year  to  the  seniors  at  the  University  of 
Arkansas  Medical  School : “When  you  see 
a case  of  massive  angio-edema  about  the 
head  and  face,  with  or  without  peripheral 
symptoms,  and  you  are  satisfied  it  is  not 
due  to  penicillin,  consider  it  due  to  aspirin 
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until  proven  otherwise.”  Such  a reaction 
does,  of  course,  occasionally  occur  with 
food  sensitivity.  This  must  always  be  con- 
sidered with  the  first  attack.  This  re- 
action, however,  would  only  occur  from 
foods  not  frequently  eaten ; and  if  the 
patient  himself  did  not  diagnose  it  the 
first  time,  he  almost  certainly  would  the 
second.  The  victim  never  suspects  aspirin. 
To  the  average  person,  aspirin  is  as  com- 
mon a household  article  as  soap  or  toilet 
paper  and  just  as  harmless.  If  he  takes 
it  at  night,  he  has  forgotten  it  by  the 
next  morning,  if  indeed  he  were  con- 
scious that  the  BC  he  took  contained  as- 
pirin. 

Never  ask  such  a person  if  he  had  as- 
pirin or  any  other  drug  or  medication  the 
night  or  a few  hours  before  the  onset  of 
symptoms.  If  you  do,  you  will  create  a 
mental  block  and  he  will  start  telling  you 
so  many  reasons  why  it  could  not  be  as- 
pirin or  medicine  that  he  will  completely 
forget  to  try  to  remember  whether  he 
took  medicine  or  not.  I know  you  are  all 
thinking  of  that  fellow  you  have  seen  in 
half  a dozen  attacks  who  had  had  no  as- 
pirin. The  chances  are  he  is  fooling  him- 
self and  you,  too.  He  is  most  probably 
the  man  who  will  wind  up  in  the  aller- 
gist’s office,  the  patient  whom  this  dis- 
course concerns. 

Ask  him  rather  if  he  had  a headache 
or  a sore  throat  or  any  other  minor  symp- 
tom a few  hours  before  the  swelling  oc- 
curred. He  will  remember  that.  Then 
ask  him  what  he  did  for  it.  Maybe  he 
gargled  aspirin,  took  a Four-Way  cold 
tablet,  or  a BC.  Then  give  him  lecture 
number  one,  to  the  effect  that  any  tablet 
or  powder  or  medicine  he  buys  across  the 
counter  for  minor  ailments  will  almost 
certainly  contain  aspirin  regardless  of  the 
label.  When  he  comes  back  two  or  three 
weeks  later  with  the  same  condition  and 
remembers  that  he  did  take  some  Alka- 
Seltzer  for  a little  indigestion,  give  him 
lecture  number  two.  It  is  identical  with 
number  one.  Numbers  three  and  four  are 
identical  with  numbers  one  and  two  re- 
spectively, but  are  less  frequently  given 


in  the  order  of  ascending  numbers.  I have 
not  had  to  give  lecture  number  five,  but 
when  I do  it  will  be  the  same  as  number 
one.  The  woman  who  has  urticaria  with 
her  menses  is  usually  aspirin  sensitive. 

The  skin  test  is  worthless  in  determin- 
ing aspirin  sensitivity.  I am  often  asked 
whether  these  cases  can  take  sodium  sa- 
licylate. I have  never  hesitated  to  give 
the  latter  drug  if  needed  to  an  aspirin 
sensitive  individual,  and  do  not  recall  ever 
having  seen  any  allergic  reaction.  The 
treatment  is  the  same  as  that  of  peni- 
cillin reaction,  as  the  two  are  very  simi- 
lar. Penicillin  is  prone  to  cause  somewhat 
more  violent  symptoms  and  to  be  asso- 
ciated with  fever  and  joint  pain.  It  also 
tends  to  last  longer,  is  more  apt  to  be  fol- 
lowed by  dermographism,  and  may  even 
assume  a chronic  state  which  will  last  for 
months.  I am  not  at  all  sure  that  aspirin 
may  not  induce  dermographism  in  some 
instances. 

Epinephrine,  1-1,000  aqueous,  has  been 
repeatedly  mentioned  today.  My  reason  is 
that  I fear  someone  may  use  the  long- 
acting  suspension  in  oil  or  gelatin.  These 
preparations  are  not  as  reliable  nor  as 
rapid  in  action  as  the  aqueous  solution. 
Twice  I have  seen  reactions  from  them, 
one  from  each,  as  frightening  as  most 
anaphylactic  reactions,  and  much  more 
difficult  to  treat.  These  two  cases  were 
very  similar.  The  systolic  blood  pressure 
was  near  the  200  mark  (one  of  these  pa- 
tients was  known  to  be  hypotensive),  the 
pulse  was  very  rapid,  pallor  and  appre- 
hension were  marked,  and  both  patients 
complained  bitterly  of  severe  headache 
and  pain  in  the  back.  Fortunately,  both 
injections  had  been  given  into  the  middle 
upper  arm  so  that  a tourniquet  could  be 
applied  above.  Alternate  tightening  and 
loosening  was  necessary  on  the  first  case 
for  nearly  six  hours.  We  finally  got  the 
second  one  relieved  after  one-half  grain 
of  morphine. 

One  more  word  about  drugs  in  treating 
drug  reactions : Antihistamines  are  effec- 
tive only  in  the  urticarial  reaction.  They 
are  worthless  in  contact  dermatitis  or 
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other  inflammatory  conditions,  except 
used  locally  for  their  anesthetic  effect, 
and  here  they  are  potent  sensitizers.  Epi- 
nephrine is  effective  only  in  the  urticarial 
type.  Ephedrine  and  other  sympathomi- 
metics  are  so  stimulating  to  the  nervous 
system  that  they  are  hardly  worth  using. 
Corticosteroid  therapy  is  effective  in 
treating  almost  any  type  of  allergic  re- 
action. There  are  definite  contraindica- 
tions to  its  use  as  you  all  know,  but  oc- 
casionally these  may  be  relative  rather 
than  absolute.  One  may  have  to  take  a 
calculated  risk  but  the  dangers  of  such 
therapy  may  be  minimized  by  proper 
measures.  Except  for  the  definite  contra- 
indications, the  short  courses  of  cortico- 
steroid therapy  usually  necessary  seem  to 
be  very  safe.  We  have  used  it  in  one  form 


or  another  on  possibly  50  cases  of  severe 
drug  reaction  without  any  untoward  ef- 
fect. 

SUMMARY 

Drug  hypersensitivity  is  becoming  more 
frequent.  Almost  any  drug  may  cause  a 
variety  of  dermatosis,  but  certain  drugs 
so  characteristically  cause  certain  types 
of  reactions  that  one  can  usually  strongly 
suspect  them  from  the  appearance  of  the 
skin. 

Special  attention  is  given  to  penicillin 
and  aspirin  sensitivity.  Many  of  the  dan- 
gerous anaphylactic  reactions  from  peni- 
cillin may  be  anticipated  by  a skin  test. 

The  few  drugs  needed  in  treating  vari- 
ous drug  allergy  reactions  are  briefly 
discussed. 
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OFFICERS  OF  THE  LOUISIANA 
STATE  MEDICAL  SOCIETY  FOR 
THE  COMING  YEAR 
At  the  Seventy-sixth  Annual  Meeting 
of  the  Louisiana  State  Medical  Society, 
held  in  Alexandria,  on  April  23-25,  offi- 
cers were  elected  for  the  coming  year, 
who  are  conscientious  and  capable,  and 
to  whom  the  Society  can  entrust  the  op- 
eration of  its  affairs  with  confidence  and 
security. 

Dr.  Paul  D.  Abramson,  outstanding  sur- 
geon of  Shreveport,  has  been  an  active 


and  capable  executive  in  Caddo  Parish 
Medical  Society  for  many  years.  He  has 
served  with  value  and  distinction  on  the 
Council  of  the  Society  for  a long  succes- 
sion of  terms.  His  experience  in  the 
affairs  of  organized  medicine  has  been 
one  which  will  be  most  valuable  to  our 
Society.  While  the  groundwork  for  the 
legislative  battle  over  the  bill  to  license 
chiropractors  has  been  well  laid  in  the 
previous  administration,  the  Society  can 
consider  itself  most  fortunate  to  have  a 
President  whose  capabilities  have  been 
demonstrated  so  well  in  previous  years. 

The  President  Elect  is  Dr.  H.  Ashton 
Thomas,  prominent  ENT  physician  of 
New  Orleans.  Dr.  Thomas  has  been 
President  of  the  Orleans  Parish  Medical 
Society,  has  served  capably  on  many  as- 
signments connected  with  that  organiza- 
tion, and  for  many  years  has  been  Chair- 
man of  the  Council.  As  such,  his  judicious 
and  careful  attention  to  the  complex 
problems  presented  to  the  Council  has 
brought  commendation  and  appreciation 
from  the  House  of  Delegates  and  the 
membership.  It  is  a pleasure  to  congratu- 
late him  on  his  election  as  President 
Elect. 

The  first  Vice  President,  Dr.  H.  H. 
Hardy,  Jr.,  of  Alexandria,  has  served  the 
Society  well  as  a Councilor,  as  a Vice 
President,  and  as  a capable  and  active 
worker  in  our  affairs  in  Alexandria  for 
many  years.  He  is  a most  active  and  re- 
spected surgeon.  The  Society  owes  him 
thanks  also  for  acting  as  General  Chair- 
man for  the  meeting  just  held,  which  was 
so  satisfactory  for  the  organization  and 
so  pleasant  for  the  membership. 

The  second  Vice  President,  Dr.  Eugene 
B.  Vickery  of  New  Orleans  is  well  known 
to  all  of  us  and  has  served  capably  on  the 
Executive  Committee  many  times. 

Dr.  Eugene  St.  Martin  of  Shreveport 
is  third  Vice  President,  and  brings  to  the 
Executive  Committee  a valuable  experi- 
ence in  his  activities  in  the  Caddo  Parish 
Medical  Society. 

Dr.  C.  Grenes  Cole  of  New  Orleans  con- 
tinues as  Secretary-Treasurer  to  the  great 
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satisfaction  of  all  and  to  the  benefit  and 
security  of  our  organization.  His  long 
experience  and  mature  judgment  continue 
to  serve  the  highest  interests  of  our  or- 
ganization, for  which  the  entire  member- 
ship is  deeply  grateful. 

Dr.  W.  Robyn  Hardy  of  New  Orleans 
and  Dr.  0.  B.  Owens  of  Alexandria  were 
re-elected  as  Chairman  and  Vice-Chair- 
man, respectively,  of  the  Society’s  House 
of  Delegates.  It  is  to  their  credit  and 
careful  planning  that  so  much  of  the  or- 
ganization’s business  can  be  dispatched  in 
the  space  of  one  and  a half  days,  and  at 
the  same  time,  give  everyone  a feeling  of 
fairness  and  justice  in  the  conduct  of  the 
proceedings. 

The  place  of  Dr.  Ashton  Thomas  on  the 
Council  was  taken  by  Dr.  Cuthbert  J. 
Brown  of  New  Orleans  whose  experience 
in  the  Orleans  Parish  Medical  Society  and 
in  the  State  Society  qualify  him  most  ad- 


mirably for  this  responsible  position. 

To  the  satisfaction  of  the  membership, 
the  other  members  of  the  Council  remain 
the  same.  This  body  which  administers 
an  important  portion  of  the  Society’s  af- 
fairs continues  to  merit  the  respect  and 
admiration  of  all.  In  a period  in  which 
its  duties  and  responsibilities  seem  to  be 
increasing  in  complexity,  we  are  most  for- 
tunate in  having  such  a stable  and  judici- 
ous group. 

The  responsibilities  for  the  officers  of 
our  Society  are  greater  this  year  than 
they  have  been  in  many  other  years.  We 
are  happy  to  congratulate  them,  and  also, 
felicitate  ourselves  on  the  selection  made 
by  the  House  of  Delegates. 

ERRATA 

Vol.  108.  No.  2 (February  1956)  page  64, 
first  paragraph,  line  9:  Instead  of  families,  in- 
sert family  unit*.  On  page  65,  first  column,  line 
9:  Instead  of  $8.51,  insert  $80.51. 
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ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute  to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


ABSTRACTED  MINUTES 
HOUSE  OF  DELEGATES 
1956  ANNUAL  MEETING 
April  23-25 

Minutes  of  the  1955  meeting  of  House  of  Dele- 
gates approved  as  recorded. 

Minutes  of  meetings  of  Executive  Committee 
since  1955  meeting  of  House  of  Delegates  ap- 
proved as  recorded. 

Special  Order 

Appointment  of  Committees:  Credentials: — Dr. 
R.  L.  Buck,  New  Orleans,  Chairman;  Dr.  I.  W. 
Gajan,  New  Iberia  and  Dr.  Ben  Fendler,  Alex- 
andria. President’s  Report: — Dr.  J.  Kelly  Stone, 
New  Orleans,  Chairman;  Dr.  C.  J.  Brown,  New 
Orleans  and  Dr.  Arthur  D.  Long,  Baton  Rouge. 
Resolutions: — Dr.  J.  E.  Clayton,  Norco,  Chair- 
man; Dr.  R.  E.  Gillaspie,  New  Orleans  and  Dr. 
H.  H.  Hardy,  Jr.,  Alexandria. 

Introduction  and  recognition  of  new  members  of 
the  House  of  Delegates. 

Roll  of  members  who  died  since  1955  meeting 
read. 

Talk  by  Dr.  Louis  McDonald  Orr,  Vice-Speaker, 
House  of  Delegates,  American  Medical  Associa- 
tion. 


Greetings  from  Dr.  G.  S.  Daly,  Delegate  from 
the  Mississippi  State  Medical  Association. 

Introduction  of  Mr.  Paul  J.  Perret  of  the  firm 
of  Perret  and  Kalman  employed  by  the  Society 
as  Public  Relations  Counselors. 

Introduction  of  Mr.  Charles  Matthews  appoint- 
ed by  the  technical  exhibitors  to  receive  sugges- 
tions and  to  collaborate  with  members  of  the 
Society  in  any  way  possible  for  the  benefit  of 
the  meeting. 

Telegram  sent  to  Dr.  King  Rand  wishing  for 
him  a speedy  recovery. 

Appreciation  to  Rapides  Parish  Medical  Soci- 
ety for  entertainment  given  on  Tuesday  evening 
during  the  meeting. 

Greetings  from  representatives  of  the  Woman’s 
Auxiliary:  Mrs.  Clark  Bailey,  Third  Vice-Presi- 
dent, Woman’s  Auxiliary  to  the  AMA:  Mrs. 

Arthur  A.  Herold,  Parliamentarian,  Woman’s 
Auxiliary  to  the  AMA;  Mrs.  Jules  Myron  David- 
son, Immediate  Past  President,  Woman’s  Auxili- 
ary to  Louisiana  State  Medical  Society;  Mrs.  W. 
A.  K.  Seale,  President,  Woman’s  Auxiliary  to 
Louisiana  State  Medical  Society. 

Communications 

Adams  and  Reese,  Attorneys-at-Law  represent- 
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ing  the  Society,  containing  suggestion  that  com- 
mittee be  appointed  to  study  various  systems  used 
throughout  the  United  States  for  medical  defense; 
also  suggestion  that  special  committee  be  appoint- 
ed to  investigate  systems  used  in  re  medical  testi- 
mony: referred  to  Executive  Committee  for  ac- 

tion. 

Action  Taken 

Suggestion  that  members  of  the  State  Medical 
Society  in  certain  positions  be  given  clearance 
from  the  Society  for  press,  radio  and  television 
contacts  or  releases:  Rejected. 

Request  that  the  Executive  Committee  be  asked 
to  consider  group  plan  for  malpractice  insurance: 
Approved. 

Membership  of  State  Society  and  Woman’s  Aux- 
iliary in  LOSL:  Approved. 

Recommendation  of  Dr.  E.  L.  Leckert  and  Dr. 
E.  L.  Zander  in  re  expiration  of  term  of  ap- 
pointment of  Dr.  Leckert  on  Louisiana  State 
Board  of  Medical  Examiners. 

Reports  without  Recommendations 

Following  reports  accepted  as  printed: — Secre- 
tary-Treasurer, Chairman  of  Council,  Councilors: 
First  District,  Second  District,  Third  District, 
Fourth  District,  Fifth  District,  Sixth  District, 
Seventh  District,  Eighth  District;  Committees: 
Accreditation  of  Hospitals,  Advisory  to  Selective 
Service,  Aid  to  Indigent  Members,  Arrangements 
— 1956  Annual  Meeting,  Blood  Banks,  Budget  and 
Finance,  Child  Health,  Chronic  Diseases,  Commit- 
tees, Congressional  Matters,  Domicile,  Gamma 
Globulin  and  Salk  Vaccine,  Geriatrics,  History  of 
Medicine  in  Louisiana,  Hospitals,  Industrial 
Health,  Lectures  for  Colored  Physicians,  Liaison 
with  Louisiana  State  Nurses’  Association,  Louisi- 
ana Organizations  for  State  Legislation,  Mal- 
practice Insurance  Rates,  Medical  and  Hospital 
Service  in  re  Insurance  Contracts,  Medical  De- 
fense, Medical  Education,  Medical  Indigency,  Med- 
ical Testimony,  Mental  Health,  National  Emer- 
gency Medical  Services,  Neuropsychiatric  Service 
at  Charity  Hospitals,  Public  Health  of  the  State 
of  Louisiana,  Scientific  Work,  State  Hospital  Poli- 
cies, Woman’s  Auxiliary,  Council  on  Medical  Ser- 
vice and  Public  Relations. 

Chairman  of  Committee  on  History  of  Medicine 
in  Louisiana  requested  support  of  members  in 
preparation  of  history  which  will  soon  be  avail- 
able for  purchase. 

Report  of  Louisiana  State  Board  of  Medical 
Examiners:  resolution  to  Secretary  in  re  activity. 

Reports  with  Recommendations 

President:  Referred  to  Committee  on  Presi- 

dent's Report  and  report  of  this  committee  which 
recommended  approval  of  all  of  the  following 
recommendations  with  comments  as  indicated,  was 
accepted:  1.  Questionnaire  to  secretaries  of  par- 
ish medical  societies  and  councilor  of  each  dis- 
trict, in  regard  to  the  activities  of  respective  so- 
cieties.— It  is  believed  that  this  will  be  very  help- 
ful in  coordinating  activities  of  parish  societies 


and  State  Society.  2.  Meetings  of  presidents  and 
secretaries  of  the  parish  and  district  societies  to 
be  held  semi-annually,  to  better  coordinate  efforts 
for  improvement  of  Organized  Medicine. — Suggest 
one  of  these  meetings  be  held  at  or  during  reg- 
ular meeting  of  State  Society.  3.  District  coun- 
cilors make  every  effort  to  better  organize  the 
district  and  parish  societies. — Committee  feels 
this  is  most  important.  4.  Continue  membership 
in  LOSL  and  the  committee  representing  the 
State  Society  be  selected  from  the  personnel  of 
the  Committee  on  Public  Policy  and  Legislation. 
— Heartily  endorse. 

Past  Presidents’  Advisory  Council:  1.  Appoint- 
ment of  a Committee  to  confer  with  Governor 
Long  in  regard  to  all  medical  problems:  Ap- 

proved. 2.  Disapproval  of  scholarships  for  gradu- 
ate nurses:  Approved.  3.  Committee  be  appointed 
to  investigate  what  should  be  done  in  regard  to 
investigation  of  Medical  Defense  cases  before 
State  Society  agrees  to  defend  case:  Referred  to 
Executive  Committee.  4.  Investigation  as  to  what 
shall  be  done  about  medical  testimony:  Referred 
to  Executive  Committee.  Council  reported  sending 
messages  to  Drs.  Matas  and  Rand;  also  election 
of  Dr.  C.  M.  Horton  as  President  and  Dr.  Max 
M.  Green  as  Secretary  of  Past  Presidents’  Advi- 
sory Council. 

Committee  on  Alcoholism:  1.  Louisiana  State 

Medical  Society  support  present  plans  for  treat- 
ing alcoholics  within  the  State  Mental  Hygiene 
program:  Approved.  2.  Louisiana  State  Medical 
Society  offer  official  recognition  to  Alcoholics 
Anonymous  by  approving  their  activities,  recog- 
nizing that  this  is  a form  of  group  therapy  of 
proven  benefit  to  the  alcoholic:  Rejected.  3.  Rec- 
ommendation be  made  to  hospitalization  insurance 
groups  that  alcoholism  be  classed  as  a chronic 
disease  as  compensable  as  any  other  long-term 
illness:  Rejected.  4.  Louisiana  State  Medical 

Society  unequivocally  oppose  conduct  of  any  medi- 
cal program  for  indigent  alcoholics  outside  of  the 
State  Mental  Hygiene  program:  Rejected.  5.  Lou- 
isiana State  Medical  Society  unequivocally  oppose 
treatment  of  alcoholics  other  than  indigent,  by 
state,  civic  or  any  other  “welfare”  groups:  Re- 

jected. 

Committee  on  American  Medical  Education 
Foundation:  1.  Members  of  State  Society  be 
urged  to  make  voluntary  contributions  to  AMEF: 
Approved.  2.  Delegates  to  AMA  be  instructed  to- 
oppose  the  policy  of  compulsory  assessment  to. 
AMEF:  Approved. 

Cancer  Commission:  1.  State  Society  approve 

Tumor  Registry  now  in  operation  at  Charity 
Hospital  in  New  Orleans;  and  Dr.  Ambrose 
H.  Storck  be  appointed  by  the  State  So- 
ciety as  its  representative  to  same:  Approved. 

2.  An  amount  of  $500.00  be  budgeted  for  use,  if 
necessary,  by  the  Commission  in  carrying  out  its 
various  functions  during  the  forthcoming  year: 
Approved. 
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Committee  on  Diabetes:  1.  Increased  effort  by 

the  House  of  Delegates  and  presidents  of  com- 
ponent societies  to  have  each  parish  and  district 
society  form  a committee  on  diabetes:  Approved. 

2.  Diabetic  clinics  be  set  up  throughout  the  state: 
Rejected.  3.  Committee  on  Diabetes  for  1956-57 
arrange  for  publication  of  editorials  and  articles 
on  diabetes  in  The  Journal  of  the  Louisiana  State 
Medical  Society  prior  to  Diabetes  Detection  Week: 
Approved.  4.  Consideration  of  diabetic  forums 
for  lay  people:  Rejected. 

Committee  on  Federal  Medical  Services:  1.  In- 
struct delegates  to  the  AMA  to  introduce  such 
resolutions  as  they  see  fit  requesting  the  AMA 
to  take  further  vigorous  steps  nationally  to  solve 
the  problem  of  ineligible  non-service  connected 
VA  medical  care:  Approved.  2.  Alert  all  mem- 

bers of  the  State  Society  as  to  their  responsibili- 
ties in  approving  non-service  connected  cases, 
since  most  of  their  patients  will  become  poten- 
tial wards  of  the  taxpayer  in  a back  door  social- 
ized system : Approved.  3.  Alert  all  members  to 
bring  specific  cases  to  the  attention  of  their  con- 
gressional delegates  with  a view  to  securing 
remedial  legislation:  Approved. 

Committee  on  Journal:  1.  Members  of  the  State 
Society  be  urged  to  submit  scientific  material  for 
publication  in  the  Journal:  Approved.  2.  Dr. 

Edwin  H.  Lawson  and  Dr.  E.  L.  Leckert  be  re- 
tained as  members  of  the  Committee  on  Journal: 
Approved. 

Committee  on  Maternal  Welfare:  1.  Considera- 
tion of  plan  submitted  for  maternal  death  inves- 
tigation : Referred  to  Executive  Committee. 

Committee  on  Mediation:  1.  Appointment  of 

three  or  four  members  of  Committee  from  same 
area:  Referred  to  Committee  on  Committees 

which  referred  recommendation  to  Executive  Com- 
mittee. 2.  Consideration  of  appointment  of  sub- 
committees in  strategic  points  throughout  the 
State:  Referred  to  Committee  on  Committees 

which  referred  recommendation  to  Executive  Com- 
mittee. 

Committee  on  Public  Policy  and  Legislation: 
1.  Services  of  Mr.  Percy  J.  Landry,  Jr.  be  con- 
tinued: Approved.  Supplemental  Report:  1.  No 

attempt  be  made  for  increase  in  penalty  bill  this 
year:  Approved.  2.  Work  for  a commission  study 
bill  be  continued:  Approved.  3.  Oppose  proposed 
nursing  bill:  Approved. 

Committee  on  Resolutions:  1.  It  is  recommend- 
ed that  a copy  of  these  resolutions  be  sent  to  each 
person  and  organization  mentioned  and  also  pub- 
lished in  The  Journal  of  the  Louisiana  State 
Medical  Society:  Approved. 

Committee  on  Rural  and  Urban  Health:  1.  Com- 
mittee on  Rural  and  Urban  Health  be  continued : 
Approved.  2.  Appropriation  of  $1000  be  approved 
for  expense  of  this  Committee  during  1956:  Pre- 
viously approved  by  Budget  and  Finance  Com- 
mittee. 


RESOLUTIONS  APPROVED 
Louisiana  State  Board  of  Medical  Examiners 
Resolution  to  Secretary  complimenting  the 
Board  for  their  activities;  copy  to  be  sent  to  Gov- 
ernor and  Governor-elect. 

Director  of  State  Department  of  Health 
“WHEREAS,  Dr.  S.  J.  Phillips,  Director,  Loui- 
siana State  Department  ot  Health,  has  been  ex- 
tremely cooperative  with  the  Louisiana  State 
Medical  Society  in  all  matters  affecting  the  pub- 
lic’s health  in  the  State  of  Louisiana,  and 
“WHEREAS,  Dr.  Phillips  has  performed  his 
duties  in  said  Department  with  diligence  and 
efficiency, 

“NOW  THEREFORE,  Be  It  Resolved  by  the 
Louisiana  State  Medical  Society  in  convention 
assembled  that  we  do  hereby  recognize  the  ser- 
vices of  Dr.  Phillips  in  the  Louisiana  State  De- 
partment of  Health  and  wish  to  commend  him 
for  his  great  service  in  the  Department  in  main- 
taining and  advocating  the  highest  type  health 
standards  for  the  citizens  of  this  State  and  for 
his  extreme  cooperation  with  the  Louisiana  State 
Medical  Society  in  all  matters  pertaining  to  the 
public’s  health  and  for  the  manner  in  which  he 
has  conducted  his  Department. 

“BE  IT  FURTHER  RESOLVED  that  this  reso- 
lution be  incorporated  in  the  minutes  of  this 
meeting.” 

HR  7225 

“WHEREAS,  the  House  of  Delegates  of  the 
Louisiana  State  Medical  Society  strongly  opposes 
the  disability  payment  feature  of  HR  7225,  and 
“WHEREAS  the  Executive  Committee  of  the 
Louisiana  State  Medical  Society  has  taken  simi- 
lar position  and  made  suitable  representation  be- 
fore the  Committee  on  Finance  of  the  United 
States  Senate; 

“BE  IT  RESOLVED  that  this  House  of  Dele- 
gates confirm  the  action  and  position  taken  by 
the  Executive  Committee,  and 

“BE  IT  FURTHER  RESOLVED  that  this  ac- 
tion be  made  known  to  the  Senate  Finance  Com- 
mittee.” 

AMENDMENTS  ADOPTED 
Article  IV.  (Composition  of  the  Society)  Sec- 
tion 1.  (Submitted  in  1955  by  Committee  on  Re- 
vision of  Charter,  Constitution  and  By-Laws  and 
approved  by  Past  Presidents  Advisory  Council 
and  House  of  Delegates).  Active  Members — The 
active  members  of  this  Society  shall  be  the  active 
members  of  the  component  district  and  parish 
medical  societies,  who  shall  be  approved  by  the 
Executive  Committee  of  the  Louisiana  State 
Medical  Society;  also  physicians  otherwise  eligible 
to  active  membership  in  any  district  or  parish 
not  having  a component  society;  provided,  that 
after  the  organization  in  such  district  or  parish 
of  a component  society  they  shall  become  mem- 
bers of  said  society  or  forfeit  membership  in  the 
State  Society. 

Article  IV.  (Composition  of  the  Society)  Sec- 
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tion  2.  (Submitted  in  1955  by  Committee  on  Re- 
vision of  Charter,  Constitution  and  By-Laws  and 
approved  by  Past  Presidents  Advisory  Council 
and  House  of  Delegates).  Associate  members — 
Associate  members  of  component  societies  who 
shall  he  approved  by  the  Executive  Committee  of 
the  Louisiana  State  Medical  Society,  who  will  be 
eligible  for  associate  membership;  also  physicians 
in  the  service  of  the  Veterans’  Bureau,  Army, 
Navy  or  Public  Health  Service  of  the  United 
States,  who  are  on  active  duty  and  stationed  in 
the  state  may  be  elected  to  associate  membership 
when  endorsed  by  two  active  members  in  good 
standing  of  the  Society  to  whom  they  are  per- 
sonally known.  Such  membership  is  not  to  have 
the  privileges  of  executive  character  or  protec- 
tion of  medical  defense.  Dues  for  associate  mem- 
bership will  be  one-half  amount  of  dues  for  ac- 
tive membership. 

Article  IV.  (Composition  of  the  Society)  Sec- 
tion 5.  ( Submitted  in  1955  by  Committee  on  Re- 
vision of  Charter,  Constitution  and  By-Laws  and 
approved  by  Past  Presidents’  Advisory  Council 
and  House  of  Delegates).  Intern  Members — Phy- 
sicians serving  internships  or  residencies  in  ac- 
credited hospitals  shall  during  their  period  of 
internship  or  residency  be  eligible  to  membership 
in  this  Society  through  their  respective  compo- 
nent societies  as  intern  members  upon  approval 
of  the  Executive  Committee  of  the  Louisiana 
State  Medical  Society.  Thev  shall  not  be  entitled 
to  medical  defense,  nor  shall  they  be  eligible 
to  hold  office  or  vote.  Dues  for  intern  members 
shall  be  $1.00  per  year. 

ELECTION  OF  OFFICERS,  DELEGATE  AND 
ALTERNATE  TO  AMA  AND  COMMITTEES 
President-elect  — Dr.  H.  Ashton  Thomas,  New 
Orleans 

First  Vice-President  — Dr.  H.  H.  Hardy,  Jr., 
Alexandria 

Second  Vice-President — Dr.  Eugene  B.  Vickery, 
New  Orleans 

Third  Vice-President — Dr.  Eugene  St.  Martin, 
Shreveport 

Chairman  of  House  of  Delegates — Dr.  W.  Robyn 
Hardy,  New  Orleans 

Vice-Chairman  of  House  of  Delegates  — Dr.  0.  B. 
Owens,  Alexandria. 

Councilor,  First  District  — Dr.  C.  J.  Brown, 
New  Orleans 

Councilor,  Second  District— Dr.  J.  E.  Clayton, 
Norco 

Councilor,  Fourth  District— Dr.  Ralph  H Riggs, 
Shreveport 

Councilor,  Fifth  District — Dr.  C.  P.  Gray,  Jr., 
Monroe 

Delegate  to  AMA  (1957  and  1958)— Dr.  P.  H. 
Jones,  New  Orleans 

Alternate  to  Delegate  to  AMA  (1957  and  1958) 

— Dr.  C.  B.  Odom,  New  Orleans 

Committee  on  Committees — Dr.  E.  L.  Leckert, 


New  Orleans,  Chairman;  Dr.  J.  Kelly  Stone,  New 
Orleans;  Dr.  Wm.  E.  Barker,  Jr.,  Plaquemine. 

Committee  on  Journal — Dr.  E.  L.  Leckert  and 
Dr.  Edwin  H.  Lawson,  both  of  New  Orleans. 

Coynmittee  on  Medical  Defense  — Dr.  W.  A. 
Ellender,  Houma. 

Committee  on  Public  Policy  and  Legislation — 
Dr.  Arthur  D.  Long,  Baton  Rouge,  Chairman; 
Dr.  E.  L.  Zander,  New  Orleans;  Dr.  J.  E.  Clay- 
ton, Norco;  Dr.  Leo  Kerne,  Thibodaux;  Dr.  C.  E. 
Boyd,  Shreveport;  Dr.  Arthur  E.  McKeithen, 
Hodge;  Dr.  P.  L.  McCreary,  Lake  Charles;  Dr. 
M.  B.  Pearce,  Alexandria. 

Committee  on  Scientific  Work — Dr.  Sam  Hob- 
sen,  New  Orleans;  Dr.  M.  D.  Hargrove,  Shreve- 
port. 

FUTURE  ANNUAL  MEETINGS 
Dates  and  places: — 1957  — New  Orleans,  May 
5-8;  1958  — Shreveport,  dates  to  be  selected  by 
Executive  Committee. 


REPORT  OF  COMMITTEE  ON  RESOLUTIONS 
1956  ANNUAL  MEETING 

All  members  and  guests  who  have  participated 
in  the  1956  Annual  Meeting  held  in  Alexandria, 
April  23-25,  appreciate  very  much  the  efforts 
and  accomplishments  of  many  individuals  and 
groups  who  have  rendered  service  in  connection 
with  this  Meeting;  therefore,  BE  IT  RESOLVED 
that  the  Louisiana  State  Medical  Society  express 
appreciation  for  assistance  by  the  following: 

Dr.  H.  H.  Hardy,  Jr.  and  personnel  of  Com- 
mittees on  Arrangements  and  all  members  of 
the  Rapides  Parish  Medical  Society,  hosts  to  the 
Meeting. 

Rev.  Sam  Reeves  who  offered  the  invocation 
at  the  official  opening  meeting  of  the  Society. 

Hon.  W.  George  Bowdon,  Jr.,  Mayor  of  the 
City  of  Alexandria,  for  his  cordial  welcome  to 
the  City. 

Dr.  Louis  McDonald  Orr  or  Orlando,  Florida, 
for  the  annual  oration  presented  at  the  opening 
meeting  and  also  for  his  informative  address 
before  the  House  of  Delegates. 

The  following  out-of-state  guests  who  partici- 
pated in  the  scientific  program : 

Dr.  Alan  G.  Cazort — Little  Rock,  Arkansas 
Dr.  Wilburt  C.  Davison — Durham,  North 
Carolina 

Dr.  C.  D.  Head,  Jr. — Denton,  Texas 
Dr.  James  S.  Hunter,  Jr. — Rochester, 

Minnesota 

Dr.  Benjamin  Manchester — Washington,  D.  C. 
Dr.  John  H.  Moyer — Houston,  Texas 
Dr.  Eugene  P.  Pendergrass — Philadelphia, 
Pennsylvania 

Dr.  Edwin  L.  Rippy — Dallas,  Texas 
Dr.  H.  William  Scott — Nashville,  Tennessee 
The  Alexandria  Chamber  of  Commerce  for 
cooperation  in  connection  with  many  phases  of 
the  meeting  and  particularly  for  Mrs.  Hill  who 
furnished  assistance  at  the  registration  desk  by 
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securing  the  services  of  Miss  Doris  Ann  Vellotta 
and  Mrs.  Christine  Britz. 

Mr.  Paul  J.  Perret  and  Mr.  Paul  R.  Kalman, 
Jr,  who  have  rendered  most  valuable  service  to 
the  organization  during  the  past  several  months, 
as  public  relations  counselors,  and  have  given 
much  time  and  energy  in  their  efforts  to  secure 
adequate  coverage  of  the  meeting  in  the  press 
and  through  the  radio  and  TV  stations. 

The  Alexandria  Daily  Town  Talk  and  other 
newspapers  throughout  the  State  for  publicity 
prior  to  and  during  the  time  of  the  meeting. 

Radio  Stations  KALB,  KSYL  and  KALB-TV 
for  time  given  on  these  stations. 

Scientific  exhibitors  whose  exhibits  added 
much  interest  to  the  meeting. 

Pharmaceutical,  surgical  and  other  companies 
which  had  technical  exhibits. 

All  companies  which  purchased  space  for  ad- 
vertising in  the  program  with  special  thanks 
to  Dr.  C.  J.  Ellington,  Jr.  who  secured  contracts 
from  many  local  advertisers. 

The  Hotel  Bentley,  headquarters  for  the  meet- 
ing, for  excellent  service  rendered  members  at- 
tending the  meeting  as  well  as  facilities  for 
various  sessions  in  connection  with  the  meeting; 
also  other  hotels  and  motels  in  Alexandria  for 
accommodations  furnished.  Mr.  Joe  Spera,  Bell 
Captain  at  the  Hotel  Bentley,  who  has  rendered 
exceptional  service  prior  to  and  during  the  time 
of  the  meeting. 

The  Alexandria  Golf  and  Country  Club  for 
facilities  furnished. 

Hospitals  in  Alexandria  and  Pineville  which 
offered  medical  tours  during  the  time  of  the 
meeting. 

Dr.  Edwin  H.  Lawson,  Secretary  of  the  Lou- 
isiana State  Board  of  Medical  Examiners,  for 
his  report  submitted  to  the  House  of  Delegates. 

Officers  and  members  of  the  Woman’s  Auxili- 
ary who  furnished  an  interesting  program  for 
members  of  the  Auxiliary. 

Mr.  Percy  J.  Landry,  Jr.,  legislative  consultant 
who  has  been  most  helpful  to  the  medical  pro- 
fession through  his  contacts  with  members  of 
the  legislature  in  behalf  of  the  doctors  of  the 
state  and  his  cooperation  and  assistance  to  the 


officers  and  committees  of  the  Society  in  such 
matters;  also  for  his  informative  talk  before 
the  House  of  Delegates. 

Dr.  Max  M.  Green  who  has  served  so  capably 
during  the  past  year  as  President  of  this  organi- 
zation. 

Dr.  W.  Robyn  Hardy  who  handled  subjects  be- 
fore the  House  of  Delegates  in  a most  expediti- 
ous manner. 

Dr.  C.  Grenes  Cole,  Secretary-Treasurer,  who 
has  continued  to  render  invaluable  service  to  the 
organization. 

Miss  Annie  Mae  Shoemaker,  Assistant  Secre- 
tary-Treasurer, and  the  entire  secretarial  staff 
for  their  efficient  handling  of  details  prior  to 
and  during  the  time  of  the  meeting. 

RECOMMENDATION 

It  is  recommended  that  a copy  of  these  reso- 
lutions be  sent  to  each  person  and  organization 
mentioned  and  also  be  published  in  the  Journal 
of  the  Louisiana  State  Medical  Society. 

R.  E.  GILLASPIE,  M.  D.,  Member 
H.  H.  HARDY,  JR.,  M.  D.,  Member 
J.  E.  CLAYTON,  M.  D.,  Chairman 


REPORT  OF  COMMITTEE  ON  MEDICAL 
DEFENSE 

In  the  past  twelve  months  this  Committee  has 
received  four  requests  for  assistance  in  defense 
against  legal  action  for  alleged  malpractice.  The 
Committee  unanimously  agreed  to  defend  these 
suits,  however  none  of  these  cases  has  yet 
come  to  trial. 

This  number  represents  a noticeable  reduction 
in  the  annual  number  of  such  requests  which  in 
the  three  preceding  periods  were  six,  six  and 
eight.  Let  us  hope  that  this  trend  will  continue. 

Two  cases,  reported  previously,  have  been 
settled  by  compromise  agreement,  which  action 
was  recommended  by  our  attorney.  Also  one 
suit,  instituted  in  1954,  resulted  in  a verdict 
favorable  to  the  defendant. 

All  other  cases  which  have  not  been  previous- 
ly reported  as  finally  disposed  of  are  awaiting 
trial.  This  includes  one  which  was  appealed  by 
the  plaintiff. 

C.  B.  ERICKSON,  M.  D.,  Chairman 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Date 

Place 

Fourth  Tuesday  every  other  month 

Lake  Charles 

Second  Tuesday  of  every  month 

Baton  Rouge 

Third  Thursday  of  every  month 
Second  Tuesday  of  every  month 

Bastrop 

Second  Monday  of  every  month 

New  Orleans 

First  Thursday  of  every  month 

Monroe 

First  Monday  of  every  month 
First  Wednesday  of  every  month 
Second  and  fourth  Thursdays 

Alexandria 

of  every  month 

Third  Thursday  of  every  month 

Independence 

First  Tuesday  of  every  month 
First  Thursday  of  every  month 

Shreveport 

Society 
Calcasieu 

East  Baton  Rouge 
Morehouse 
Natchitoches 
Orleans 
Ouachita 
Rapides 
Sabine 
Tangipahoa 

Second  District 
Shreveport 
Vernon 

CARDIOVASCULAR  SEMINAR 
MISSISSIPPI  HEART  ASSOCIATION 

The  Annual  Cardiovascular  Seminar,  sponsored 
by  the  Mississippi  Heart  Association,  will  be  held 
at  the  University  Medical  Center  in  Jackson, 
Miss.,  June  13-14-15. 

Lecturers  for  the  course  will  be  Dr.  Rachel 
Ash,  Dr.  C.  Walton  Lillehei,  Dr.  Franklin  D. 
Johnston,  Dr.  Michael  DeBakey  and  Dr.  Lewis 
Dexter. 

Case  presentations  will  be  made  by  Dr.  Wesley 
Lake  of  Pass  Christian,  Dr.  John  Wafer  of 
Shreveport,  La.,  and  Dr.  Robert  Sloan  of  the 
University  Medical  Center. 

Inquiries  may  be  addressed  to  the  Public  In- 
formation Department,  University  Medical  Cen- 
ter, Jackson. 


THE  NEW  ORLEANS  GRADUATE  MEDICAL 
ASSEMBLY  ELECTS  NEW  OFFICERS 
FOR  1956  - 1957 

The  twentieth  annual  meeting  of  The  New 
Orleans  Graduate  Medical  Assembly  will  be  held 
March  11-14,  1957,  headquarters  at  the  Munici- 
pal Auditorium. 

The  following  officers  and  members  of  the 
Executive  Committee  have  been  elected  for  this 
year: 

Dr.  Eugene  H.  Countiss,  President 
Dr.  Charles  L.  Brown,  President-elect 
Dr.  Edwin  L.  Zander,  First  Vice-President 
Dr.  Barrett  Kennedy,  Second  Vice-President 
Dr.  Joseph  N.  Ane,  Third  Vice-President 
Dr.  Maurice  E.  St.  Martin,  Secretary 
Dr.  Ralph  M.  Hartwell,  Treasurer 
Dr.  Ambrose  H.  Storck,  Director  of  Program 
Dr.  V.  Medd  Henington,  Assistant  Director  of 
Program 

Dr.  Marshall  L.  Michel,  Jr.,  Assistant  Director 
of  Program 

Executive  Committee 

Dr.  Donovan  C.  Browne  (retiring  President) 
Dr.  George  D.  Feldner 


Dr.  W.  E.  Kittredge 
Dr.  George  C.  Battalora 
Dr.  Sam  Hobson 


ENDOCRINE  SOCIETY  TO  HOLD  EIGHTH 
ANNUAL  POSTGRADUATE  ASSEMBLY 

The  Eighth  Annual  Postgraduate  Assembly  of 
the  Endocrine  Society,  in  cooperation  with  The 
University  of  Texas  Postgraduate  School  of 
Medicine  and  The  Unversity  of  Texas  M.  D. 
Anderson  Hospital  and  Tumor  Institute,  will 
hold  its  8th  Annual  Assembly  at  The  University 
of  Texas  M.  D.  Anderson  Hospital  and  Tumor 
Institute  in  Houston,  Texas  on  October  22-27, 
1956. 

The  tuition  fee  for  this  course  is  $100.00. 
Inquiries  should  be  directed  to: 

The  University  of  Texas,  Postgraduate  School 
of  Medicine,  Texas  Medical  Center,  Houston  25, 
Texas. 


RADIOLOGICAL  SOCIETY  ELECTS 
NEW  OFFICERS 

On  April  22,  1956  the  Radiological  Society  of 
Louisiana  held  its  annual  meeting  and  the  fol- 
lowing officers  were  elected: 

President,  J.  V.  Hopkins,  Jr.,  M.  D.,  New  Or- 
leans; Vice-President,  W.  H.  Carroll,  M.  D., 
Shreveport;  Secretary  - Treasurer,  W.  S.  Neal, 
M.  D.,  New  Orleans. 


CHEMICAL  POISONING  TREATMENT 
OUTLINED 

Physicians  today  were  advised  on  methods  of 
treating  organic  phosphate  poisoning,  which  has 
become  increasingly  prevalent  in  recent  years 
through  the  misuse  of  some  insecticides. 

The  potential  use  of  these  same  phosphate 
compounds  as  chemical  warfare  agents  also 
makes  it  important  that  physicians  become  better 
acquainted  with  ways  of  diagnosing  and  treat- 
ing such  poisoning,  two  University  of  Illinois 
scientists  said  in  the  Nov.  19  Journal  of  the 
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American  Medical  Association. 

The  compounds  are  among  the  most  powerful 
insecticides  yet  developed  and  extensive  agricul- 
tural use  has  resulted  in  many  accidents  and 
deaths,  they  said. 

The  best  known  methods  of  treatment  include 
the  administration  of  the  drug  atropine  sulphate 
to  control  nervous  system  effects;  artificial  res- 
piration to  treat  respiratory  failure,  and  general 
treatment  for  other  symptoms. 

In  a review  of  literature  on  the  subject,  they 
found  that  atropine  must  be  given  as  soon  as 
possible  in  larger  than  normal  doses  in  order  to 
combat  the  poisoning.  The  review  of  25  cases 
showed  a direct  relationship  between  survival, 
the  amount  of  atropine  given,  and  the  speed  of 
administration,  they  said. 


DRUG  PRICES 

In  the  last  fifteen  years  drug  prices  have 
trailed  far  behind  the  spiraling  cost  of  living, 
Eugene  N.  Beesley,  president  of  Eli  Lilly  and 
Company,  told  leading  pharmacy  educators  of 
the  United  States,  Canada,  and  Puerto  Rico  at 
an  industrial  seminar  September  1. 

Beesley  pointed  out  that  United  States  govern- 
ment figures  show  the  total  consumer  price  in- 
dex increased  77.1  percent  from  1939  through 
1954  while  the  drug  and  prescription  price  index 
went  up  only  32.9  percent. 

Representatives  from  eighty-three  pharmacy 
colleges  in  the  three  countries  and  from  phar- 
macy organizations  attended  a five-day  indus- 
trial seminar  at  Lilly  from  August  29  through 
September  1. 

Speaking  at  a dinner  for  the  pharmacy  lead- 
ers, Beesley  pointed  out  that  in  1954  the  Ameri- 
can people  were  spending  only  0.64  percent  of 
disposable  personal  income  (income  after  taxes) 
for  drugs  and  prescriptions  as  compared  to  0.87 
percent  spent  in  1939. 

“Comparing  it  in  another  way,”  he  said,  “dis- 
posable income  in  the  fifteen-year  period  went 
up  262  percent,  whereas  personal  expenditures 
for  drug  preparations  went  up  167  percent. 
Therefore,  the  conclusion  is  clear  that  people 
in  the  United  States  today  are  not  spending  as 
large  a proportion  of  their  income  for  pre- 
scriptions and  drugs  as  they  did  in  1939.” 


SKIN  PLANING  FOR  ACNE  SCARS 
HAS  LIMITATIONS 

While  skin  planing  is  the  best  treatment  yet 
devised  to  improve  acne  scars,  it  cannot  produce 
“miraculous  new  skin,”  according  to  a report 
in  the  Nov.  26  Journal  of  the  American  Medical 
Association. 

The  report,  prepared  by  two  dermatologists, 
Drs.  Herbert  Rattner,  Chicago,  and  Charles  R. 
Rein,  New  York,  was  written  at  the  request  of 
the  A.M.A.’s  Committee  on  Cosmetics. 

An  accompanying  Jaurnal  editorial  said,  “En- 


thusiasm for  this  method  should  not  be  discour- 
aged, but  its  limitations  must  be  clearly  under- 
stood by  the  physician  and  the  patient.  Derm- 
abrasion can  improve  skin  appearance  in  many 
patients;  it  cannot  help  others.” 

The  operation,  first  introduced  in  1952,  is  new 
in  technique,  though  not  in  principle.  The  skin 
is  “frozen”  and  then  abraded  with  a motor- 
driven  wire  brush,  which  is  manipulated  in  short 
strokes.  The  procedure  is  repeated,  progressing 
from  area  to  area,  until  all  the  scars  have  been 
planed  away.  More  than  one  treatment  is  often 
necessary. 


NEW  PENICILLIN 

A new  penicillin  which  is  acid-resistant  and 
gives  significantly  higher  blood  levels  in  oral 
doses  than  penicillin — G is  being  introduced  by 
Eli  Lilly  and  Company. 

Marketed  as  ‘V-Cillin’  (Penicillin  V,  Lilly), 
the  new  antibiotic  is  the  acid  form  of  phenoxy- 
methylpenicillin.  The  sodium  salt  of  this  peni- 
cillin first  was  described  by  Behrens  and  his 
associates  of  the  Lilly  Research  Laboratories.  It 
was  one  among  a series  of  new  crystalline  bio- 
synthetic penicillins  discovered  by  the  Lilly  sci- 
entists. The  solid  acid  form  of  phenoxymethyl- 
penicillin  was  first  prepared  by  scientists  of 
Biochemie,  of  Austria. 

Because  ‘V-Cillin’  is  highly  stable  in  the  stom- 
ach acids,  more  of  it  is  made  available  for  ab- 
sorption. Thus,  the  clinical  trials  show  thera- 
peutic concentrations  of  ‘V-Cillin’  in  the  blood 
are  not  only  higher  but  are  achieved  more  rapid- 
ly and  are  more  prolonged  than  those  of  peni- 
cillin— G. 


TUBERCULIN  TEST  CALLED  KEY 
TO  TB  PROBLEM 

“The  tuberculin  test  has  become  the  master 
key  to  the  tuberculous  problem,”  four  Minnesota 
researchers  have  reported. 

After  a 28-year  study  of  mass  tuberculin  test- 
ing of  school  children,  they  made  two  predic- 
tions: that  if  new  antimicrobial  drugs  work,  TB 
may  be  cured  for  the  first  time  in  history;  and 
that  mass  testing  may  mean  “tracking  down 
and  destroying  the  last  tubercle  bacilli.” 

The  injection  of  a small  amount  of  tuberculin 
reveals  the  presence  of  tuberculosis  earlier  than 
any  other  method,  they  said  in  the  Sept.  17 
Journal  of  the  American  Medical  Association.  It 
does  so  with  “uncanny  accuracy,”  and  before 
signs  are  evident  through  chest  x-ray,  they  said. 

They  explained  that  infected  persons  become 
“reactors”  to  the  tests  within  a few  weeks  after 
infection.  In  this  early  stage  antimicrobial  drugs 
may  destroy  the  bacilli.  Later,  when  the  disease 
reaches  the  stage  where  x-ray  shows  its  presence, 
the  drugs  may  not  destroy  all  bacilli.  If  non- 
reactors are  tested  periodically  they  can  be 
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caught  and  treated  soon  after  the  bacilli  “in- 
vade” the  body. 

The  best  time  to  start  routine  tuberculin  test- 
ing is  in  childhood,  and  a widespread  movement 
now  is  under  way  to  test  school  children  every- 
where. Eventually,  they  said,  there  will  be  “no 
alternative”  but  periodical  testing  of  all  non- 
reactors. 


WIDER  KNOWLEDGE  OF  CHEMICAL 
HEALTH  HAZARDS  NEEDED 

The  Committee  on  Toxicology  of  the  American 
Medical  Association  has  embarked  on  a program 
to  acquaint  the  public  with  some  of  the  dangers 
of  the  many  chemical  products  used  in  the 
home,  on  the  farm,  and  in  industry. 

Understanding  of  the  uses  and  potential  dan- 
gers of  the  almost  quarter  million  different 
brand  name  chemical  products  is  needed  to  pre- 
vent the  estimated  3,300  accidental  poison 
deaths  which  result  each  year  from  misuse  of 
chemicals. 

The  array  is  so  large  and  so  many  combina- 
tions of  chemicals  are  possible  that  no  complete 
catalogue  of  all  available  products  has  been 
made,  the  committee  said. 

As  part  of  its  campaign,  the  committee  spon- 


sored a symposium  on  health  hazards  of  chemi- 
cals Dec.  29  before  the  pharmacy  section  at  the 
annual  meeting  of  the  American  Association  for 
the  Advancement  of  Science  at  Atlanta,  Ga. 


NEOMYCIN  MOST  SUCCESSFUL  IN 
ELIMINATING  “BODY  ODOR” 

Myciguent  and  Mycimist,  topical  preparations 
containing  the  antibiotic  neomycin,  were  shown 
to  be  100  percent  effective  in  eliminating  com- 
mon “underarm”  odor,  according  to  a clinical 
report  in  the  Journal  of  the  American  Medical 
Association. 

Drs.  Walter  B.  Shelley  and  Milton  M.  Cahn 
of  Philadelphia  declare  that  in  twenty  cases, 
“the  daily  application  of  neomycin  cream  or 
lotion  was  completely  effective  in  preventing 
the  appearance  of  any  axillary  (armpit)  odor 
in  all  of  the  subjects  tested.” 

“Only  repeated  applications  of  neomycin  in 
a concentration  of  3.5  mg.  of  base  per  gram 
or  more  will  prevent  this  formation  of  odor  in 
the  axilla,”  the  physicians  stress.  The  experi- 
ment indicates  that  axillary  odor  results  from 
the  action  of  bacteria  on  apocrine  sweat.  With- 
out medication  the  odor  appeared  in  all  men 
tested  within  18  hours  after  simple  washing. 
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ORLEAJfS  PARISH 

The  following  is  a complete  list  of  the  officers 
and  committee  chairmen  for  the  Woman’s  Auxili- 
ary to  the  Orleans  Parish  Medical  Society  for 
the  year  1956-1957: 

Officers: 

President,  Mrs.  Abe  Golden 
President-elect,  Mrs.  Eugene  Countiss, 

1st  Vice-President,  Mrs.  William  Rein 
2nd  Vice-President,  Mrs.  Branch  Aymond 
3rd  Vice-President,  Mrs.  Edwin  S.  Kagy 
4th  Vice-President,  Mrs.  Albert  F.  Habeeb 
Recording  Secretary,  Mrs.  O’Neil  Pollingue 
Treasurer,  Mrs.  Philip  P.  LaBruyere 
Corresponding  Secretary,  Mrs.  Mannie  Mallowitz 
Parliamentarian,  Mrs.  Monte  Meyer 
Ex  officio  (immediate  past  Pres.), 

Mrs.  Robert  E.  Rougelot 

Committee  Chairmen: 

American  Heart,  Mrs.  Willard  Wirth 

Archives,  Mrs.  George  Feldner 

Budget,  Mrs.  Philip  P.  LaBruyere 

Cancer,  Mrs.  Perry  Thomas 

Civil  Defense,  Mrs.  Isadore  Dyer 

Clothes  Collection,  Mrs.  W.  Rogers  Brewster 

Commemoration,  Mrs.  Arthur  Caire,  Jr. 

Contact,  Mrs.  C.  Grenes  Cole 
Convention — New  Orleans  Graduate  Medical 
Assembly,  Mrs.  Jules  Myron  Davidson 
Convention — Louisiana  State  Medical  Society, 
Mrs.  Edwin  Guidry 


Courtesy,  Mrs.  John  B.  Gooch 
Doctor’s  Day,  Mrs.  William  A.  Roy 
Essay  Contest,  Mrs.  Frank  Oser,  Jr.,  Mrs.  Joseph 
Treadway 

Historian,  Mrs.  John  S.  Dunn 
Honorary  Members,  Mrs.  Boni  J.  DeLaureal 
Hostess,  Mrs.  Eugene  Countiss 
Legislation,  Mrs.  John  Sanders 
Medical  Culture,  Mrs.  Peter  Everett 
Membership,  Mrs.  Rufus  Alldredge,  Mrs.  A.  0. 
Goldsmith 

Mental  Health,  Mrs.  William  Kohlman 
Notifications,  Mrs.  J.  Morgan  Lyons 
Nurse  Recruitment,  Mrs.  S.  B.  McNair,  Mrs.  Jos. 
T.  Brierre 

Periodic  Health,  Mrs.  Abe  Mickal,  Mrs.  Gilbert 
Tomskey 

Printing  Supplies,  Mrs.  Edmond  Fatter 
Program,  Mrs.  Simon  V.  Ward,  Mrs.  Ben 
Morrison 

Publications,  Mrs.  George  Hauser 

Publicity  Chairman,  Mrs.  Robert  Kelleher 

Public  Relations,  Mrs.  Aynaud  Hebert 

Red  Cross,  Mrs.  Marshall  Michel 

Registration,  Mrs.  John  Weed,  Mrs.  George  Haik 

Revisions,  Mrs.  William  Fry 

Samples,  Mrs.  Leslie  Mundt 

Study  Group,  Mrs.  H.  Theodore  Simon 

Telephone,  Mrs.  Vincent  Culotta 

Tuberculosis,  Mrs.  Jacques  Magne 
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Twentieth  Century  Psychiatry ; by  William  A. 

White,  M.  D.,  New  York,  W.  W.  Norton  & Com- 
pany, Ine.,  1936  (Reprint  1947)  Pp.  159,  Price 

$2.50. 

Dr.  William  A.  W'hite  was  one  of  the  deans  and 
pioneers  of  American  psychiatry.  This  book  is 
based  on  his  Thomas  William  Salmon  Memorial 
Lectures  and  is  an  effort  to  elaborate  on  psychi- 
atry’s contribution  to  the  various  sociological, 
philosophical,  and  ethical  standards  of  our  present 
culture.  While  the  volume  provides  interesting 
reading,  it  does  not  provide  any  additional  psychi- 
atrical information  or  concepts  that  have  not  been 
previously  covered  by  many  other  authors. 

It  discusses  the  early  tribulations  of  psychiatry 
in  the  latter  part  of  the  nineteenth  century  when 
it  was  just  beginning  to  develop  toward  what  is 
our  present  day  standards.  The  author  presents 
an  eclectic  viewpoint  of  the  various  contributions 
of  the  different  schools  of  psychiatry.  His  cardinal 
“crusade”  is  to  emphasize  psychiatry’s  contribu- 
tion in  the  psychology  of  interhuman  relationships. 

In  closing  Dr.  White  lists  the  three  directions 
to  which  he  looks  for  progress  as  a result  of 
psychiatric  developments. 

1.  In  general  medicine — the  wider  and  more 
informed  recognition  that  the  relationship  between 
patient  and  physician  constitutes  the  most  impor- 
tant tool  of  therapy. 

2.  In  general  science — the  recognition  that  in- 
vestigations of  the  neurological  and  psychological 
foundations  of  such  concepts  as  space  and  time 
constitute  an  all-important  avenue  of  approach  to 
the  elucidation  of  their  deeper  meanings  and  sig- 
nificances. 

3.  In  the  field  of  sociology — the  study  of  the 
phenomena  of  and  the  factors  that  lie  behind  war 
and  peace. 

Gene  L.  Usdin,  M.  D. 


Manual  of  Clinical  Mycology ; by  N.  F.  Conant, 
and  others,  2d  ed.,  Philadelphia,  Pa.,  W.  >B. 
Saunders  Co.,  1954,  Pp.  456,  Price  $6.50. 

The  second  edition  of  this  valuable  work  in 
medical  mycology  follows  closely  the  plan  of  the 
1st  edition.  Notable  new  features  include  con- 
siderable additional  material  on  the  epidemiology, 
immunology,  and  serology  of  the  systemic  mycoses 
with  particular  reference  to  histoplasmosis  and 
blastomycosis.  In  the  section  on  chromoblastomy- 
cosis additional  information  is  introduced  on  the 
etiology  of  this  infection  and  on  the  mycology  of 
the  pathogenic  species  of  the  Hormodendrum 
group.  A number  of  species  of  the  dermatophytes 
have  been  reduced  to  synonymy,  thus  further 
simplifying  the  problem  of  identification  within 
this  group.  New  therapeutic  measures  as  well  as 
new  methods  of  staining  fungi  in  tissues  are  also 
discussed. 

John  D.  Schneidau,  Jr.,  M.  S. 


Counseling  in  Medical  Genetics;  by  Sheldon  C. 
Reed,  Philadelphia,  Pa.,  W.  B.  Saunders  Com- 
pany, 1955,  pp.  268,  Price  $4.00. 

This  volume,  the  first  to  appear  in  the  new  field 
of  Counseling  in  Medical  Genetics,  is  based  on  the 
author’s  experience  in  the  Heredity  Clinic  at  the 
University  of  Minnesota.  This  clinic  is  said  to 
have  handled  more  requests  for  help  on  genetic 
problems  than  any  other  on  this  continent.  Writ- 
ten for  the  physician,  the  author  does  not  assume 
for  the  reader,  specialized  training  in  genetics. 
Only  those  genetic  conditions  which  occur  with  an 
incidence  of  more  than  1 in  1000  are  considered, 
but  a list  of  more  rare  genetic  diseases  as  com- 
piled by  Fraser,  in  1954,  is  included  as  an  appen- 
dix. Illustrative  examples  of  actual  genetic  prob- 
lems and  their  care,  are  given  at  the  end  of  each 
chapter.  This  book  should  be  in  the  hands  of 
every  physician. 

H.  Warner  Kloepfer,  Ph.  D. 


Differential  Diagnosis  of  Leukoplakia,  Leukokera- 
tosis,  and  Cancer  in  the  Mouth;  by  Ashton  L. 
Welsh,  M.  D.,  Springfield,  Illinois,  Charles  C 
Thomas,  pages  62,  Price  $2.50. 

This  brief  publication  describes  in  a lucid  man- 
ner the  clinical  and  pathological  changes  associ- 
ated with  leukoplakia,  leukokeratosis,  and  cancer 
in  the  mouth.  The  author  then  describes  some  of 
the  more  common  clinical  entities  which  must  be 
included  in  the  differential  diagnosis. 

Emphasis  is  placed  upon  the  early  recognition 
of  precancerous  oral  lesions.  This  book  should  be 
of  help  to  both  the  physician  and  the  dentist. 

Marvin  E.  Chernosky,  M.  D. 


PUBLICATIONS  RECEIVED 

Doubleday  & Co.,  Inc.,  Garden  City,  N.  Y. : 
Bellevue  is  My  Home,  by  Salvatore  R.  Cutolo, 
M.  D.,  with  Arthur  and  Barbara  Gelb;  The  Men- 
ninger  Story  by  Walker  Winslow. 

The  C.  V.  Mosby  Co.,  St.  Louis:  Campbell’s 
Operative  Orthopaedics,  Volumes  1 and  2,  by 
J.  S.  Speed,  M.  D.,  and  Robert  A.  Knight,  M.  D., 
(3rd  edit.). 

Philosophical  Library,  N.  Y. : A Dictionary  of 
Dietetics,  by  Rhoda  Ellis,  Ph.D. 

W.  B.  Saunders  Co.,  Phila. : Textbook  of  Medi- 
cal Physiology,  by  Arthur  C.  Guyton,  M.  D.; 
The  Office  Assistant,  in  Medical  or  Dental  Prac- 
tice, by  Portia  M.  Frederick,  and  Carol  Towner; 
The  Management  of  Menstrual  Disorders,  by  C. 
Frederic  Fluhmann,  M.D. 

Springer  Publishing  Co.,  Inc.,  N.  Y. : Labora- 
tory Tests  in  Common  Use,  by  Solomon  Garb, 
M.  D.;  Handbook  of  Physical  Therapy,  by  Rob- 
ert Shestack,  Ph.G.R.P.,  P.T.R. 
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IMPORTANT  RESEARCH  CONTRIBUTION 


Searle  Introduces : 

A Practical  New  Steroid 
for  Protein  Anabolism 


Nilevar* 

(BRAND  OF  NORETHANDROLONE) 


PROTEOGENIC  effectiveness  • The  newest  Searle  Research 
development,  Nilevar,  exerts  a potent  force  in  protein  anabo- 
lism. Yet  it  is  without  appreciable  androgenic  effect  (approxi- 
mately one-sixteenth  of  that  exerted  by  the  androgens). 

Investigations  with  Nilevar  show  that  nitrogen,  potassium 
and  phosphorus  are  retained  in  ratios  indicating  protein  anab- 
olism. Nilevar  is  thus  the  first  steroid  which  is  primarily  ana- 
bolic and  which  provides  a practical  means  of  meeting  the 
numerous  demands  for  protein  synthesis. 

nilevar  is  ORALLY  effective  • Clinical  response  to  Nilevar 
is  characterized  not  only  by  protein  anabolism  but  also  by  an 
increase  in  appetite  and  an  improved  sense  of  well-being. 

safety  and  precautions  • Nilevar  has  an  extremely  low 
toxicity.  Laboratory  animals  fail  to  show  toxic  effects  after 
six  months  of  continuous  administration  of  high  dosages. 
Nilevar  should  not  be  administered  to  patients  with  prostatic 
carcinoma.  Nausea  or  edema  maybe  encountered  infrequently. 

dosage  • The  daily  adult  dose  is  three  to  five  Nilevar  tablets 
(30  to  50  mg.)  but  up  to  100  mg.  may  be  administered.  For 
children  the  daily  dose  is  1 to  1.5  mg.  per  kilogram  of  body 
weight.  Individual  dosages  depend  on  need  and  response  to 
therapy.  Nilevar  is  available  in  10  mg.  tablets.  G.  D.  Searle  & 
Co.,  Research  in  the  Service  of  Medicine. 


INDICATIONS: 

Nilevar  is  indicated  in  the  vast 
area  of  surgical,  traumatic  and 
disease  states  in  which  protein 
anabolism  is  desirable  for  has- 
tening recovery.  The  specific 
indications  are: 

1.  Preparation  for  elective  sur- 
gery. 

2.  Recovery  from  surgery. 

3.  Recovery  from  illness:  pneu- 
monia, poliomyelitis  and  the 
like. 

4.  Recovery  from  severe 
trauma  or  burns. 

5.  Nutritional  care  in  wasting 
diseases  such  as  carcinoma- 
tosis and  tuberculosis. 

6.  Domiciliary  care  of  decubi- 
tus ulcers. 

7.  Care  of  premature  infants. 

€ 


^Trademark  of  G.  D.  Searle  & Co. 


AUHnUMTMN 

Tetracycline  Lederle 

in  the  treatment  of 

infections  in  surgery 

The  prevention  and  control  of  cellulitis, 
abscess  formation,  and  generalized  sepsis  has 
become  commonplace  technique  in  surgery 
since  Achromycin  has  been  available.  Leading 
investigators  have  documented  such  findings 
in  the  literature. 

For  example,  Albertson  and  Trout1  have  re- 
ported successful  results  with  tetracycline 
(Achromycin)  in  diverticulitis,  gangrene  of 
the  gall  bladder,  tubo-ovarian  abscess,  and 
retropharyngeal  abscess.  Prigot  and  his  associ- 
ates2 used  tetracycline  in  successfully  treating 
patients  with  subcutaneous  abscesses,  celluli- 
tis, carbuncles,  infected  lacerations,  and  other 
conditions. 

As  a prophylactic  and  as  a therapeutic. 
Achromycin  has  shown  its  great  worth  to 
surgeons,  as  well  as  to  internists,  obstetricians, 
and  physicians  in  every  branch  of  medicine. 
This  modern  antibiotic  offers  rapid  diffusion 
and  penetration,  quick  development  of  effec- 
tive blood  levels,  prompt  control  over  a wide 
range  of  organisms,  minimal  side  effects.  There 
are  21  dosage  forms  to  suit  every  need,  every 
patient,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vitamins. 
Broad-range  antibiotic  action  to  fight  infec- 
tion: important  vitamins  to  help  speed  normal 
recovery.  In  dry-filled , sealed  capsules  for 
rapid  and  complete  absorption,  elimination 
of  aftertaste. 


filled  sealed  capsules 


'Albertson,  H.A.  and  Trout,  H.  H.,  Jr.:  Antibiotics  Annual  1954-55, 
Medical  Encyclopedia,  Inc.,  New  York,  N.Y.,  1955,  pp.  599-602. 

2Prigot,  A.;  Whitaker,  J.  C.;  Shidlovsky,  B.  A.,  and  Marmell,  M.: 
ibid,  pp.  603-607. 
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DOCTORS  EVERYWHERE  NOW  KNOW  WHY 

Akvroys  Am  Smoother 


THE  VICEROY  TIP  HAS 


Professional  men  who  have  studied  the  many  filters  as  the  other  two  largest-selling 

microscopic  analysis  of  the  Viceroy  filter  filter  brands.  That  is  why  Viceroys  are 

now  know  why  the  Viceroy  taste  is  smoother  by  far— never,  never  rough.  That 

smoother— never  rough.  Only  Viceroy  has  is  why  so  many  doctors  now  smoke  and 
20,000  tiny  filters  in  every  tip— twice  as  recommend  Viceroys. 


Yes,  smoother  taste  because  there  are 

TWICE  AS  MANY  FILTERS 
IN  EVERY  VICEROY  TIP 

as  the  other  two  largest-selling  filter  brands! 


Viceroy’s  exclusive  filter  is  made  from 
pure  cellulose— soft,  snow-white,  natural! 


Viceroy 

filter  cjip 

CIGARETTES 


KING-SIZE 

J 


MUSCLE-RELAXING  ACTION 


For  significant  relief  in  myositis,  osteoarthritis,  backstrain,  and 
related  conditions  marked  by: 


As  a superior  muscle-relaxant,  Equanil  offers 
predictable  action  and  full  effectiveness  on 
oral  administration.  It  does  not.  disturb  auto- 
nomic function  and  is  relatively  free  from 
gastric  and  other  significant  side-effects.  Its 
anti-anxiety  property  provides  important  cor- 
relative value. 

Usual  dosage:  1 tablet  t.i.d.  The  dose  may  be  ad- 


Supplied:  Tablets,  400  mg.,  bottles  of  50. 


MEPROBAMATE 


(2-methyl-2-n-propyl-l  ,3-propanedio  I dicarbamate) 


LICENSED  UNDER  U.S.  PATENT  NO.  2,724,720 


• Muscle  spasm 

• Restriction  of  motion 


• Stiffness  and  tenderness 

• Pain 


justed  either  up  or  down,  according 
to  the  clinical  response  of  the  patient. 


Philadelphia  1,  Pa. 


® 


anti-anxiety  factor 
with  muscle-relaxing  action 
...relieves  tension 
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DAVIS  TECHNIQUE  USING 
Vagisec®  JELLY  AND  LIQUID 

’p,'V/r0/^VQT7C  AND  EXPLODES 

I \S 0 1—0  trichomonads 


Phase-contrast  microscope  shows  a trichomonad  in  a 
mucinous  vaginal  smear. 


any  trichomonacides  failed  in  years  past  largely 
because  they  reached  only  the  parasites  swim- 
ming freely  in  the  vaginal  canal  — not  those  hiding 
under  epithelial  cells  deep  among  the  vaginal  rugae. 
In  fact,  some  agents  actually  coagulated  the  albumi- 
nous material  lining  the  surface  and  protected  the 
trichomonads  I1 

Success  at  last.  Today,  however,  you  can  overcome 
this  problem  because  Vagisec  jelly  and  liquid 
quickly  penetrate  to  trichomonads’  hideaways.  You 
can  now  treat  vaginal  trichomoniasis  successfully, 
using  the  Davis  technique.  Carl  Henry  Davis,  M.D., 
eminent  gynecologist  and  author,  and  C.  G.  Grand, 
research  physiologist,  introduced  Vagisec  liquid  as 
“Carlendacide”  and  had  it  tested  by  over  100  well- 
known  obstetricians  and  gynecologists.  Dr.  Davis 
states,  “.  . . over  90%  of  apparent  cures  have  been 
obtained.  . . ,”2 

Overpowering  action.  A chelating  agent  and  two 
surface-acting  agents  in  Vagisec  liquid,  combined 
in  balanced  blend,  not  only  reach  trichomonads  but 
explode  them!3  The  three  chemicals  act  to  weaken 
the  parasites’  cell  membranes,  to  remove  waxes  and 
lipids,  and  to  denature  the  protein.  With  their  cell 
walls  destroyed,  trichomonads  imbibe  water,  swell 
and  explode. 

Jhe  Davis  tecbnigue.f  Dr.  Davis  recommends  a com- 
bination of  office  treatments  and  home  treatments, 
using  both  Vagisec  jelly  and  liquid  in  home  treat- 


HIDDEN  AWAY  IN  RUGAE 

ments.  “A  few  women  have  infected  cervical,  vestib- 
ular or  urethral  glands  and  require  other  types  of 
treatment.  . . ,”2  It  is  well  to  remember  the  role  of 
the  male  as  carrier  of  the  organism  and  prescribe 
protection  against  re-infection  from  the  husband.2 

Office  treatment.  Expose  vagina  with  speculum. 
Wipe  walls  dry  with  cotton  sponges  and  wash  thor- 
oughly for  about  three  minutes  with  a 1 : 1 00  dilution 
of  Vagisec  liquid.  Remove  excess  fluid  with  cotton 
sponges.  Dr.  Davis  recommends  six  office  treatments, 
three  the  first  week,  two  the  second,  and  one  the 
third. 

Home  treatment.  Patient  douches  with  solution  of 
Vagisec  liquid  every  night  or  morning  and  then 
inserts  Vagisec  jelly.  Treatment  is  continued  through 
two  menstrual  periods,  but  is  omitted  on  office  treat- 
ment days.  Continued  douching  two  or  three  times  a 
week  after  therapeutic  success  helps  prevent  re- 
infection. Douching  is  contraindicated  in  pregnancy. 

Summary.  The  unique  action  of  a combination  of 
three  agents  comprising  Vagisec  liquid  reaches 
and  explodes  hidden  as  well  as  surface  trichomonads. 
This  therapy  has  a high  rate  of  success  and  results  in 
fewer  flare-ups.  Vagisec  jelly  and  liquid  are  non- 
toxic and  non-irritating,  and  leave  no  messy  dis- 
charge or  stain. 

Vagisec  is  a registered  trade-mark  of  Julius  Schmid,  Inc.  fPat.  App.  for 

JULIUS  SCHMID,  inc. 
gynecological  division 

423  West  55th  Street  New  York  19,  N.  Y. 

Jctive  ingredients  Polyoxyethylene  nonyl  phenol,  Sodium  ethy- 
lene diamine  tetra-acetate,  Sodium  dioctyl  sulfosuccinate.  In 
addition,  Vagisec  jelly  contains  Boric  acid,  Alcohol  5%  by 
weight. 

I.  Davis,  C.  H.:  Am.  J.  Obst.  & Gynec.  68:559  (Aug.)  1954. 
2 Davis,  C.  H.:  West.  J.  Surg.  63:53  (Feb.)  1955. 

3.  Davis,  C.  H.:  J.A.M.A.  157:126  (Jan.  8)  1955. 
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in  rheumatoid  arthritis 


ROUTINE 

CO-ADMINISTRATION 

MEANS 


(Buffered  Prednisone) 


Multiple 

Compressed 

Tablets 


Clinical  evidence1- 2- 3 indicates  that 
to  augment  the  therapeutic  advan- 
tages of  prednisone  and  prednisolone, 
antacidsshouldberowh'neh/co-admin- 
istered  to  minimize  gastric  distress. 


2.5  mg.  or  5 mg.  prednisone  or  prednisolone  with 
50  mg.  magnesium  trisilicate 
and  300  mg.  aluminum  Hydroxide  gel. 


References:  1.  Boland.  E.  W„  J.A.M.A.  160:613. 
February  25,  1956.  2.  Margolls,  H.  M„  el  al. 
J. A M. A.  158:454.  June  11.  1955.  3.  Bollet,  A.  J., 
el  al.  J.A.M.A.  158:459.  June  11.  1955. 


4(39333^ 

Philadelphia  1.  Pa. 
Division  of  Merck  & Co. . Inc. 


‘CO-DELTRA*  and  ‘CO-HYDELTRA’  are  the  trademarks  of  Merck  & Co.,  Inc. 

ALL  THE  BENEFITS  OF  THE  "PREDNI -STEROIDS”  PLUS  POSITIVE  ANTACID  ACTION  TO  MINIMIZE  GASTRIC  DISTRESS 
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TIMBERLAWN  SANITARIUM 


For 

Nervous  and  Mental  Diseases 

Phone  Fairdale  2678  DALLAS  1,  TEXAS  P.  O.  Box  1769 

★ ★ 


Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational  ther- 
apy. All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 

THE  STAFF 

Guy  F.  Witt,  M.D.,  Medical  Director  Howard  M.  Burkett,  M.D.,  Associate  Psychiatrist 

Perry  C.  Talkington,  M.D.  ) _ t James  K.  Peden,  M.D.,  Associate  Psychiatrist 

Chas.  L.  Bloss,  M.D.  \ Co-Directors  Fred  H Jordan<  m.D.,  Resident  Psychiatrist 

Mrs.  Anne  Gilcrease,  R.N.,  Director  of  Nurses 
Ralph  M.  Barnette,  Jr.,  Business  Manager 
Miss  Geraldine  Skinner,  Director  of  Occupational  Therapy 


For  the  modification  of 
measles  and  the  prevention 
or  attenuation  of  infectious 
hepatitis  and  poliomyelitis. 


LEDERLE  LABORATORIES  DIVISION 


AMERICAN 


( tfiuui/iiid 


COMPANY 


PEARL  RIVER,  NEW  YORK 


"...THE  MERCURIALS 
HAVE  PROLONGED 
THE  WORKING  PERIOD 
AND  LIFE  SPAN  OF 
COUNTLESS  SUFFERERS 
FROM  CONGESTIVE  * 
HEART  FAILURE..."* 

TABLET 

NEOHYDRIN® 

*Fishberg,  A.  M.:  Hypertension 
and  Nephritis,  ed.  5,  Philadelphia, 

Lea  & Febiger,  1954,  pp.  177-178. 


FOR  STURDIER  GROWTH  AND 
OPTIMAL  RESISTANCE  TO  INFECTION 


offers  more  authoritative  formulation,  better  digesti- 
bility or  greater  prophylactic  nutrition  than  Pelargon. 


Nestle  ^ 


NO  FORMULA  CHANGES 

The  dilution  of  Pelargon — for  normal  in- 
fants as  well  as  prematures— 2 level  table- 
spoonfuls to  3 fluid  ounces  of  water — may 
remain  constant  from  birth  throughout  the 
period  of  formula  feeding.  No  comp  heated 
dilution  schedules. 

EASY  TO  PREPARE 

The  new  improved  Pelargon  goes  into  solu- 
tion quickly.  Preparation  is  simple  and  easy 
— saves  time  for  the  mother. 

COMPLETE 

A nutritionally  complete  milk  formula  for  in- 
fant feeding  prepared  from  spray-dried  pas- 
teurized, homogenized,  whole  milk  modified 
by  the  addition  of  dextrins-maltose,  sucrose, 
precooked  starch,  and  lactic  acid,  and  forti- 
fied with  vitamins  and  iron.  Pelargon  pro- 
vides adequate  protein  and  ah  known  essen- 
tial vitamins  and  minerals  required  by  the 
infant.  No  supplementation  necessary. 


FOR  NORMAL  INFANTS 


When  breast  milk  is  not  available, 
Pelargon  makes  an  unexcelled  sub- 
stitute— conforming  with  latest  pe- 
diatric knowledge.  No  supplementa- 
tion is  necessary,  since  Pelargon 
provides  adequate  amounts  of  all 
known  protective  vitamins  (includ- 
ing vitamin  C)  as  well  as  minerals. 


FOR  INFANTS  WITH  DIGESTIVE  DIFFICULTIES 


The  lactic  acid  in  Pelargon  facilitates 
gastrointestinal  digestion.  Further- 
more, the  mixture  of  carbohydrates 
— with  their  differing  individual 
rates  of  digestion  and  absorption  — 
minimizes  intestinal  fermentation 
and  assures  optimal  utilization. 


FOR  PREMATURE  AND  MARASMIC  INFANTS 


Because  it  is  so  easy  to  digest  and 
because  it  forms  liquid  gastric  curds 
with  zero  tension,  Pelargon  is  out- 
standing in  the  feeding  of  premature 
and  marasmic  infants. 


Pelargon  is  available  in  1 pound 
tins  through  all  pharmacies. 


COMPARE  THIS  FORMULA 

C°  APPRox.mate  coMPosmoH 

POWDER 


Fat.. ; 

Carbohydrates  (total) . • • ■ 23.5% 


normal 

dilution 

2.7% 

2.6 

9.1 


3.7% 


2.0 

2.0 

1.4 


2.2 

4.3 

0.5%;  'roi  o 005<f°- 


IS 

Lactic  Acid 

Minerals* ‘ 

Moisture.  phosphorus 

PerOz. 

Powder 

375  U.S.P-  units 

Vitamin  A ^P^^ated  ' ' " , 00  U .S.P.  units 

Vl7a-dehydro-cholesterol)  ...■■•■ 

Thiamine 

Riboflavin 
Niacin.  •■•••• 

Vitamin  Be  - • 

Ascorbic  Acid 


0.4 

0.7 

84.5 


0.08  mg. 
0.13  mg. 
0.93  mg- 
0.05  mg- 
8.0  mg- 


Per  Qt. 

Normal  Dilution 
2130  U. S.P-  units 

568  U.S.P-  units 
0.45  mg. 
0.74  mg. 

5.3  mg. 
0.28  mg. 
45.00  mg- 


caloric  values 


Per  ounce  Om.) 

^hmdount  -ormal  dilution- 


130 

39 
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Higher  Clinical  Efficacy 

Rauwiloid  represents  the  balanced,  mutually  poten- 
tiated actions1  of  several  Rauwolfia  alkaloids,  of  which 
reserpine  and  the  equally  antihypertensive  rescinna- 
mine  have  been  isolated.  Hence,  contrary  to  reports 
from  some  quarters,  reserpine  is  not  the  only  active 
principle  of  the  Rauwolfia  plant.  Rauwiloid  contains  all 
the  active  principles,  but  it  is  freed  of  the  undesirable 
dross  of  the  crude  Rauwolfia  root. 


Antihypertensive 

Bradycrotic 


Greater  Safety 

No  single  commercially  available  alkaloid  can  provide 
the  full  efficacy  of  Rauwiloid  together  with  Rauwiloid ’s 
low  incidence /low  intensity  of  side  actions.2  For  exam- 
ple, mental  depression  is  "much  less  frequent  with 
alseroxylon...”2  Rauwiloid  is  safely  used  even  in  the 
presence  of  cardiac,  renal,  and  cerebrovascular  compli- 
cations of  hypertension. 


Tranquilizing 


\Riker\ 


Simplified  Dosage 

Dosage  is  simple ...  merely  two  2 mg.  tablets  at  bed- 
time. When  desired  effect  has  been  obtained,  one  tablet 
per  day  often  suffices. 


1.  Cronheim,  G.,  and  Toekes,  I.  M.:  Comparison  of  Sedative  Proper- 
ties of  Single  Alkaloids  of  Rauwolfia  and  Their  Mixtures,  Meet.  Am. 
Soc.  Pharmacol.  & Exper.  Therap.,  Iowa  City,  Iowa,  Sept.  5,  1955. 

2.  Moyer,  J.  H.;  Dennis,  E.,  and  Ford,  R.-.  Drug  Therapy  (Rauwolfia) 
of  Hypertension.  II.  A Comparative  Study  of  Different  Extracts  of 
Rauwolfia  When  Each  Is  Used  Alone  (Orally)  for  Therapy  of  Ambu- 
latory Patients  with  Hypertension,  A.M.A.  Arch.  Int.  Med.  96:530 
(Oct.)  1955. 


LOS  ANGELES 
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Each  tablet  contains: 

Reserpine  0.15  mg.  for  hypothalamic  action 
Mebaral  30  mg.  for  cortical  action 


ediate  and  Sustained 


QUILLITY 


- 


Rtommto  o Metax/iaA 

TABLETS 


ANXIETY  AND  TENSION  STATES 
PREMENSTRUAL  TENSION 
MENOPAUSAL  SYNDROME 
ESSENTIAL  HYPERTENSION 
ANGINA  PECTORIS 
CORONARY  OCCLUSION 


DOSE:  1 tablet  3 times  daily.*  SUPPLIED:  Bottles  of  100  tablets 


LABORATORIES 

NEW  YORK  18,  N.  Y. 

Mebaral  (brand  of  mephobarbital) , trademark  reg.  U.  S.  Pat.  Off. 

m 
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save  the  cigarette  for  later...  / Time  was  you  had  to  wait  for  a 

local  anesthetic  to  take  hold  —you  waited,  patient  waited,  nurse 

waited.  Now,  rapid  anesthesia....  Blockain*  works  so  fast  that  clinicians  had  to 
describe  it  as  “immediate”  and  “almost  instantaneous.”  It’s  practically  an  under- 
statement to  call  its  action  “rapid.”  Longer  anesthetic  duration....  Besides  being 
able  to  go  to  work  sooner,  you  can  work  at  an  easier  pace.  Blockain  lasts  long  enough 
so  you  can  proceed  from  incision  to  closure  on  one  injection.  You  finish  up  with  a 
neat  suture  line  undistorted  by  repeated  instillations.  The  patient  leaves  uncom- 
plaining and  comfortable.  TW  A busy  clinician’s  experience  with  Blockain  in 
fourteen  cases  of  Colles ’ fracture:  A single  2-5  cc.  injection  of  Blockain  into  the 
hematoma  produced  anesthesia  in  an  average  of  3 minutes  15  seconds.  The  average 
duration  of  these  operations,  closed  reductions,  was  25  minutes.  Anesthesia  persisted 
beyond  the  time  required  for  reduction  permitting  splints  to  be  applied,  postreduction 
X-rays  to  be  taken  and  the  patients  sent  home  feeling  comfortable.  BLOCKAIN, 
30  cc.,  0.5%  (5  mg/cc.).  Your  office-ideal  local  anesthetic.  For  additional  information 
write  GEORGE  A.  Breon  & company,  1450  Broadway,  New  York  18,  N.  Y. 


BLOCKAIN''5'  BRAND  OF  PROPOXYCAINE  HYOROCH  LOR  IDE  BREON. 
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Now,  for  only  $4950*  G.  E.  brings 
you  complete  200-ma  x-ray  facilities 

J *•  * •f.o.b.  Milwaukee,  V.S.  A. 


for  radiography 


for  fluoroscopy 


New  PATRICIAN  diagnostic  unit 

— the  low-cost  x-ray  unit  with  major  features 
you've  always  wanted.  You  get  81 -inch  angu- 
lating  table  • independent  tube  stand  with 
choice  of  floor-to-ceiling  or  platform  mount- 
ing • 200  ma-100  kvp,  full-wave  transformer 
and  control  • double-focus,  rotating -anode 
tube.  But  that’s  not  all. 

You’re  equipped  for  vertical  and  horizontal 
radiography  — Bucky  and  non-Bucky  technics 
— even  cross-table  and  stereo  views.  Focal-film 


distances  up  to  full  40  inches  at  any  table 
angle  ...  as  great  as  48  inches  cross-table. 

The  new  PATRICIAN  features  a counter- 
balanced fluoroscopic  unit  with  full  screening 
coverage.  Even  the  new'  automatic  reciprocat- 
ing Bucky  is  counterbalanced  — self-retaining 
in  all  table  positions. 

Contact  your  General  Electric  x-ray  repre- 
sentative for  details  or  demonstration,  and  be 
sure  to  have  him  explain  the  G-E  Maxiservice® 
rental  plan. 


"Progress  Is  Our  Most  Important  Product 

GENERAL®  ELECTRIC 


Direct  Factory  Branches: 

NEW  ORLEANS  — 1001  Camp  Street 

SHREVEPORT  — Physicians  and  Surgeons  East  Building,  1513  Line  Avenue 


ADVERTISEMENT  DEPARTMENT 


29 


A tranquilizer  well  suited  for  prolonged  therapy 

NO  ORGANIC 
CONTRAINDICATIONS 

reported  to  date 


• well  tolerated,  non-addictive,  essentially  non-toxic 

#no  blood  dyscrasias,  liver  toxicity,  Parkinson -like  syndrome  or  nasal  stuffiness 

• chemically  unrelated  to  chlorpromazine  or  reserpine 
#does  not  produce  significant  depression 

• orally  effective  within  30  minutes  for  a period  of  6 hours 

Indications:  anxiety  and  tension  states,  muscle  spasm. 

Miltowri 

the  original  meprobamate — 2-methyl-2-n-propyl-l, 3-propanediol  dicarbamate — U S Patent  2,724,720 
SUPPLIED:  400  mg  scored  tablets.  Usual  dose:  1 or  2 tablets  t i d. 

DISCOVERED  AND  INTRODUCED  by  Wallace  Laboratories,  New  Brunswick,  N.  J. 

Literature  and  Samples  Available  on  Request 


30 


ADVERTISEMENT  DEPARTMENT 


KARO9  SYRUP. ..  meets  all  the  criteria 
for  effective  milk  modification 


Because  Karo  Syrup  is  a balanced 
fluid  mixture  of  dextrins,  maltose,  and 
dextrose,  it  is  well  tolerated,  easily 
digested  and  completely  utilized.  Its 
use  will  not  induce  flatulence,  colic, 
fermentation  or  allergy. 

Obviously,  the  selection  of  a milk 
modifier  for  infant  feeding  depends 
to  a large  extent  upon  the  needs  of 
the  individual  infant.  But,  after  three 
generations  of  use,  Karo  is  still  a car- 
bohydrate modifier  of  choice  for  all 
infants. 

From  the  standpoint  of  the  phy- 
sician, Karo  permits  easy  adjustment 


of  formula  and  safe  transition  from 
liquid  to  solid  food  as  circumstances 
demand. 

Mothers  appreciate  the  fact  that 
Karo  is  readily  available,  inexpensive 
and  easy  to  use. 

Light  or  dark  Karo  Syrup  may  be 
used  interchangeably,  with  cow’s  milk 
or  evaporated  milk  and  water.  Each 
tablespoonful  yields  60  calories. 


1906  • SOth  ANNIVERSARY  • 1956 
CORN  PRODUCTS  REPINING  COMPANY 

17  Battery  Place,  New  York  4,  N.  Y. 
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results  are  obtained 
with  Sterane'  — 3 to  5 
times  more  active  than 
hydrocortisone  or  cortisone. 

BREATHING 

capacity  is  greatly  enhanced. 
“Relief  of  symptoms  is  more 
complete  and  maintained  for 
longer  periods  with  relatively 
small  doses.”2 


BALANCE 


of  minerals  and  fluids  usually 
remains  undisturbed.  This 
proves  “especially  advan- 
tageous in  those  patients  with 
cardiac  failure  requiring 
therapy . . .”3 

in  bronchia!  asthma 


brand  of  prednisolone 


Supplied:  White,  5 mg.  oral  tablets, 
bottles  of  20  and  100.  Pink,  1 mg. 
oral  tablets,  bottles  of  100. 

Both  deep-scored. 

I.  Johnston,  T.  G.,  and  Cazort,  A.  G. : 

J.  Allergy  27 :90, 1956.  2.  Schwartz,  E.: 

New  York  J.  Med.  56:570, 1956. 

3.  Schiller,  I.  W.,  et  al. : J.  Allergy 
27:96,  1956. 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  New  York 
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POLYMYXIN  B-BACITRACIN  OINTMENT 


to  ucdM 


For  topical  use:  in  'A  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  '/•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  N.  V. 
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"Good  Clieer” 

For  tlie  Convalescent 

an  d Geriatric  Patient — 

There’s  geniality  in  a glass  of  wine — it  brightens  the  outlook- 
perks  up  the  jaded  appetite  of  the  anorexic  patient — makes  food 
taste  better,  whde  adding  its  own  supplement  of  minerals,  vita- 
mins, carbohydrates. 

Many  generations  of  physicians  have  warmly  recommended 
not  only  dry  table  wines,  but  also  sweet  wines  of  many  varieties 
in  the  treatment  of  elderly,  post-surgical  and  convalescent 
patients. 

Wh  lie  in  the  past  the  use  of  wine  as  a medicinal  agent  has  been 
based  largely  on  tradition,  recent  research  is  revealing  the  physio- 
logic basis  for  subjective  theories  of  past  years. 

Thus  it  has  been  observed  that  wine  heightens  olfactory  acuity, 
stimulates  salivary  secretion,  provides  mild  but  prolonged  stimu- 
lation ot  gastric  secretion,  and  exerts  a vasodilating  action  which 
helps  improve  circulation  and  increase  cardiac  output, 

A glass  of  Sherry,  Burgundy  or  Rhine  Wine  before  meals,  table 
wine  with  luncheon  or  dinner,  or  a little  Port  at  bedtime  can  add 
a welcome  touch  of  interest  and  “elegance”  to  the  daily  routine 
of  the  convalescent  and  the  elderly  patient.  The  food  tastes 
better,  the  day  seems  shorter  and  brighter,  and  the  night  more 
pleasant  and  relaxed. 

May  we  send  you  a copy  ot  “Uses  of  Wine  in  Medical  Practice” 
(at  no  expense,  ot  course).  Just  write  to:  Wine  Advisory  Board, 
717  Market  Street,  San  Francisco  3,  California. 
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WHAT  IS  THE  DIFFERENCE 
BETWEEN  A TRANQUILIZER 
AND  A SEDATIVE? 


r 


Comparison  of  the  effect  of  Raudixin  ( tranquilizer ) and  a 
barbiturate  ( sedative ) on  the  cortical  electroencephalogram 


No  drug. 


After  Raudixin.  E.  E.  G.  not  altered. 


After  barbiturate.  Typical  “spindling”  effect. 


Because  barbiturates  and  other  sedatives  depress  the  cerebral  cor- 
tex, the  sedation  achieved  is  accompanied  by  a reduction  in  mental 
alertness. 

Raudixin  acts  in  the  area  of  the  midbrain  and  diencephalon,  and 
does  not  depress  the  cerebral  cortex.  Consequently,  the  tranquiliz- 
ing  (ataractic)  effect  achieved  is  generally  free  of  loss  of  alertness. 

RAUDIXIN 

Squibb  Whole  Root  Rauwolfia  Serpentina 

dosage:  100  mg.  b.i.d.  initially;  may  be  adjusted  within  a range  of  50 
mg.  to  500  mg.  daily.  Most  patients  can  be  adequately  maintained  on 
100  mg.  to  200  mg.  per  day. 

supply:  50  mg.  and  100  mg.  tablets;  bottles  of  100,  1000  and  5000. 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 


'RAUDIXIN*©  IS  A SQUIBB  TRAOCMARK 
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“Taste  Appeal”  for  the  Low-Fat, 
Low-Cholesterol  Diet 


Palatability  is  the  key  to  planning  this  diet.  And  these 
flavor  tips  will  help  you  keep  in  the  "taste  appeal” 
your  patient  must  have  and  still  keep  out  the  rich 
foods  he  cannot  have. 

These  are  for  flavor — 

Cranberry  and  tomato  sauce  pinch-hit  for  gravy.  Fruit  juices 
are  to  baste  with  as  well  as  to  drink.  And  herbs  and  spices  lend 
a fine  aroma  to  meats  and  vegetables. 

Here’s  where  they  go  — 

Meat  loaf  can  sport  a gay  cap  of  whole-cranberry  sauce, 
while  hamburgers  make  a surprise  party  when  a slice  of  pickle 
or  onion  is  sealed  between  two  thin  patties.  Your  patient  can 
baste  chicken  with  lemon  or  orange  juice — glaze  lamb  chops 
with  mint  jelly.  Lean  meats,  broiled  or  baked,  are  made  savory 
with  herbs.  And  barbecued  kabobs  add  something  different. 

Most  vegetables  can  be  dressed  simply  with  lemon  juice  or 
an  herb  vinegar.  And  tomato  halves  broil  nicely  with  brown 
sugar  and  sweet  basil  on  top. 

On  green  salads,  cottage  cheese  thinned  with  lemon  juice, 
sparked  with  paprika,  makes  the  dressing.  And  on  fruits,  try 
lemon  juice,  honey  and  chopped  mint. 

For  dessert,  angel  cake  or  meringue  shells  go  nicely  under 
fruits — skim  milk  powder  makes  the  "whipped  cream.”  Snow 
pudding  is  a simple  dessert — fresh  fruit,  even  more  so.  And  for 
a change,  your  patient  may  like  his  fruit  baked  in  grape  or 
cranberry  juice. 

The  diet,  of  course,  will  be  balanced  nutritionally  at  a 
suitable  calorie  level.  And  these  "diet  do’s” — plus  an 
occasional  glass  of  beer*,  if  you  permit — will  help  keep  your 
patient  happy  within  the  limits  you  set  for  his  diet. 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 

*Fat  — 0;  Calories  104/3  OZ.  glass  (Average  of  American  Beers 


I f you'd  like  reprints  for  your  patients,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  1 6,  N.  Y. 


36 


ADVERTISEMENT  DEPARTMENT 


' 


, 


your  patient  should  not  be 
endangered  by  fluid  accumulation 
during  "rest  periods" 

YOUR  PATIENT  NEEDS  AN 
ORGANOMERCURIAL 


When  a diuretic  must  evoke  acidosis  to  be  effective,  continued 
administration  without  dosage  limitation  results  in  refractoriness. 
Other  diuretics  may  require  interrupted  dosage  to  avoid  gastro- 
intestinal irritation. 

But  the  sustained  diuresis  achieved  by  the  organomercurials  never 
necessitates  routine  “rest  periods”  because  of  their  mode  of  action. 


NEOHYDRIN’ 


BRAND  OF  C H L O R M E R O D R I N <ie.3  mg.  of  3- ch  lorom e rcur  i - 2- m et  hox  y- propy lu  r e a 

EQUIVALENT  TO  lO  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure  MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


012  56 
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EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREMARIN" 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
5646 


in  its  completeness 


mmm 


Digitalis 

1 Davie*.  Rom*  ) 

0.1  Gram 

(ItimL.  1V4  (rain*) 
CAUTION;  Federal 
luw  prohibits  dlspeiu*- 
without 

tion  

•MB,  RO $£  l Cl..  l«. 
Bisj.,  I S. I 


Each  pill  is 
equivalent  to 
*.  one  USP  Digitalis  Unit 


Physiologically  Standardized 
therefore  always 
dependable. 

Clinical  samples  sent  to 
' physicians  upon  request. 


Davies,  Rose  &.  Co.,  Ltd. 
Boston,  18,  Mass, 
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“iValiente!”  cried 
the  Spanish  admiral 

He  cheered  as  his 
launch  fished  this  man 
and  seven  more  water- 
logged American  sail- 
ors out  of  Santiago 
Harbor.  Cuba,  on  tbe 
morning  of  June  4, 
1898.  This  was  strain- 
ing Spanish  chivalry 
to  the  breaking  point,  for  Richmond  Hobson 
(right  I and  his  little  suicide  crew  had  spent  the 
previous  night  taking  a ship  into  the  harbor  en- 
trance under  a hail  of  cannonade  and  deliber- 
ately  sinking  her  to  bottle  up  the  Spanish  fleet. 

Hobson  was  actually  an  engineer,  not  a line 
officer.  In  Santiago  Harbor,  he  led  his  first  and 
only  action  against  the  enemy.  But  his  cool- 
headed  daring  made  him  as  much  a hero  of  the 
day  as  Admiral  Dewey.  And  proved  again  that 
America's  most  valuable  product  is  Americans. 

These  Americans— proudly  confident  of  their 
nation’s  future  — are  the  people  who  stand  be- 
hind United  States  Series  E Savings  Bonds. 
They  are  the  people  who,  by  their  spirit  and 
abilities,  make  these  Bonds  one  of  the  world’s 
finest  investments. 

That’s  why  there’s  no  better  way  to  protect 
your  future  than  by  investing  in  Americas 
future!  Buy  Bonds  regularly! 


* * * 

It’s  actually  easy  to  save  money  — when  you 
buy  United  States  Series  E Savings  Bonds 
through  the  automatic  Payroll  Savings  Plan 
where  you  work!  You  just  sign  an  application 
at  your  pay  office;  after  that  your  saving  is 
done  for  you.  And  the  Bonds  you  receive  will 
pay  you  interest  at  the  rate  of  3%  per  year,  com- 
pounded semiannually,  for  as  long  as  19  years 
and  8 months  if  you  wish!  Sign  up  today!  Or, 
if  you’re  self-employed,  invest  in  Bonds  regu- 
larly where  you  bank.  There’s  no  surer  place  to 
put  your  money,  for  United  States  Savings 
Bonds  are  as  safe  as  America! 


For  your  oicn  security — and  your  country’s,  too  — 
incest  in  U.  S.  Savings  Bonds! 


The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in  cooperation  with 
the  Advertising  Council  and  the  Magazine  Publishers  of  America. 
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PATENTED  WEDGE 
GIVES  SUPPORT 
TO  CENTER  LINE 
OF  BODY 
WEIGHT  ★ 


r 


Insole  extension  and 
heel  where  support  is 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foof-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  “The  Preservation  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot." 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency . Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oeonomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 


★ 


★ 

Doctor,  when  you  peruse  the  adver- 
tising pages  of  our  journal,  remem- 
ber this : All  ads  are  carefully 

screened  — the  items,  services  and 
messages  presented  are  committee- 
accepted.  Our  standards  are  of  the 
highest.  The  advertisers  like  our 
journal  — that’s  why  they  selected  it 
for  use  in  their  promotional  pro- 
gram. They  seek  your  patronage  and 
your  response  encourages  continued 
use  of  our  publication.  In  turn,  the 
advertisers’  patronage  helps  us  to 
produce  a journal  that  is  second  to 
none  in  our  state.  When  you  send 
inquiries,  tell  them  that  you  read 
their  advertisement  in  The  Journal 
of  the  Louisiana  State  Medical 
Society. 

¥ 


in  very  special  cases 
a very  superior  brandy... 
specify 

miflCESSY 

COGNAC  BRANDY 

84-  Proof  | Schieffelin  & Co.,  New  York 


1957  ANNUAL  MEETING 
Louisiana  State  Medical  Society 
NEW  ORLEANS 
MAY  6-8 
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THE  LEONARD  WRIGHT  SANATORIUM 

Tel.  Lakeside  4-4101  BYHALIA,  MISSISSIPPI  Reservations  Necessary 


• Located  24  miles  S.  E.  of  Memphis,  Tenn.,  on  highway  7S.  20  acres  of  beautifully  landscaped 
grounds  sufficiently  removed  to  provide  restful  surroundings  and  a capacity  limited  to  insure  individual 
treatment.  The  building  is  AIR  CONDITIONED. 

• Specializing  in  the  treatment  of  ALCOHOLIC  and  DRUG  ADDICTION  and  MILD  NERVOUS  DIS- 
ORDERS. ACE  and  ACTH  therapy  if  indicated.  Antabuse  is  given  if  requested. 

• The  Sanatorium  is  a Member  of  THE  AMERICAN  HOSPITAL  ASSOCIATION  and  of  THE  NA- 
TIONAL ASSOCIATION  of  PRIVATE  PSYCHIATRIC  HOSPITALS. 
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George  A.  Breon  & Co. 

Brown  & Williamson  Tobacco 
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PROFESSIONAL  CARDS 

The  Baton  Rouge  Clinic 

134  North  19th  St. 

Telephone  8-5361 

Ear,  Nose  & Throat  Internal  Medicine  Urology 

Gerald  Joseph,  M.  D.  Cheney  Joseph,  M.  D.  Mortimer  Silvey,  M.  D. 

Charles  Prosser,  M.  D. 
Roger  J.  Reynolds,  M.  D. 

Eye  Obstetrics  & Gynecology  Surgery 

Dalton  S.  Oliver,  M.  D.  Melvin  Schudmak,  M.  D.  Joseph  Sabatier,  M.  D. 

J.  P.  Griffon,  M.  D.  Charles  Mosely,  M.  D. 

SELLERS  AND  SANDERS  CLINIC 

4414  Magnolia  Street 

New  Orleans 

Gynecology  and  Obstetrics 

Surgery 

Dr.  Thomas  Benton  Sellers 

Dr.  John  T.  Sanders 

Dr.  Simon  V.  Ward 

Dr.  Charles  R.  Walters 

Dr.  Julius  T.  Davis 

Green  Clinic 

709  South  Vienna  Street 

Ruston,  Louisiana 

Surgery 

Radiology 

Marvin  T.  Green,  M.D. 

M.  Ragan  Green,  M.D. 

LaMoyne  C.  Bleich,  M.D. 

Internal  Medicine 
Henry  S.  Roane,  M.D. 

Obstetrics  and  Gynecology 

Robert  W.  Sharp,  M.  D. 

Carl  L.  Langford,  M.D. 

Joe  L.  Smith,  Jr.,  M.D. 

David  M.  Hall,  M.D. 

Dentistry 

L.  Felton  Green,  D.D.S. 

Pediatrics 

Benjamin  C.  Baugh,  D.D. 

Bruce  W.  Everist,  M.D. 

Eye,  Ear,  Nose  and  Throat 

0.  Wharton  Brown,  Jr.,  M.D. 

Harold  H.  Harms,  M.D. 

D.  A.  CASEY,  M.  D. 

DR.  R.  ROSS,  JR. 

Otolaryngology 

Fenestration  Surgery 

SKIN  DISEASES 

503  California  Bldg.  CAnal  3195 

3915  Jefferton  Highway  CEdar  7254 

802  Pere  Marquette  Bldg.  CA.  0202 

DR.  EUGENE  L.  WENK 

DR.  RICHARD  W.  VINCENT 

GERIATRICS 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

206  Physicians  & Surgeons  Bldg. 

1320  ALINE  STREET 

SHREVEPORT,  LA. 

UPtown  4797 
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PROFESSIONAL  CARDS 


DR.  NATHAN  H.  POLMER 

Physical  Medicine Rehabilitation 

2209  Carondelet  St. 

2-5  P.  M. 

Off.:  JA  3318  Re*.:  JA  3180 


DR.  B.  G.  EFRON 
DR.  STANLEY  COHEN 

ASTHMA,  HAY  FEVER,  AND  OTHER 
ALLERGIC  DISEASES 

1441  Delachaise  Street  New  Orleans 


JAMES  W.  BURKS,  JR.,  M.  D. 

for 

DISEASES  OF  THE  SKIN 
SCAR  REMOVAL  BY  ABRASION 

Maison  Blanche  Building 
New  Orleans  16,  La. 

RA.  4829 

KENNETH  A.  RITTER,  M.  D. 
ROBERT  G.  HEAD.  M.  D. 

Psychiatry  and  Neurology 
8211  Apricot  Street 
New  Orleans 

WA.  2324  By  Appointment 


DR.  C.  S.  HOLBROOK 

PRACTICE  LIMITED  TO  NERVOUS 
AND  MENTAL  DISEASES 

Hours:  10  to  12,  by  Appointment 
Office:  3431  Pry  tenia  Street 
Opposite  Touro  Infirmary 


DR.  CARL  N.  WAHL 

Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg. 
MAgnolia  3216 


BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
CAnal  7697  By  Appointment 


THE  OWENS  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  Street 
New  Orleans  13,  Louisiana 
Telephone:  CAnal  0106 


DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  TW.  1-4094 

New  Orleans 


DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Blanche  Building 
MA.  5317  By  Appointment 


J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  JA.  66S1  • 0796 


FRANK  H.  MAREK,  M.  D. 
Radiologist 

2204  So.  Ryan  Street  Lake  Charles,  La. 

Phone  4071  or  6-9242 

Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 


DR.  HARRY  ZOLLER 

TEMPORAL  BONE  SURGERY 

and 

FENESTRATION  FOR  OTOSCLEROSIS 

1109  Pere  Marquette  Building 
RA.  2535  By  Appointment 


The  Cancer  Commission  of  the  Louisiana  State  Medical  Society 


A SERVICE  TO  THE  MEDICAL  PROFESSION 
ACS  LENDING  LIBRARY* 


The  only  package  lending  library  in  the  United  States  related 
specifically  to  cancer  is  an  unusual  service  to  physicians  and  medical 
writers  maintained  by  the  American  Cancer  Society.  Begun  in  Sep- 
tember, 1954,  the  service  can  now  make  available  to  doctors,  writers, 
editors  and  lecturers  more  than  5,000  reference  materials.  These 
consist  of  reprints  of  the  more  important  and  definitive  articles 
written  about  cancer  in  both  lay  and  professional  journals  during 
recent  years.  Those  wishing  to  make  use  of  the  service  are  asked  to 
contact  their  local  ACS  Divisions,  which  in  turn  will  pass  the  re- 
quests on  to  the  National  Office.  All  requests  must  be  for  material 
on  specific  subjects.  A collection  of  reprints  on  each  subject  is  then 
made  up,  together  with  a bibliography.  The  package  is  then  loaned, 
through  the  Division,  to  the  applicant,  until  the  material  has  served 
its  purpose.  There  are  as  yet  only  a few  such  package  lending 
libraries  in  the  United  States,  and  the  ACS  service  is  the  first  in  the 
field  of  cancer. 


* From  CANCER  NEWS,  Vol.  X,  No.  2 


Louisiana Department  of  Health 

S.  J.  Phillips,  M.D.,  M.P.H. 

State  Health  Officer 


THORAZINE*  can  help  your 

patients  to  endure  the  suffering  caused  by 


for  example:  ill  huVHS 


Thorazine’s  unique  tranquilizing  action  can  reduce  the  suffering 
caused  by  the  pain  of  severe  burns.  ‘Thorazine’  acts,  not  by  elimi- 
nating the  pain,  but  by  altering  the  patient’s  reaction— enabling  him 
to  view  his  pain  with  what  has  been  described  as  “serene  detach- 
ment.” Karp  et  al.,1  reporting  on  the  use  of  ‘Thorazine’  in  patients 
with  severe  pain,  observed  that  ‘Thorazine’  produced  “a  quiet, 
phlegmatic  acceptance  of  pain.” 

‘Thorazine’  should  be  administered  discriminately  and,  before  prescribing,  the 
physician  should  be  fully  conversant  with  the  available  literature. 

‘Thorazine’  is  available  in  ampuls,  tablets  and  syrup  (as  the  hydrochloride),  and 
in  suppositories  (as  the  base). 

Smith,  Kline  & French  Laboratories,  Philadelphia 

*T.  M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 

1.  Karp,  M.,  et  al.:  Am.  J.  Obst.  & Gynec.  69:780  (April)  1955. 
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OF  MEDICINE 
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UH3RARY 


FOR  THOSE  WHO  DEVELOP 


NASAL  CONGESTION 


ON  RESERPINE  THERAPY 


'Sandril’  c Tyronil’ 

(RKSfRPlNE,  LILLY)  ( DVBUADTr'ri  utMf  i ri  t v) 


(PVRROBUTAMINE,  LILLY) 


About  50%  of  all  patients 
experience  this  annoying  side- 
effect.  'Sandril’  c 'PyroniP 
relieves  75%  of  those  affected. 


Each  tablet  combines  0.25  mg. 
'Sandril’  and  7.5  mg.  'Pyronil.’ 


Second  Class  Mail  Privileges  Authorized  at  New  Orleans,  Louisiana 


ADVERTISEMENT  DEPARTMENT 


POLIO  VACCINE 

From  best  available  statistics,  Salk  Polio  Vaccine  is 
highly  effective  in  preventing  Poliomyelitis  and  its  com- 
plications. 

Our  supply  of  vaccine  is  now  ample  to  meet  all  demand 
from  the  eligible  age  group  under  20  years  and  pregnant 
women. 

The  Advisory  Committee  recommends  that  immuniza- 
tion be  continued  throughout  the  summer  months,  and  as 
many  susceptible  people  in  the  eligible  age  group  as  pos- 
sible be  immunized. 

Vaccine  is  available  through  regular  commercial  chan- 
nels. Public  clinics  are  amply  supplied. 

The  recommended  dosage  is  1 c.c.  followed  by  a second 
c.c.  four  weeks  later,  and  a third  injection  of  1 c.c.  7 to  10 
months  later;  all  injections  preferably  should  be  intra- 
muscular. 

CXO 

Louisiana  State  Department  of  Health 

S.  J.  PHILLIPS,  M.D.,  M.P.H., 

State  Health  Officer 
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DRINK 


Every  Bottle  Sterilized 


Trasentine- 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Trasentine®  hydrochloride  (odiphenine 
hydrochloride  CIBA)  and  20  mg,  phenobarbital. 


CIBA 

Summit , N.  J% 
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peach-colored,  newest 
liquid  form  of  the 
established  broad- 
spectrum  antibiotic . . . 

TERRAMYCIN®t 

125  mg.  per  5 cc. 
teaspoonful; 
specially  homogenized 
for  rapid  absorption; 
bottles  of  2 fl.  oz. 
and  1 pint,  packaged 
ready  to  use. 


delightful  peach  taste  in 
broad-spectrum  therapy 


TERRABORT 

BRAND  OF  OXYTETRACYCLINE  HOMOGENIZED  MIXTURE 


Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N. 


t Brand  of  oxytetracycline 
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THE  EARLE  JOHNSON 
SANATORIUM 

“In  the  Mountains  of  Meridian” 

ROLAND  E.  TOMS,  M.  D. 
P*ychiatrist-in-Chief 

Diplomats  in  Psychiatry  of  the  American  Board 
of  Psychiatry  and  Neurology. 

! Specialized  treatments  in  mental  disorders  and  al- 
1 coholic  and  drug  addictions,  including: 

Electro-convulsive  therapy 
! Mid-brain  stimulation 

j Deep  insulin  therapy 

Psychotherapy 
Geriatrics 

Write  P.  O.  Box  106 
j 

Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 


“...in  patients 
with  moderately 
severe  and  severe 
cardiac  failure, 
neohydrin 
is  the  oral  diuretic 
of  choice.”* 

tfcMoyer,  J.  H.,  and  others: 

J.  Chronic  Dis.  2:6YO,  1955. 

0S0EI 


You  Know— 

that  we  know! 


TRUSTED  MANY  MILLIONS  OF  TIMES 


Prescription  Headquarters  Since  1905 


SEND  YOUR  PATIENTS  TO 

DREAMLAND  INN 

WAVELAND,  MISS. 

On  the  beautiful  Gulf  of  Mexico.  Only  48  miles 
from  New  Orleans.  Ambulance  service  to  return  pa- 
tients to  the  office  of  their  physician  for  treatment. 

24  Hour  Nursing  Service 
Excellent  Cuisine  Artesian  Water 

Healthy  Ozone  Pine  Air 

Air  Conditioned  Central  Heating  System 

Private  and  Semi-Private  Rooms 
Modern  Equipment  Reasonable  Rates 

Phones  Waveland  9110  and  Waveland  282 
200-300  BEACH  BOULEVARD 

Licensed  and  Approved  bp  the  Medical  Profession 


the  logical  drug 
to  use  first1 

for  petit  mal  epilepsy 


MILONTIN" 

(phensuximide,  Parke-Davis) 

KAPSEALS®  and  SUSPENSION 

five  years  of  study  confirm2 

• effective  in  the  petit  mal  triad 

• one  of  the  least  toxic  of  all  anti-epileptic  drugs 

• well  tolerated 

In  patients  with  mixed  grand  mal— petit  mal  epilepsy, 

drug  compatibility  permits  use  of  milontin 

with  Dilantin®1  Sodium  (diphenylhydantoin  sodium,  Parke-Davis) 

or  with  Dilantin  Sodium  with  Phenobarbital. 

MILONTIN  Kapseals,  0.5  Gm.,  bottles  of  100  and  1,000;  also  available 
as  MILONTIN  Suspension  (250  mg.  per  4 cc.)  in  16-ounce  bottles. 

Detailed  information  upon  request,  or  from  your  Parke-Davis  representative. 

1.  Davidson,  D.  T.,  Jr.;  Lombroso,  C.,  & Markham,  C.  H.:  New  England  ].  Med.  253:173,  1955. 

2.  Zimmerman,  E T.:  New  York  J.  Med.  55:2338, 1955. 


PARKE,  DAVIS  & COMPANY  DETROIT.  Michigan 
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Browne-McHardy  Clinic 


* Diagnostic  and  Therapeutic 
Facilities 


• Internal  Medicine  and 
Gastroenterology 

• Surgery 

• Orthopedics 

• Gynecology  and  Obstetrics 

• Radiology — X-ray  and 
Radium  Therapy 

• Laboratory  and  Research 
Departments 

• Urology 

• Endoscopy 

• Otolaryngology-Ophthalmology 


* Neuropsychiatry 

* Hotel  Facilities  Available 


3 6 3 6 ST.  CHARLES  AVENUE 

Phone  TW inbrook  9-2376  • New  Orleans,  La. 


In  Stock  for  Immediate  Delivery  to  you 

Products  of 

BALTIMORE  BIOLOGICAL  LABORATORY,  INC. 
(Sensitivity  Discs- Culture  Media) 

HYLAND  LABORATORIES 
(Blood  Diagnostic  Reagents) 

WARNER-CHILCOTT  LABORATORIES 
(Simplastin  - Diagnostic  Plasma) 

ALCONOX 


PEACOCK, 


SURGICAL  COMPANY  me 


(235  TEXAS  AVENUE 

SHREVEPORT.  LOUISIANA 


plateau  therapy?.. 

for  hay  fever  and  other  allergies 


CHLOR- 

TRIMETON 

REPETABS 


8 mg.  and  12  mg. 


CHLOR -TRIM  ETON 

REPETABS,  8 and  12  mg. 

‘Because  they  quickly  attain  and  maintain  a prolonged,  therapeutic 
plateau,  Chlor-Trimeton  Repetabs  avoid  the  wave-like  levels 
which  may  be  produced  by  multiple-release  granules  or  t.i.d.  medication 

...affording  optimal  patient  comfort. 

Chlor-Trimeton®  Maleaie,  brand  of  chlorprophenpyridamine  maleate. 

Repetabs,®  Repeat  Action  Tablets. 


CT-J-768 


NEW  Potent  Ataraxic 


HYDROCHLORIDE 

Promazine  Hydrochloride 

10-(7-dimethylamino-n-propyl)-phenothiazine  hydrochloride 

INDICATIONS: 

• The  acute  alcoholic12 — delirium  tre- 
mens, acute  hallucinosis,  tremulousness 

• The  acute  psychotic1 — acute  excita- 
tion due  to  various  psychoses 

• The  drug  addict1  — withdrawal  syn- 
drome: nausea,  vomiting,  muscle  and 
bone  pains,  abdominal  cramps,  gen- 
eral malaise 

FINDINGS: 

“The  drug  ...  is  effective  in  . . . maintain- 
ing these  subjects  in  a quiescent  detached 
state. . . . Complications  such  as  jaundice, 
...dermatitis,  edema,  lactation,  basal 
ganglion  disturbances,  or  depression  were 
not  observed  during  these  studies."1 

As  with  any  new  and  potent  agent,  it  is  well  to  be  fully 
informed  on  the  precautions  of  use  and  the  possibility 
of  side-effects.  Before  prescribing  SPARINE,  the  physi- 
cian should  consult  the  direction  circular. 

For  intravenous,  intramuscular,  or  oral 
administration. 
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NOW  AVAILABLE.... 

a new  unique  antibiotic 
PROVED  EFFECTIVE 
AGAINST  SPECIFIC 
ORGANISMS  ( mtaphy locked  mnd  protems) 
RESISTANT  TO  ALL  OTHER 
ANTIMICRODIAL  AGENTS 
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to  overcome  specific 
infections  that  do 
not  respond  to  any 

other 

antibiotic  s * . . 
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Today’s  resistant  pathogens  are  the  tough  survivors  of 
a dozen  widely  used  antibiotics.  Certain  organisms, 
notably  Staphylococcus  aureus 4 and  susceptible  strains  of 
Proteus  vulgaris  produce  infections  which  have  been  re- 
sistant to  all  clinically  useful  antibiotics. 

To  augment  your  armamentarium  against  these  resistant 
infections,  ‘Cathomycin’  (Novobiocin,  Merck),  derived 
from  an  organism  recently  discovered  and  isolated  in  the 
Merck  Sharp  & Dohme  Research  Laboratories1,  is  now 
available. 

SPECTRUM — ‘Cathomycin’  1-2-3’5’6  has  also  been  shown 
to  be  active  against  other  organisms  including — D.  pneu- 
moniae,  N.  intracellularis , S.  pyogenes , S’,  viridans  and  H. 
pertussis , but  clinical  evidence  must  be  further  evaluated 
before  ‘Cathomycin’  can  be  recommended  for  these  patho- 
gens. 

ACTION — ‘Cathomycin’  in  optimum  concentration  is  bac- 
tericidal. Cross-resistance  with  other  antibiotics  has  not 
been  observed.7 

TOLERANCE — ‘Cathomycin’  is  generally  well  tolerated  by 
patients.  5’6-8-9- 10- 11 


CATHOMYCIN 


(Crystalline  Sodium  Novobiocin,  Merck) 


SODIUM 


ABSORPTION — ‘Cathomycin’  is  readily  absorbed  56-9  and 
oral  dosage  produces  significant  blood  and  tissue  levels 
which  persist  for  at  least  12  hours.7 

INDICATIONS:  Clinically  ‘Cathomycin’  has  proved  effective 
for  cellulitis,  carbuncles,  skin  abscesses,  wounds,  felons, 
paronychiae,  varicose  ulcer,  pyogenic  dermatoses,  septi- 
cemia, bacteremia,  pneumonia  and  enteritis  due  to  Staphy- 
lococcus and  infections  caused  by  susceptible  strains  of 
Proteus  vulgaris.6'7’8'9-10'  n- 12, 13, 14  Also,  it  is  of  particular 
value  as  an  adjunct  in  surgery  since  staphylococcic  infec- 
tions seem  prone  to  complicate  post-operative  courses. 
SUPPLIED:  ‘Cathomycin’  Sodium  (Crystalline  Sodium 
Novobiocin,  Merck)  in  capsules  of  250  mg.,  bottles  of  16. 
‘CATHOMYCIN’  is  a trademark  of  Merck  & Co.,  Inc. 


REFERENCES:  1.  Wallick,  H.,  Harris,  D.A.,  Reagan,  M.A.,  Ruger,  M.,  and  Woodruff,  H.B., 

Antibiotics  Annual , 1955-1956,  New  York,  Medical  Encyclopedia,  Inc.,  1956, 
Pg.  909. 

2.  Frost,  B.M.,  Valiant,  M.E.,  McClelland,  L.,  Solotorovsky,  M.,  and  Cuckler, 
A.C.,  Antibiotics  Annual , 1955-1956,  pg.  918. 

3.  Verwey,  W.F.,  Miller,  A.K.,  and  West,  M.K.,  Antibiotics  Annual , 1955-1956, 
Pg.  924. 

4.  Kempe,  C.H.,  Calif.  Med.,  84  242,  April  1956. 

5.  Simon,  H.J.,  McCune,  R.M.,  Dineen,  P.A.P.,  Rogers,  D.E.,  Antib.  Med., 
2:205,  April  1956. 

6.  Lukash,  G.,  Van  Der  Meulen,  J.,  Berntsen,  C.,  Jr.,  Tompsett,  R.,  Antib.  Med., 
2 233,  April  1956. 

7.  E.n,  K.-E.,  Coriell,  L.L.,  Antib.  Med.,  2:268,  April  1956. 

8.  Limson,  B.M.,  Romansky,  N.J.,  Antib.  Med.,  2:277,  April  1956. 

9.  Morton,  R.F.,  Prigot,  A.,  Maynard,  A.  de  L.,  Antib.  Med.,  2:282,  April  1956. 

10.  Nichols,  R.L.,  Finland,  M.,  Antib.  Med.,  2:241,  April  1956. 

11.  Mullins,  J.F.,  Wilson,  C.J.,  Antib.  Med.,  2:201,  April  1956. 

12.  David,  N.A.,  Burgner,  P.R.,  Antib.  Med.,  2:219,  April  1956. 

13.  Marton,  W.J.,  Heilman,  F.R.,  Nichols,  D.R.,  Wellman,  W.E.,  and  Geraei, 
J.E.,  Antib.  Med.,  2:258,  April  1956. 

14.  Milberg,  M.B.,  Schwartz,  R.D.,  Silverstein,  J.N.,  Antib.  Med.,  2:286,  April 
jl956. 


Philadelphia  1,  Pa. 
Division  op  Merck  a Co.,  Inc. 
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EXFOLIATIVE  CYTOLOGY 

This  branch  of  Pafhology  consists  of  microscopic  examination  of 

cellular  material  aspirated  or  scraped  from  body  cavities  or  surfaces 

for  the  purpose  of  detection  of  malignancy.  Cytologic  examinations  are 

not  new  and  have  been  widely 

accepted  by  pathologists  and  by  the 

medical  profession  generally,  despite  printed  implications  to  the  contrary 

which  have  appeared  in  lay  magazines  and  special  publications. 

The  materials  which  have  proven  most  useful  are  those  from  the 

female  genital  tract,  lower  respiratory  tract  and  fluids,  such  as  pleural 

and  peritoneal.  The  following 

members  of  the  Louisiana  Pathology 

Society  are  ready  and  willing  to  perform  cytologic  examinations  for  you 

at  all  times. 

Bevan,  John  L. 

Maher,  Aldea 

Our  Lady  of  the  Lake  Sanitarium  1110  American  Bank  Bldg. 

Baton  Rouge,  La. 

New  Orleans,  La. 

Colvin,  S.  Harvey 

Maxwell,  John  B. 

Baton  Rouge  General  Hospital 

St.  Frances  Cabrini  Hospital 

Baton  Rouge,  La. 

Alexandria,  La. 

Friedrichs,  Andrew  V. 

McQuown,  Albert  L. 

840  Maison  Blanche  Bldg. 

Our  Lady  of  the  Lake  Sanitarium 

New  Orleans,  La. 

Baton  Rouge,  La. 

Hartwell,  R.  M. 

Muelling,  Rudolph  J.,  Jr. 

2004  Tulane  Ave. 

L.S.U.  School  of  Medicine 

New  Orleans  19,  La. 
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looked  over  often... 

the  patient  with  nonspecific  rheumatism 

NOW- thoroughgoing  relief  with 
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combining 

Prednisone 0.75  mg.  —best  of  the  new 

Acetylsalicylic  acid  ...  325  mg.  -best  of  the  old 

Ascorbic  acid 20  mg. 

Aluminum  hydroxide  . . 75  mg. 


antirheumatic  • anti-inflammatory  • analgesic  • supportive 

Combined  effectiveness  of  the  antirheumatic 
agents  in  Sigmagen  permits  maintenance  of  clinical 


relief  at  minimal  dosages. 
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highly  successful  . 


• faster  relief  of  pain, 

photophobia 

• better  control  of  inflammation, 

edema,  allergy 

• effective  against  common  eye 

pathogens 

• extremely  well  tolerated 


now  available 


for  inflammatory,  allergic,  infectious  or  traumatic 
eye  conditions  amenable  to  topical  therapy  — rapid, 
potent,  topical  Meti-steroid  and  anti-infective  action 

supplied:  Metimyd  Ophthalmic  Suspension-Sterile:  prednisolone  acetate 
(Meticortelone  Acetate)  5 mg.  per  cc.  (0.5%)  suspended  in  an  isotonic 
buffered  and  preserved  solution  of  sulfacetamide  sodium  100  mg.  per  cc. 
(10%),  5 cc.  dropper  bottle.  Metimyd  Ointment  with  Neomycin:  each  gram 
contains  5 mg.  prednisolone  acetate  (Meticortelone  Acetate),  100  mg. 
sulfacetamide  sodium  and  2.5  mg.  neomycin  sulfate  (equivalent  to  1.75  mg. 
neomycin  base);  Vs  oz.  tube,  boxes  of  1 and  12. 

Metimyd,*  brand  of  prednisolone  acetate  and  sulfacetamide  sodium. 

Meticortelone,®  brand  of  prednisolone. 
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(prednisolone  acetate  and  sulfacetamide  sodium  with  neomycin  sulfate) 

Ointment  with  Neomycin 


antibacterial  • antiallergic  • anti-inflammatory 
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622011 
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THE  OUT-PATIENT  MANAGEMENT 
OF  HYPERTENSION  * 

JOHN  H.  MOYER,  M.  D.  f 
Houston,  Texas 

Management  of  hypertension  is  a daily 
responsibility  with  most  physicians.  Dur- 
ing the  past  few  years,  new  drugs  have 
been  developed  which  are  capable  of  low- 
ering specifically  the  blood  pressure  in 
hypertensive  patients.  There  is  no  univer- 
sal opinion  concerning  indications  and 
contraindications  for  such  agents.  Too 
frequently,  individual  investigators,  or 
groups,  have  been  overly  interested  in  de- 
fending specific  drugs  or  therapeutic  regi- 
mens. As  a result,  not  enough  attention 
has  been  devoted  to  the  development  of 
an  over-all  approach  to  the  treatment  of 
hypertension,  and  to  determining  when 
the  effective  and  useful  agents  should  be 
used.  This  report  presents  an  outline  of 
the  method  for  using  the  most  effective 
antihypertensive  agents  for  the  treatment 
of  hypertensive  vascular  disease. 

The  known  antihypertensive  drugs  re- 
duce the  blood  pressure  either  by  blocking 
vasoconstrictor  impulses  centrally,  or  by 
blocking  the  transmission  of  these  impuls- 
es within  the  sympathetic  nervous  system. 
Since  there  are  many  individual  differ- 
ences in  the  pharmacology  of  these  agents, 
the  proper  drug  should  be  selected,  es- 

*  Presented  at  the  Seventy-sixth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society, 
Alexandria,  April  25,  1956. 

f Baylor  University  College  of  Medicine,  Hous- 
ton, Texas. 


sentially  on  the  basis  of  the  severity  of 
the  disease.  The  therapist  should  have  an 
understanding  of  the  physiology  of  the 
autonomic  nervous  system,  the  pathologi- 
cal physiology  of  hypertension,  and  the 
pharmacodynamics  of  autonomic  drugs, 
in  order  to  use  autonomic  blocking  agents 
effectively.  The  potential  benefits  from 
therapy  depend,  for  the  most  part,  upon 
selection  of  the  appropriate  drug  for  each 
individual  clinical  situation,  plus  careful 
attention  to  dose  titration  and  adequate 
follow-up. 

PHARMACOLOGY  OF  HYPERTENSION 

Until  such  time  as  the  complete  patho- 
genesis of  hypertension  is  understood 
completely,  treatment  must  remain  upon 
an  empirical  and  symptomatic  basis.  It 
is  well  established  that  elevation  of  the 
blood  pressure  produces  vascular  damage 
and  symptoms  therefrom,  regardless  of 
the  etiology  of  the  disease.  Evidence  is 
now  accumulating  rapidly  which  indicates 
that  many  complications  can  be  prevented, 
or  improved  when  present,  by  effective 
reduction  in  blood  pressure  with  the  cur- 
rently available  antihypertensive  agents. 
It  follows  naturally,  that  as  a general  rule, 
the  most  notable  indication  for  antihyper- 
tensive agents  will  be  a significant  ele- 
vation in  the  diastolic  blood  pressure,  par- 
ticularly if  accompanied  by  evidence  of 
vascular  deterioration. 

Figure  1A  presents  a diagramatic  rep- 
resentation of  the  regulation  of  blood 
pressure  by  the  sympathetic  nervous  sys- 
tem in  the  normal  individual.  Numerous 
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Figure  1(A). — Diagramatic  representation  of 
method  by  which  the  sympathetic  nervous  sys- 
tem operates  to  regulate  the  blood  pressure  in  a 
normal  individual.  (B)  The  patient  with  severe 
hypertension  shows  a marked  increase  in  vaso- 
constriction in  response  to  the  outflow  of  vaso- 
constrictor impulses  over  sympathetic  nervous 
system.  (Courtesy  Am.  J.  Med.  Sci.  230:33, 
1955). 

nervous  influences  come  to  play  on  the 
autonomic  nervous  system  in  the  brain, 
at  the  hypothalamic  level.  These  are  in- 
tegrated and  finally  emerge  via  the  vaso- 
regulatory  centers  over  the  sympathetic 


nervous  system  as  vasoconstrictor  im- 
pulses, and  thence  travel  to  the  blood  ves- 
sels producing  a vasoconstriction  which 
maintains  the  blood  pressure.  In  Figure 
IB  we  have  represented  the  patient  with 
severe  essential  hypertension.  Under  such 
circumstances,  there  is  either  a great  in- 
crease in  the  outflow  of  vasoconstrictor 
impulses,  or  increased  responsiveness  of 
the  blood  vessels  to  a normal  outflow  of 
vasoconstrictor  impulses.  As  a result,  the 
arterioles  throughout  the  body  constrict 
and  thus  increase  peripheral  resistance. 
This  is  followed  by  a rise  in  blood  pres- 
sure to  hypertensive  levels.  The  cardiac 
output  and  blood  volume  are  usually  not 
affected. 

When  the  blood  pressure  becomes  ele- 
vated in  a hypertensive  patient,  it  can  be 
lowered  by  depressing  the  outflow  of  vaso- 
constrictor impulses  along  the  sympathetic 
nervous  system.  This  can  be  done  central- 
ly (hydralazine,  veratrum,  and  rauwol- 
fia),  at  the  sympathetic  ganglia  (hexa- 
methonium,  pentolinium,  mecamylamine) 
or  peripherally  at  the  neuro-effector  site 
(adrenergic  blockade),  the  best  drug 
available  for  this  latter  purpose  being 
Dibenzyline.  The  site  of  action  of  the 
various  drugs  which  depress  these  vaso- 
constrictor impulses  within  the  brain  and 
sympathetic  nervous  system  is  presented 
diagramatically  in  Figure  2. 

The  majority  of  the  symptoms  and  al- 
tered functions  resulting  from  prolonged 
or  severe  hypertension  may  be  attributed 
to  damage  of  three  important  vascular 
beds:  the  brain,  the  heart,  and  the  kid- 
neys.1 Damage  to  these  important  vascu- 
lar beds  may  be  prevented  by  reducing 
the  blood  pressure.  Therefore,  it  is  ra- 
tional to  treat  all  of  the  patients  with 
severe  disease,  as  wrell  as  those  with  mod- 
erately severe  disease,  in  the  hope  of  pre- 
venting progression  and  the  development 
of  serious  complications.  However,  since 
malignant  hypertension  is  such  a rapidly 
pi'ogressive  disease,  resulting  in  death  in 
the  majority  of  the  patients  within  one 
year,  it  is  easier  to  evaluate  the  effect 
of  treatment  of  such  patients  since  shorter 
periods  of  follow-up  are  required  to  reach 
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Figure  2. — (Point  of  action  of  the  various 
antihypertensive  drugs  which  depress  the  out- 
flow of  vasoconstrictor  impulses  over  the  sym- 
pathetic nervous  system  to  the  blood  vessels. 
(Courtesy  S.  Med.  J.  48:1245,  1955). 

valid  conclusions.  The  beneficial  effects 
of  adequate  reduction  of  blood  pressure 
in  patients  with  malignant  hypertension 
are  encouraging.  The  untreated  patient 
with  malignant  hypertension  usually  dies 
of  cerebral  hemorrhage,  coronary  occlu- 
sion or  heart  failure,  or  from  progressive 
renal  damage  which  can  be  the  most  dev- 
astating of  all  the  complications.  How- 
ever, when  the  patient  is  treated  effective- 
ly, these  complications  can  be  frequently 
prevented,  even  after  the  onset  of  the 
malignant  phase  of  the  disease  (Tables 
1 to  3).  For  example,  Table  1 shows  the 
survival  rate  in  a group  of  patients  with 
malignant  hypertension,  studied  before 
the  advent  of  effective  antihypertensive 
agents,  compared  to  a similar  group  of 
patients  who  were  treated  effectively, 
since  these  agents  become  available  in 
1952. 


TABLE  1 

COMPARISON  OF  SURVIVAL  IN  TREATED  AND 
UNTREATED  PATIENTS  WITH  MALIGNANT 
HYPERTENSION 


Number 
Patients 
T rented 

Survival  for 
1 to  2 years 

Jefferson  Davis  Hospital 

Untreated  (1948  to  1952) 

22 

6 (27%) 

Treated 

Normal  BUN 

11 

10  (91%) 

Elevated  BUN 

5 

3 (60%) 

Schroeder  & Perry  2 

Less 

Untreated 

? 

than  ( 10%  ) 

Treated 

Normal  BUN 

47 

37*  (79%) 

Elevated  BUN 

40 

24  (50%) 

* 8 of  these  who  dieil  stopped  therapy  of  their  own  ac- 
cord ; if  these  are  discarded,  the  survival  becomes  92%. 


Untreated  patients  (with  malignant  hy- 
pertension) surveyed  at  Jefferson  Davis 
Hospital,  prior  to  1952,  showed  a one 
year  survival  rate  of  27  per  cent. 
Schroeder  and  Perry  2 observed  a survival 
rate  of  less  than  10  per  cent  in  untreated 
patients.  In  another  series  at  Jefferson 
Davis  Hospital,  who  were  started  on  ef- 
fective therapy  between  1952  and  1953, 
the  survival  rate  was  91  per  cent  in  the 
patients  who  showed  minimal  renal  dam- 
age, as  indicated  by  BUN  determinations. 
However,  in  patients  in  whom  the  blood 
urea  nitrogen  was  elevated,  the  survival 
rate  was  only  60  per  cent.  This  indicates 
that  after  renal  damage  has  occurred,  the 
prognosis  becomes  increasingly  unfavor- 
able. The  results  of  Schroeder  and  Perry2 
are  similar.  Therefore,  it  is  well  sub- 
stantiated that  adequate  antihypertensive 
therapy  in  patients  with  severe  hyperten- 
sion, makes  it  possible  to  improve  greatly 
the  prognosis,  even  though  renal  damage 
already  exists  as  indicated  by  an  elevated 
blood  urea  nitrogen.  However,  despite 
adequate  therapy,  it  is  still  obvious  that 
the  greater  the  renal  damage,  the  poorer 
the  prognosis,  and  consequently,  the  less 
effective  the  therapy.  We  can  conclude 
that  adequate  control  of  the  blood  pres- 
sure not  only  arrests,  but  may  actually 
improve  the  vascular  changes  associated 
with  severe  hypertensive  vascular  disease 
in  some  instances.  If  this  is  true  for  the 
kidney,  there  is  no  reason  to  believe  that 
it  should  not  occur  in  other  vascular 
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beds  which  are  prone  to  vascular  damage 
resulting  from  severe  hypertension. 

TABLE  2 

PROGRESSIVE  DETERIORATION  IN  RENAL 
FUNCTION  IN  A TYPICAL  PATIENT  WITH 
MALIGNANT  HYPERTENSION  PRIOR  TO  1950 


Time 

Blood 
Pressu  re 
mm  Hg. 

Glomerular 
Filtration 
Rate 
ml/mi  n. 

Renal 

Blood 

Flow 

ml/min. 

Control 

270/150 

90 

990 

2 months 

248/156 

70 

720 

4 months 

260/160 

55 

600 

8 months 

250/160 

40 

200 

10  months 

270/165* 

28* 

120* 

11  months 

Death ! 

Death ! 

Death ! 

* uremia 


TABLE  3 

EFFECT  OF  ANTI  HYPERTENSIVE  TREATMENT 
ON  PATIENT  W.  L.  WITH  MALIGNANT 
HYPERTENSIVE  VASCULAR  DISEASE 


Mean 
Blood 
Pressure 
mm  Hg. 

Glomerular 

Filtration 

Rate 

ml/min. 

Renal 

Blood 

Flow 

ml/min. 

No  treatment 

Control 

160 

90 

940 

After  6 months 

(no  therapy) 

175 

55 

365 

After  treatment 

3 months 

105 

52 

410 

1 year 

98 

56 

458 

2 years 

110 

60 

520 

Table  2 outlines  the  results  of  differ- 
ential renal  function  studies  in  one  pa- 
tient with  malignant  hypertension  who 
was  followed  for  ten  months.  There  was 
a progressive  deterioration  of  renal  func- 
tion, indicated  by  reduction  in  glomerular 
filtration  rate  and  renal  blood  flow.  He 
died  eleven  months  after  admission  to  the 
clinic.  Table  3 presents  the  data  on  a 
similar  patient,  who  was  observed  initial- 
ly two  years  later.  After  he  had  been  fol- 
lowed for  six  months  without  therapy, 
effective  measures  for  reducing  blood 
pressure  became  available.  During  the  six 
months  prior  to  therapy  the  glomerular 
filtration  rate  decreased  from  90  cc.  per 
minute  to  55  cc.  per  minute,  and  renal 
blood  flow  was  reduced  more  than  50  per 
cent ; both  of  these  are  indicative  of  severe 
renal  vascular  deterioration.  However, 
when  an  effective  reduction  in  blood  pres- 
sure was  obtained,  there  was  no  further 
deterioration  in  renal  function,  but  at  the 


same  time,  these  did  not  return  to  normal. 
The  follow-up,  one  and  two  years  later, 
indicated  essentially  the  same  renal  func- 
tion that  was  observed  immediately  after 
the  initial  period  of  blood  pressure  regu- 
lation. We  can,  therefore,  conclude  that 
adequate  control  of  blood  pressure  will 
prevent  renal  vascular  deterioration,  but 
once  this  has  occurred,  reversal  towards 
normal  is  minimal. 

THERAPEUTIC  PROGRAM  IN  CLINICAL 
MANAGEMENT  OF  HYPERTENSION 

Table  4 outlines  our  suggested  thera- 
peutic approach  to  the  out-patient  treat- 


TABLE 4 

SUGGESTED  THERAPEUTIC  APPROACH  TO  THE 
TREATMENT  (OUT-PATIENT)  OF  HYPERTENSION 


Severity  of  Hypertension 

Therapy 

MILD 

Labile 

Rauwolfia  * 

Fixed  Diastolic 

Rauwolfia  * alone  or  with 
Hydralazine  f 
or 

Ganglionic  blocking  agents  f 

SEVERE 

. Rauwolfia  * plus 
Ganglionic J or  Adrenergic** 
blocking  agents 

* DsiilJ-  dose  of  4 mg.  alseroxylon  (Rauwiloid),  300  mg. 
of  whole  root  or  1 nig.  of  reserpine. 


t Start  with  25  mg.  after  each  meal  and  at  bedtime  and 
gradually  increase  to  a maximum  of  600  mg.  or  until 
blood  pressure  is  controlled. 

t Start  on  small  doses  of  ganglionic  blocking  agent  such 
as  125  mg.  hexamethonium  after  each  meal  and  at  bed- 
time, 40  mg.  of  pentolinium  after  each  meal  and  at  bed- 
time or  2.5  mg.  of  mecamylamine  after  breakfast  and 
supper.  Increase  progressively  until  blood  pressure  is 
adequately  reduced  in  the  upright  position. 

**  Phenoxybenzamine  (Dibenzyline)  — start  with  5 mg. 
twice  a day  and  gradually  increase  the  dose. 

ment  of  hypertension.  This  program  is 
based  on  detailed  clinical  observations  ob- 
tained with  many  antihypertensive  agents, 
used  singly  or  in  combination,  for  the 
treatment  of  hypertension  in  our  clinics. 
The  basic  rule  is  to  use  the  less  potent 
centrally  acting  drugs  for  the  treatment 
of  less  severe  disease, » and  to  reserve  the 
more  potent  peripherally  acting  agents 
(ganglionic  and  adrenergic  blocking 
agents)  for  the  treatment  of  severe  dis- 

tf  Patients  with  diastolic  blood  pressures  of 
less  than  100  mm.  Hg.  are  not  treated  with  anti- 
hypertensive agents.  Patients  with  diastolic  pres- 
sures between  100  and  110  mm.  Hg.  are  treated 
only  if  they  exhibit  progression  and  complica- 
tions due  to  hypertensive  vascular  disease. 
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ease.  We  have  reached  this  conclusion 
because  the  less  potent  drugs,  such  as  rau- 
wolfia  and  hydralazine,*  are  easier  to 
regulate,  and  the  side  effects  are  usually 
not  as  severe  when  they  are  effective. 
Unfortunately,  these  agents  are  rarely  ef- 
fective when  used  singly  for  the  treat- 
ment of  patients  with  severe  hypertension. 
In  patients  with  severe  disease,  we  have 
found  that  rauwolfia  ' compounds  should 
be  used  as  basic  medication,  in  conjunc- 
tion with  the  other  more  potent  agents. 
Therefore,  we  start  all  of  the  patients  (if 
therapy  is  indicated)  on  one  of  the  rau- 
wolfia compounds.  After  an  effective  re- 
sponse has  been  obtained,  if  the  blood 
pressure  has  not  returned  to  normotensive 
levels,  another  agent  is  given  concurrent- 
ly with  the  rauwolfia. 

Rauwolfia  Alone  and  in  Combination 
with  Hydralazine  ( Apresoline ) : In  the 

patient  with  mild  diastolic  hypertension 
but  in  whom  the  blood  pressure  is  fixed, 
it  is  usually  preferable  to  try  hydralazine 
in  combination  with  rauwolfia  when  rau- 


* Furnished  as  Apresoline  by  Ciba  Pharmaceu- 
tical Products,  Inc. 

f Furnished  as  Alseroxylon  (Rauwiloid)  by 
Riker  Laboratories  and  as  reserpine  (Serpasil) 
by  Ciba  Pharmaceutical  Products,  Inc. 


wolfia  alone  is  inadequate.  This  combi- 
nation produces  very  little  orthostatic  ef- 
fect, a serious  detriment  to  the  use  of  the 
more  potent  ganglionic  blocking  agents 
and  adrenergic  blocking  agents.  Long 
term  management  is  accomplished  more 
readily  with  a combination  of  rauwolfia 
and  hydralazine  if  this  combination  will 
reduce  the  blood  pressure  adequately,  but, 
unfortunately,  this  is  frequently  not  the 
case.  However,  a therapeutic  trial  should 
be  instituted.  After  the  dose  of  hydrala- 
zine has  been  titrated  to  a maximum  of 
600  mg.  per  day,  if  an  effective  reduction 
in  blood  pressure  has  not  been  obtained, 
this  combination  should  be  discontinued 
immediately  and  a more  effective  potent 
agent  employed.  No  antihypertensive  drugs 
shoud  be  continued  if  they  do  not  produce 
an  effective  therapeutic  response  because 
of  the  potential  side  effects  inherent  in 
the  use  of  these  agents. 

There  is  very  little  difference  in  the 
therapeutic  effectiveness  of  the  various 
l’auwolfia  preparations  whether  the  pure 
alkaloids  such  as  reserpine  be  used  or  the 
compounds  containing  multiple  alkaloids 
(Table  5).  Furthermore,  there  is  very 
little  difference  in  the  incidence  of  side 
effects  (Table  6).  We  prefer  to  use  al- 


TABLE 5 

BLOOD  PRESSURE  RESPONSE  TO  DIFFERENT  EXTRACTS  OF  RAUWOLFIA 


Control  Diastolic  less  than 
120  nun.  Hg.  lint  more  than 
100  nun.  Hg.  (Supgroup  A) 


Control  Diastolic  more  than 
120  mm.  Ilg.  (Subgroup  II) 


Drug 

Num- 

ber 

Treat- 

ed 

Respon- 

sive 

No.  % » 

Normo- 
tensive 
No.  % t 

Num- 

ber 

Treat- 

ed 

Respon- 

sive 

No.  % * 

Normo- 
tensive 
No.  %t 

N u m - 
ber 
Treat- 
ed 

Respon- 

sive 

No.  % Is 

Normo- 
tensive 
To.  % 

Roxinil 

(Group  1 ) 

27 

18 

67 

13 

48 

13 

8 62 

2 15 

40 

26 

65 

15 

38 

Alseroxylon 
(Group  2 ) 

69 

34 

49 

30 

43 

49 

26  53 

12  24 

118 

60 

51 

42 

36 

Rauwolfia 
(Group  3) 

21 

11 

52 

6 

29 

21 

12  57 

3 14 

42 

23 

55 

9 

21 

Reserpine 
(Group  4) 

28 

13 

46 

9 

32 

34 

20  59 

2 6 

62 

33 

53 

11 

18 

Rescinnamine 
(Group  5) 

42 

19 

45 

8 

19 

42 

21  50 

3 7 

84 

40 

48 

11 

13 

Totals  and 
per  cent 

187 

95 

51 

66 

35 

159 

87  55 

22  14 

346 

182 

53 

88 

25 

* Per  cent  of  patients  in 

this 

subgro  up 

who 

obtained  a reduction  in  mean  blood  pressure  of 

20  mm. 

Hg.  or 

more 

from 

control  value, 
t Per  cent  of  patients  in 

each 

su  bgroup 

who 

became  normotensive  (blood 

pressure  lefjs  than 

150/100). 

Totals  (Subgroups  A & B) 


From  Moyer,  et  al  AMA  Arch.  Int.  Med.,  96:530,  1955. 
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TABLE  6 

SUMMARY  OF  PHARMACODYNAMIC  RESPONSES  (BENEFICIAL  AND  UNTOWARD) 
TO  DIFFERENT  EXTRACTS  OF  RAUWOLFIA 


Roxinil 
No.  * % t 

Alseroxylon 
No.  * % t 

Rauwolfia 
(Whole  Root) 
No.  * % | 

Reserpine 
No.*  %t 

Rescinnamitie 
No.  * % t 

Total  Number  Treated 

40 

100 

118 

100 

42 

100 

62 

100 

84 

100 

Side  Effect 
Beneficial 

Blood  pressure  reduction 

26 

65 

60 

51 

23 

55 

33 

53 

40 

48 

Bradycrotic  response 

28 

70 

77 

65 

31 

74 

44 

71 

46 

55 

Sedation 

20 

50 

63 

53 

24 

57 

29 

47 

29 

35 

Sense  of  well  being 

16 

40 

67 

57 

21 

50 

22 

35 

23 

27 

Untoward 

Nasal  congestion 

22 

55 

85 

72 

31 

74 

40 

65 

43 

51 

Diarrhea 

5 

13 

7 

6 

3 

7 

3 

5 

6 

7 

Increased  appetite 

24 

60 

72 

61 

26 

62 

37 

60 

28 

33 

Weight  gain 

19 

48 

73 

62 

22 

52 

31 

50 

34 

40 

Fatigue  and  weakness 

16 

40 

13 

11 

10 

24 

27 

44 

13 

15 

Dizziness 

12 

30 

8 

7 

4 

10 

13 

21 

4 

5 

Nightmares 

4 

10 

7 

6 

3 

7 

4 

6 

3 

4 

Dysuria 

1 

3 

2 

2 

1 

2 

1 

2 

0 

0 

Impotence 

2 

5 

1 

1 

1 

2 

2 

3 

0 

0 

Syncope 

0 

0 

0 

0 

0 

0 

1 

2 

1 

1 

Muscular  aches 

3 

8 

1 

1 

2 

5 

6 

10 

0 

0 

* Number  of  patients  showing  this  particular 
t Patients  presenting  side  effect  expressed  as 

response  to 
per  cent  of 

tlie  specific  dru 
total  number  of 

» • 

patients 

treated 

with  this 

particular 

drug. 

From  Moyer,  et  al,  AMA  Arch.  Int.  Med..  9fi  :530,  1955. 


seroxylon  (Rauwiloid)  since  it  is  less  like- 
ly to  produce  excessive  fatigue  and  weak- 
ness than  does  reserpine. 

Hydralazine  should  always  be  used  in 
combination  with  rauwolfia  compounds 
since  the  incidence  and  severity  of  side 
effects  due  to  hydralazine  are  intolerable 
when  this  drug  is  used  alone  (Table  7). 
Although  rauwolfia  reduces  greatly  the 
side  effects  due  to  hydralazine,  particu- 
larly, such  side  actions  as  palpitation, 
nausea  and  vomiting  and  headaches,  these 

TABLE  7 

COMPARISON  OF  INCIDENCE  OF  SIDE  EFFECTS 
DUE  TO  HYDRALAZINE  (APRESOLINE)  WHEN 
USED  ALONE  AS  COMPARED  TO  THE  INCIDENCE 
WHEN  IT  IS  USED  IN  COMBINATION 
WITH  RAUWOLFIA 


Side  Effects 

Hydralazine 

Alone 

% of  Patients 
Treated 

Hydralazine 
plus  Rauwolfia 
% of  Patients 
Treated 

Weakness  & Fatigue 

22 

53 

Diarrhea 

7 

13 

Dizziness  (Mild) 

22 

47 

Nausea  & Vomiting 

37 

20 

Headache 

37 

7 

Tachycardia 

55 

7 

Palpitations 

52 

7 

Angina 

7 

2 

Nervousness 

21 

15 

are  not  prevented  completely.  When  they 
occur  to  a marked  degree  it  is  usually 
best  to  discontinue  this  drug  combination 
since  the  side  effects  may  become  so  se- 
vere that  the  patient  will  not  continue  on 
anti-hypertensive  therapy.  If  the  hyper- 
tension is  sufficiently  severe  to  warrant 
the  use  of  more  potent  therapy,  one  of 
the  ganglionic  blocking  agents  should  be 
substituted  for  the  hydralazine. 

When  hydralazine  is  given,  it  should  be 
used  by  the  titration  method  beginning 
with  small  doses,  25  mg.  four  times  a day, 
and  increasing  until  an  optimal  blood 
pressure  response  is  obtained.  The  maxi- 
mum dosage  of  hydralazine,  regulated  by 
the  upright  blood  pressure,  should  be  600 
mg.  daily.  The  response  rate  with  this 
combination  in  one  group  of  patients  in 
our  clinic  has  been  67  per  cent;  of  these 
patients  18  per  cent  have  become  normo- 
tensive.  The  combination  of  rauwolfia 
plus  hydralazine  is  particularly  useful  in 
patients  with  hypertension  associated  with 
significant  renal  disease,  and  who  are  not 
responsive  to  rauwolfia  alone.  This  com- 
bination is  less  apt  to  produce  the  pre- 
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cipitous  drops  in  blood  pressure  so  com- 
monly seen  with  peripherally  acting  agents 
such  as  ganglionic  and  adrenergic  block- 
ing agents.  Such  a response  will  aggra- 
vate the  renal  failure. 

Rauivolfia  plus  Ganglionic  Blockage : In 
the  treatment  of  moderate  to  severe  hy- 
pertension, the  experience  of  most  investi- 
gators suggests  that  rauwolfia  plus  gang- 
lionic blockade,  with  either  hexamethon- 
ium,* pentolinium,**  chlorisondamine > or 
mecamylamine  * offers  the  most  effective 
means  for  reducing  the  blood  pressure. 
This  combination  also  represents  by  far 
the  most  difficult  of  the  commonly  em- 
ployed regimens  to  control,  unless  meticu- 
lous attention  is  given  to  such  details  as 
control  of  constipation,  careful  dose  titra- 
tion, and  thorough  evaluation  of  the  pa- 
tient’s symptoms  during  therapy.  There 
is  essentially  no  difference  between  chlor- 
isondamine (Ecolid)  and  pentolinium 
(Ansolysen)  (Table  8)  ; it  will  be  noted 
that  the  incidence  of  blood  pressure  re- 
sponse and  the  normotensive  rates  are 
about  the  same.  Both  of  these  agents  are 
considerably  more  potent  than  hexame- 
thonium  (Table  8)  and  have  a longer 
duration  of  action.  Therefore,  they  are 
to  some  degree  easier  to  use  than  hexa- 
methonium.  However,  Table  9 shows  that 
it  is  obvious  that  insofar  as  the  incidence 


* Furnished  as  Methium  by  Warner-Chileott 
Laboratories. 

**  Furnished  as  Ansolysen  by  Wyeth  Labora- 
tories. 

f Furnished  as  Ecolid  by  Ciba  Pharmaceuti- 
cal Products,  Inc. 

f Furnished  as  Inversine  by  Sharp  & Dohme, 
Div.  of  Merck  & Co. 


of  side  effects  is  concerned,  there  is  very 
little  difference  between  hexamethonium 
and  the  other  ganglionic  blocking  agents. 

Recently,  a new  ganglionic  blocking 
agent  has  become  available.  This  is  a 
secondary  amine,  rather  than  a quater- 
nary ammonium  compound.  This  drug  is 
known  as  mecamylamine  (Inversine).  It 
is  absorbed  completely  from  the  gastro- 
intestinal tract,  and  in  addition  to  pro- 
ducing ganglionic  blockade,  it  has  some 
central  sedative  effect.  The  duration  of 
action  is  prolonged,  frequently  up  to 
thirty-six  hours.  Despite  the  duration  of 
action,  greater  potency,  and  complete  ab- 
sorption, as  compared  to  the  other  gang- 
lionic blocking  agents,  it  still  has  the  same 
side  effects  that  are  seen  with  quaternary 
ammonium  compounds,  i.e.,  parasympa- 
thetic blockade  and  frequent  variability 
of  blood  pressure  reduction.  The  latter 
results  from  the  variability  in  sympathetic 
activity  which  patients  display  from  time 
to  time  (Figure  10). 

Table  10  summarizes  the  blood  pressure 
response  in  a group  of  11  patients  who 
were  given  mecamylamine  intramuscular- 
ly, and  on  a subsequent  day  were  given 
the  same  dose  daily.  There  is  essentially 
no  difference  either  in  the  onset  of  action, 
the  duration  of  action  or  in  the  degree  of 
blood  pressure  reduction  for  the  group. 
Special  Problems  Associated  with  the  Use 
of  Rauivolfia  plus  Ganglionic  Blocking 
Agents : 

Dose  Titration : 

There  are  some  rules  which  must  be  ob- 
served when  ganglionic  blocking  agents 
are  used.  One  of  the  most  important  of 


TABLE  8 

COMPARISON  OF  BLOOD  PRESSURE  RESPONSE  (UPRIGHT)  WITH  DIFFERENT 
GANGLIONIC  BLOCKING  AGENTS  COMBINED  WITH  RAUWOLFIA 


| Rauwolfia | 

4-  + -f- 

Mecamylamine  Pentolinium  Chlorisondamine 

(Inversine)  Hexamethonium  (Ansolysen)  (Ecolid) 


No. 

% 

No. 

% 

No. 

% 

No. 

% 

Number  Patients  Treated 

80 

100 

75 

100 

75 

100 

44 

100 

Repsonsive 

75 

94 

57 

76 

59 

79 

35 

80 

Normotensive 

30 

38 

28 

37 

25 

33 

14 

32 

Unresponsive 

5 

6 

18 

24 

16 

21 

9 

20 

Average  24  hour  dose 

25 

mgm 

2307  mgm 

341 

mgm 

253  mgm 

of  Responsive  Patients 
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TABLE  9 

COMPARISON  OF  SIDE  EFFECTS  OBSERVED  WITH  DIFFERENT 
GANGLIONIC  BLOCKING  AGENTS  WHEN  COMBINED  WITH  RAUWOLFIA 


Mecamylamlne 

(Inversine) 

% 

1 l 

+ 

1 

Hexainethonium 

c/o 

T 

i 

Pentolinium 

(Ausolysen) 

% 

1 1 
1 

Chlorisondamine 

(Eeolid) 

% 

Bradycardia 

50 

68 

67 

66 

Nasal  Congestion 

33 

61 

51 

68 

Constipation 

69 

52 

49 

59 

Weakness 

46 

35 

32 

43 

Increased  Appetite 

23 

21 

32 

23 

Weight  Gain 

14 

20 

35 

23 

Dizziness 

45 

35 

40 

50 

Syncope 

5 

5 

1 

9 

Nausea 

11 

26* 

t 

23 

Vomiting 

3 

26* 

t 

9 

Blurred  Vision 

43 

65* 

t 

50 

Impotence  ff 

55 

50* 

t 

50 

Anxiety-Depression 

0 

3 

4 

— 

Sedation 

56 

27 

39 

25 

Photophobia 

12 

8 

18 

39 

* Initially  with  HexametUonium  alone 
t Observations  not  available 
tt  Observations  made  on  males  only 


TABLE  10 

COMPARISON  OF  BLOOD  PRESSURE  RESPONSE  TO 
MECAMYLAMINE  WHEN  GIVEN  ORALLY  AND 
PARENTERALLY  (MEAN  VALUES  FOR 
11  PATIENTS) 

Route  of  Administration 

Intram  useular 
Oral  Route  Route 

Control  Blood  Pressure 


Upright 


Systolic  (mm.  Hg.) 

186 

181 

Diastolic  (mm.  Hg. ) 

119 

120 

Supine 

Systolic  (mm.  Hg.) 

203 

203 

Diastolic  (mm.  Hg. ) 

126 

125 

Blood  Pressure  after  Drug 
Upright 

Systolic  (mm.  Hg. ) 

122 

118 

Diastolic  (mm.  Hg. ) 

81 

82 

Supine 

Systolic  (mm.  Hg. ) 

165 

160 

Diastolic  (mm.  Hg. ) 

98 

97 

Dose  (mg.) 

19 

20 

Onset  of  Action  (minutes) 

37 

46 

Duration  of  Action  (hours) 

22 

21 

these  is  adequate  dose  titration.  For 
example,  Figure  3 presents  the  blood  pres- 
sure response  of  two  different  patients 
to  the  same  dose  of  ganglionic  blocking 
agent.  In  one  patient  the  blood  pressure 
did  not  decrease  with  10  mg.  of  mecamyla- 
mine,  whereas  in  the  other  patient  receiv- 


ing the  same  dose,  excessive  reduction  in 
pressure  occurred.  This  emphasizes  the 
necessity  of  starting  the  patient  on  a small 
dose  and  increasing  it  gradually  until  an 
appropriate  dose,  which  produces  the  de- 
sired response,  is  obtained  for  each  in- 
dividual patient.  This  minimizes  the  in- 
cidence of  side  reactions  and  serves  to 
prevent  episodes  of  excessive  reduction  in 
blood  pressure. 


A COMPARISON  OF  THE  DOSAGE  RESPONSE  IN  TWO 
DIFFERENT  PATIENTS 


• — • — • Potient  No  I given  Mecomylomme 
o.. .<►..«  Potient  No  2 given  Meco mylomine 
Potient  No.  2 given  Plocebo 


Figure  3. — Blood  pressure  response  to  meca- 
mylamine  in  two  different  patients  given  the 
same  dose  (10  mg.).  One  obtained  no  reduction 
in  blood  pressure,  in  the  other  an  excessive  re- 
duction occurred,  thus  demonstrating  the  neces- 
sity of  individualizing  the  dose  for  each  patient. 
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Inodequote  Blood  Pressure  Response  to  Rouwolfio  8 the  Effect 
of  Adding  Pentolinium  by  Titrotion  Procedure 


Figure  4(A). — Dose  titration  of  pentolinium 
(Ansolysen).  A small  but  inadequate  response 
to  rauwolfia  was  observed.  When  pentolinium 
was  added  in  progressively  increasing  amounts, 
an  effective  reduction  in  blood  pressure  was  ob- 
tained with  a dose  of  250  mg.  per  day.  After 
the  blood  pressure  was  reduced  and  the  hyper- 
tensive cycle  broken,  it  was  then  possible  to 
control  the  pressure  at  a lower  dose  of  pento- 
linium. (B)  Dose  titration  of  mecamylamine 
(Inversine)  with  a response  similar  to  that  ob- 
served in  Figure  4(A).  The  rauwolfia  is  given 
first  for  a period  of  2 to  8 weeks,  the  duration 
of  giving  Rauwolfia  (alone)  depending  upon  the 
severity  of  the  disease  and  the  urgency  for  early 
reduction  of  blood  pressure.  After  the  effect  of 
rauwolfia  is  established,  the  ganglionic  blocking 
agent  is  started  in  small  doses  and  increased 
progressively  at  weekly  intervals  until  an  ade- 
quate reduction  of  blood  pressure  is  obtained 
in  the  upright  position.  There  is  usually  some 
orthostatic  effect  and  maximum  blood  pressure 
reduction  is  obtained  in  the  upright  position. 
Although  this  is  not  ideal,  the  patient’s  blood 
pressure  can  be  controlled  at  normotensive  lev- 
els, for  16  to  18  hours  a day,  the  period  of 
time  the  usual  patient  is  up  and  about.  Addi- 
tional support  to  this  type  of  response  (ortho- 
static effect)  at  night  can  be  obtained  if  the 
patient  sleeps  with  the  head  of  his  bed  tilted 
upward. 

Constipation  and,  Ileus : 

Constipation,  which  may  progress  to 
ileus  if  untreated,  or  treated  inadequately, 


can  be  a serious  problem  with  the  use  of 
any  ganglionic  agents.  It  is  essential  that 
strict  attention  be  given  to  this  problem, 
and  that  cathartics  and  cholinergic  agents 
be  used  freely.  As  with  the  blood  pressure 
response,  the  constipating  effect  of  the 
blocking  agents  is  an  individual  response, 
and,  as  a result,  the  method  for  combat- 
ting this  problem  must  be  individualized 
for  each  patient.  The  optimal  approach 
for  each  patient  must  be  determined  by 
trial  and  error.  In  some  patients  the 
cholinergic  agents  such  as  prostigmine,* 
in  a dose  of  15  to  30  mg.  given  orally 
before  each  meal,  is  quite  adequate.  How- 
ever, in  other  patients  this  produces 
cramping  in  the  abdomen  and  it  is  neces- 
sary to  use  cathartics  such  as  15  to  30 
cc.  of  milk  of  magnesia  or  10  to  15  cc. 
of  cascara  sagrada.  If  these  are  ineffec- 
tive when  used  alone,  then  30  cc  of  milk 
of  magnesia  and  15  cc.  of  cascara  sagrada 
given  together  rarely  fails.  However, 
should  ileus  develop,  the  patient  should 
be  hospitalized  and  treated  actively.  We 
have  found  that  prostigmine,  1 mg.  given 
parenterally  every  hour  until  bowel  move- 
ment occurs  and  ileus  is  relieved,  is  al- 
ways effective.  To  date,  we  have  not 
observed  any  serious  complications  due 
to  this  problem  although  we  are  aware  of 
the  potential  dangers,  and  consequently, 
each  of  our  patients  is  duly  warned  prior 
to  the  beginning  of  any  of  the  ganglionic 
blocking  agents. 

Renal  Considerations  ivith  Blood  Pres- 
sure Reduction : 

The  majority  of  patients  who  have  had 
moderately  severe  to  severe  hypertension 
for  prolonged  periods  of  time  will  usually 
exhibit  variable  degrees  of  renal  damage. 
This  must  be  taken  into  consideration 
when  initiating  antihypertensive  therapy. 
Effective  reduction  of  blood  pressure  will 
usually  prevent  progressive  anatomical 
damage  to  the  kidney,  but,  at  the  same 
time,  the  physiology  of  renal  function  is 
such  that  some  reduction  in  glomerular 
filtration  rate  usually  accompanies  the 

* 10  mg.  of  Urecholine  and  5 mg.  of  Pilocar- 
pine are  also  effective. 
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acute  reduction  in  blood  pressure.  This 
is  usually  temporary  (Figure  6)  and  re- 
turns to  the  pretreatment  levels  after 
hemodynamic  readjustment  takes  place  if 
the  degree  of  blood  pressure  reduction  is 
not  excessive.  Generally  speaking,  the 
less  the  renal  damage,  prior  to  induction 
of  therapy,  the  better  the  patient  will 
tolerate  blood  pressure  reduction.  For 
example,  if  glomerular  filtration  rate  is 
adequate,  then  the  blood  pressure  can  be 
reduced  to  normotensive  levels  without 
fear  of  renal  decompensation.  However, 
if  glomerular  filtration  is  depressed  se- 
verely prior  to  the  induction  of  therapy, 
even  a slight  reduction  in  glomerular  fil- 
tration rate  may  be  deleterious.  In  these 
patients,  it  is  necessary  to  reduce  the 
blood  pressure  very  slowly,  and  to  keep 
a close  watch  on  the  renal  function.  The 
blood  urea  nitrogen  determination  is  the 
most  effective  and  valuable  laboratory  aid 
to  guide  the  therapist  concerning  the  de- 
gree to  which  the  blood  pressure  can  be 
reduced,  and  still  be  tolerated  safely  by 
the  patient  with  pre-existent  renal  disease. 


Figure  5A 


'i 

* z - * •*  % 
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Figure  5(A&B). — Roentgenogram  of  the  ab- 
domen in  a patient  who  developed  constipation 
and  was  treated  inadequately.  This  was  followed 
by  abdominal  distention  and  ileus  was  observed. 
The  patient  was  given  1 mg.  of  prostigmine, 
subcutaneously,  every  hour,  which  resulted  in  a 
massive  bowel  movement  and  passage  of  flatus 
by  the  third  hour  and  complete  relief  of  symp- 
toms by  the  sixth  dose  (Courtesy  Am.  Proct.). 


10  days  with  Oral 
Hexamsthonium 


Figure  6.  — Acute  and  chronic  response  to 
blood  pressure  reduction  with  a ganglionic  block- 
ing agent.  As  the  blood  pressure  decreases  initi- 
ally, glomerular  filtration  rate  and  renal  blood 
flow  are  depressed.  However,  as  the  drug  is 
continued  on  long  term  therapy,  glomerular  fil- 
tration rate  and  renal  blood  flow  return  to  nor- 
mal despite  a maintained  reduction  in  blood 
pressure.  (Courtesy  J.A.M.A.  152:1121,  1953.) 
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EFFECT  OF  MODERATE  REDUCTIONS  BLOOD  PRESSURE  WITH  MECA  MTL  AMINE 
GIVEN  OR  ALLY  FOR  ONE  MONTH  - Ex  PRESSED  IN  PERCEN  T OF  CONTROL 


mfflHg  cc  /mm.  cc/imn 


EFFECT  OF  MARKED  REOUCTION  IN  BLOOD  PRESSURE  WITH  MECAMYLAMINC 
GIVEN  ORALLY  FOR  ONE  MONTH -EXPRESSED  IN  PERCENT  OF  CONTROL 


EFFECT  OF  UPRIGHT  POSITION  ON  RENAL  FUNCTION  AND 
BLOOD  PRESSURE  AS  COMPARED  TO  CONTROL  SUPINE 
FUNCTION  IN  PATIENT  OBTAINING  MARKED  ORTHOSTATIC 
EFFECT  ON  BLOOD  PRESSURE.  AFTER  ONE  MONTH  OF 
MECAMYLAMINE  THERAPY 


Figure  7(A).  — Renal  hemodynamic  response 
to  moderate  reduction  in  blood  pressure  in  a 
patient  in  whom  glomerular  filtration  rate 
and  renal  plasma  flow  determinations  were 
done.  Glomerular  filtration  rate  was  reduced 
slightly  but  this  was  not  enough  to  alter  renal 
function  significantly.  (B)  Blood  pressure  re- 
sponse to  marked  reduction  in  blood  pressure. 
When  this  occurred,  glomerular  filtration  rate 
and  renal  blood  flow  were  depressed  significant- 
ly. In  the  patient  who  shows  border-line  renal 
function,  this  might  well  be  enough  to  produce 
progressive  renal  failure.  (C)  Renal  hemody- 

namic response  to  the  upright  position  in  a pa- 
tient who  was  receiving  ganglionic  blockade 
therapy.  As  the  patient  was  tilted  upright, 
glomerular  filtration  rate  and  renal  plasma  flow 
were  depressed  in  comparison  to  the  values  in 
the  supine  position.  (Courtesy  A.M.A.  Arch.  Int. 
Med.  Moyer  and  others,  August  1956.  In  Press.) 


Figure  7 A summarizes  observations  of 
the  effect  on  glomerular  filtration  rate 
in  a patient  who  was  given  mecomylamine 
and  the  blood  pressure  reduced  to  a moder- 
ate degree.  Glomerular  filtration  rate  and 
renal  blood  flow  are  not  depressed  signifi- 
cantly. Figure  7B  presents  similar  obser- 
vations made  on  a patient  in  whom  the 
blood  pressure  was  reduced  to  low  normo- 
tensive  levels,  i.e.,  100/70.  In  this  patient, 
glomerular  filtration  rate  was  depressed 
markedly  and  renal  blood  flow  was  de- 
pressed simliarly. 

When  patients  who  are  receiving  gang- 
lionic blocking  agents  are  ambulatory,  or 
tilted  in  the  passive  45  degree  tilt,  which 
resembles  the  sitting  position,  there  is  a 
greater  reduction  in  renal  function  than 
is  seen  in  the  supine  position  (Figure 
1C).  This  should  be  considered  if  exces- 
sive reduction  in  blood  pressure  should 
occur  with  the  use  of  these  agents  or  if 
the  patient  develops  progressive  renal  in- 
sufficiency. He  should  then  remain  in  bed, 
and  supine  until  this  unfortunate  compli- 
cation has  been  corrected. 

TABLE  11 

APPROXIMATE  DEGREE  OF  BLOOD  PRESSURE 
REDUCTION  (UPRIGHT)  THAT  CAN  BE 
ACCOMPLISHED — DEPENDENT  ON  AMI >UNT 
OF  PRE-EXISTING  RENAL  DAMAGE 


Blood  Urea  N/mg  % 

Reduce  Upright  Blood 

Pressure  to : 

Normal 

130-150/  80-100 

BUN  30  to  60 

150-170/100-110* 

BUN  60  to  100 

180-190/110-120* 

BUN  100 

No  Reduction 

* Do  not  reduce  blood  pressure  further  if  BUN  rises. 


Table  11  presents  the  general  range  to 
which  the  blood  pressure  can  be  reduced, 
without  depressing  renal  function,  in  the 
majority  of  patients.  It  will  be  noted  that 
the  greater  the  elevation  in  blood  urea 
nitrogen,  the  less  effectively  the  blood 
pressure  can  be  regulated.  When  the 
blood  urea  nitrogen  is  above  60,  repeated 
determinations  must  be  made  as  the  blood 
pressure  is  being  reduced.  The  blood 
pressure  should  always  be  regulated  in 
the  upright  position.  Whenever  there  is 
evidence  that  the  blood  urea  nitrogen  is 
rising,  the  blood  pressure  cannot  be  re- 
duced any  further  and  in  fact,  should 


242 


Moyer — The  Out-patient  Management  of  Hypertension 


usually  be  allowed  to  rise  slightly.  As 
noted  above,  a paradox  exists  in  that 
(from  a functional  point  of  view)  reduc- 
ing the  blood  pressure  in  patients  who 
have  severely  damaged  kidneys,  may  cause 
some  reduction  in  renal  function,  at  the 
same  time  if  an  adequate  reduction  in 
pressure  can  be  obtained,  it  will  prevent 
progressive  anatomical  damage  to  the 
kidneys. 

Should  excessive  reduction  in  blood  pres- 


crricr  of  hyrotcnsion  Out  ro  huahcthonivh 

ON  OLOUtRULAR  FILTRATION  RATt 


Figure  8(A).  — Renal  hemodynamic  response 
to  excessive  reduction  in  blood  pressure  due  to 
hexamethonium.  As  the  blood  pressure  de- 
creased, glomerular  filtration  rate  was  reduced, 
this  was  associated  with  anuria.  As  the  blood 
pressure  was  increased  to  normotensive  levels, 
with  norepinephrine  glomerular  filtration  rate 
and  urine  output  increased  toward  normal. 
(B)  Renal  hemodynamic  response  to  excessive 
reduction  in  blood  pressure  due  to  pentolinium 
(Ansolysen).  Glomerular  filtration  rate  and  re- 
nal blood  flow  were  depressed  markedly.  As  the 
blood  pressure  was  restored  to  normotensive 
levels,  with  a vasopressor  agent,  glomerular  fil- 
tration rate  and  renal  blood  flow  returned  to 
normal.  (Courtesy  J.A.M.A.  152:1121,  1953) 


sure  occur,  associated  with  excessive  de- 
pression in  renal  function,  this  can  easily 
be  corrected  by  the  use  of  a vasopressor 
agent.  For  example,  Figure  8a  presents 
a patient  in  whom  the  blood  pressure  was 
reduced  excessively  with  hexamethonium. 
The  patient  became  anuric.  However, 
when  the  blood  pressure  was  increased 
with  norepinephrine,  glomerular  filtration 
rate  returned  quickly  to  normal,  and  urine 
output  returnd  to  control  levels.  A simi- 
lar observation  is  presented  in  Figure 
8B,  in  a patient  who  received  pentolinium. 
This  patient  also  became  anuric  and  the 
glomerular  filtration  rate  became  de- 
pressed due  to  an  excessive  reduction  in 
blood  pressure.  As  the  blood  pressure  was 
increased  to  normotensive  levels,  glomer- 
ular filtration  rate  returned  to  normal 
and  urine  output  increased. 

DOSE  TITRATION  OF  MECAMYLAMINE  SHOWING  DOSE  ADJUSTMENT 


Figure  9. — Blood  pressure  response  in  a pa- 
tient who  showed  early  morning  reactivity  due 
to  the  ganglionic  blocking  agent  mecamylamine 
(Inversine).  When  the  dose  was  readjusted  so 
that  he  received  a large  dose  at  lunch  time  and 
no  drug  at  night,  the  excessive  reduction  in 
blood  pressure  which  occurred  in  the  morning 
was  less  evident. 

Early  Morning  Reactivity  with  the  Use 
of  Long  Acting  Ganglionic  Blocking 
Agents : 

There  are  a few  additional  consider- 
ations in  the  use  of  these  agents  for  the 
treatment  of  severe  hypertension.  For 
example,  with  the  long  acting  ganglionic 
blocking  agents,  particularly  with  meca- 
mylamine, it  is  necessary  to  give  a larger 
dose  in  the  morning,  and  at  noon  time. 
We  have  found  that  if  we  have  patients 
who  require  large  doses  of  the  blocking 
agents  and  use  equal  doses  throughout 
the  day,  i.e.,  with  meals  and  at  bedtime, 
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excessive  reduction  in  blood  pressure  oc- 
curs when  the  patients  first  arise  in  the 
morning.  The  patient  will  complain  of 
dizziness  and  weakness.  However,  when 
the  dosage  schedule  is  arranged  so  that  a 
large  dose  is  given  to  these  patients  at 
breakfast,  and  at  lunch,  and  relatively 
small  doses  at  supper  time,  without  any 
medication  at  bedtime,  this  early  morn- 
ing reactivity  does  not  occur.  Such  an 
example  is  presented  in  Figure  9.  This 
patient  did  very  poorly  when  he  was  re- 
ceiving a dose  of  5 mg.  with  each  meal 
and  at  bedtime.  He  did  better  when  his 
lunch  and  supper  dose  was  increased,  but 
an  optimal  titration  was  obtained  when 
the  bedtime  dose  was  discontinued  en- 
tirely. 


tient  who  was  well  regulated  on  rauwolfia  plus 
a ganglionic  blocking  agent,  mecamylamine.  How- 
ever, when  the  patient  was  subjected  to  exces- 
sive stress,  he  developed  marked  swings  in  his 
blood  pressure  which  were  symptomatic  at  times. 
It  was  necessary  to  increase  the  dose  of  the 
ganglionic  blocking  agent  to  control  his  blood 
pressure.  However,  when  the  stress  was  re- 
moved, this  dose  of  the  blocking  agent  proved 
to  be  excessive  producing  a marked  reduction 
in  blood  pressure.  When  the  dose  of  the  drug 
was  then  reduced  the  patient  was  again  well 
regulated:  (Courtesy  A.M.A.  Arch.  Int.  Med. 

Moyer  and  others:  Drug  therapy  (Mecamylamine 
of  hypertension,  August  1956.  In  Press) 

Variation  in  Environmental  Stress : 

It  is  important  to  remember  that  when 
a ganglionic  blocking  agent  is  used,  the 
degree  of  blockade  is  relatively  fixed. 
Therefore  if  the  patient  is  subjected  to 
excessive  stresses,  the  activity  within  the 
sympathetic  nervous  system  will  increase. 
As  a result,  more  impulses  will  break 
through  the  ganglionic  blockade  and  the 
blood  pressure  will  rise.  If  periods  of 
stress  are  to  be  anticipated,  then  the  dose 


of  the  blocking  agent  will  frequently  have 
to  be  increased.  On  the  other  hand,  if  the 
patient  who  has  been  under  stressful  situ- 
ations retires  to  a more  relaxed  atmos- 
phere, it  is  frequently  necessary  to  reduce 
the  dose  of  the  ganglionic  blocking  agent; 
otherwise,  he  will  get  excessive  reduction 
in  blood  pressure  since  less  vasoconstrictor 
impulses  are  emanating  from  the  central 
nervous  system  and  traveling  over  the 
sympathetic  nerves  to  the  blood  vessels. 
Such  a response  is  graphically  presented 
in  Figure  10. 


Figure  11. — The  stabilizing  effect  or  rauwol- 
fia on  the  response  to  the  ganglionic  blocking 
agent,  mecamylamine.  Prior  to  the  administra- 
tion of  rauwolfia  the  swings  in  blood  pressure 
were  excessive  and  the  patient’s  blood  pressure 
was  regulated  poorly.  After  the  rauwolfia  was 
given,  the  blood  pressure  was  much  more  stable 
and  better  regulated  at  a considerably  lower 
dose  of  the  blocking  agent.  (Courtesy  A.M.A. 
Arch.  Int.  Med.  Moyer  and  others,  August  1956. 
In  Press). 

Synergistic  Effect  of  Rauwolfia  and 

Ganglionic  Blocking  Agents : 

Frequently  the  question  arises  whether 
or  not  the  rauwolfia  compounds  actually 
have  any  effect  on  the  more  potent  gang- 
lionic blocking  agents.  It  has  been  our 
observation  that  when  rauwolfia  is  used 
in  addition  to  the  ganglionic  blocking 
agent,  a smaller  dose  of  the  ganglionic 
blocking  agent  is  required.  This  is  due 
to  the  reinforcement  of  depression  of  the 
sympathetic  nervous  system  by  the  rau- 
wolfia, which  acts  centrally,  by  contrast 
to  the  ganglionic  blocking  agent  which 
acts  peripherally.  In  addition,  rauwolfia, 
by  reducing  the  dose  requirement  of  the 
ganglionic  blocking  agent,  will  decrease 
the  incidence  and  severity  of  side  effects 
due  to  parasympathetic  ganglionic  block- 
ade. This  is  a definite  advantage,  particu- 
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larly  with  regard  to  dry  mouth,  constipa- 
tion and  blurring  of  vision.  Such  a re- 
sponse indicating  the  synergistic  effect 
of  rauwolfia  is  summarized  in  Figure  11. 

Sometimes  it  is  not  possible  to  regulate 
adequately  the  blood  pressure  with  the 
combination  of  rauwolfia  and  the  gang- 
lionic blocking  agents,  due  to  the  severity 
of  the  side  effects.  When  this  occurs,  we 
have  found  it  best  to  reduce  the  dose  of 
the  ganglionic  blocking  agent  to  a level 
that  is  well  tolerated.  After  this  has  been 
established,  and  the  patient  has  been  sta- 


Circulating  Agents 
( Nephrogenic  in  origin , etc \ ) 


Figure  12. — Diagramatic  representation  of  the 
pharmacology  and  therapeutic  rationale  for  giv- 
ing phenoxybenzamine,  (Dibenzyline)  in  com- 
bination with  rauwolfia  for  depressing  vasocon- 
strictor impulses  in  the  sympathetic  nervous  sys- 
tem and  thus  reducing  the  blood  pressure. 
(Courtesy  Am.  J.  Med.  Sci.  230:33,  1955). 


bilized,  it  is  then  feasible  to  give  an 
adrenergic  blocking  agent  in  addition  to 
the  rauwolfia  and  the  ganglionic  blocking 
agent  which  further  reinforces  the  block- 
ade of  the  sympathetic  nervous  system  at 
a third  point.  The  drug  preferred  for  this 
purpose  is  phenoxybenzamine  (Dibenzy- 


line).* The  initial  dose,  given  in  conjunc- 
tion with  the  ganglionic  blocking  agent 
and  rauwolfia,  is  5 mg.  given  with  break- 
fast and  supper.  The  patient  is  carried 
on  this  dose  for  a period  of  one  week. 
The  dose  is  then  increased  gradually,  giv- 
ing 5 mg.  three  times  a day.  If  this  is 
inadequate,  the  dose  is  increased  in  5 mg. 
increments,  using  the  same  interval  be- 
tween doses  as  before.  This  is  the  most 
potent  combination  of  antihypertensive 
agents  available  today.  When  using  this 
triple  combination,  it  is  necessary  that 
the  blood  pressure  always  be  adjusted  in 
the  upright  position. 

SUMMARY  AND  CONCLUSIONS 

1.  A brief  review  of  the  pathological 
physiology  and  the  pharmacodynamics  of 
antihypertensive  therapy,  as  applied  to 
the  out-patient  treatment  of  patients  with 
hypertension,  has  been  presented. 

2.  The  therapist  should  be  familiar 
with  the  more  useful  therapeutic  agents 
available  today.  In  general,  an  agent 
should  be  selected  which  is  appropriate 
for  the  severity  of  the  disease  being 
treated.  The  more  potent  ganglionic  and 
adrenergic  blocking  agents  should  be  re- 
served for  the  treatment  of  patients  with 
moderately  severe  to  severe  disease.  When 
using  the  latter  agents,  strict  attention 
must  be  paid  to  individualizing  the  dose 
for  each  patient,  and  to  adequate  measures 
for  combating  the  side  effects,  as  well  as 
dose  adjustment  throughout  the  day  so 
that  the  blood  pressure  is  regulated  at  the 
optimal  level  with  a minimum  of  side 
effects. 

3.  In  the  patient  with  moderately  se- 
vere to  severe  disease,  progressive  vascu- 
lar deterioration  can  be  prevented  in  a 
large  per  cent  of  patients  if  the  blood 
pressure  is  well  controlled.  This  has  been 
demonstrated  clearly  in  patients  who  have 
received  effective  treatment  for  malignant 
hypertension. 

4.  When  the  principles  of  applied  phar- 
macology of  available  antihypertensive 
agents  are  followed,  well  over  95  per  cent 

* Furnished  as  Dibenzylene  by  Smith,  Kline  & 
French  Laboratories. 
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of  all  patients  with  essential  hypertensions 
can  be  treated  adequately  provided  that 
the  kidney  damage  (and  other  vital  vascu- 
lar beds)  has  not  already  progressed  to 
the  phase  of  functional  decompensation. 
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FEDERAL  CIVIL  DEFENSE 
ADMINISTRATION 
MEDICAL  SERVICES  * 

C.  D.  HEAD,  JR.,  M.  D.  f 
Denton,  Texas 

It  is  an  honor  and  a privilege  to  take 
part  in  your  annual  convention,  and  I 
appreciate  very  much  the  opportunity  to 
tell  you  something  of  the  medical  services 
program  of  FCDA. 

FCDA  has  been  given  the  very  heavy 
responsibility  of  organizing  or  helping  to 
organize  medical  services  adequate  to  care 
for  casualties  which  would  result  from  an 
enemy  attack  upon  this  country.  At  the 
same  time  Congress  has  said  that  the  de- 
velopment of  civil  defense  structures  is  a 
state  and  local  responsibility,  with  the 
Federal  agency  providing  guidance,  assis- 
tance, and  some  financial  and  other  sup- 
port. In  addition,  FCDA  is  responsible 
for  developing  national  plans  for  long 
range  programs. 

Before  plans  can  be  made  at  any  level — 
national,  state,  or  local — certain  assump- 
tions must  be  made.  FCDA  has  made  the 
following  assumptions  for  1956.  These 
are  based  on  the  most  recent  known  or 
estimated  ability  of  a potential  enemy  to 
attack  the  United  States.  They  are  not 
to  be  regarded  as  predictions  of  what  the 
enemy  would  do  if  he  did  attack  the  U.  S. 

POTENTIAL  ENEMY  ATTACK 

1.  Type  of  attack:  It  is  accepted  that 
the  potential  enemy  has  the  ability  to 
strike  any  target  in  the  U.  S.,  or  many 

* Presented  at  the  Seventy-sixth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society, 
Alexandria,  April  25,  1956. 

f Regional  Medical  Officer,  F.C.D.A.,  Region 
5,  Denton,  Texas. 


targets  simultaneously.  It  is  assumed  that 
the  principal  weapons  will  be  nuclear 
bombs  of  varying  sizes.  Some  of  these 
will  be  detonated  in  the  air ; others  on  or 
near  the  ground  so  that  the  radiation 
hazard  may  affect  areas  far  removed 
from  the  blast  and  heat  effects  of  the 
weapon.  Incendiary  and  chemical  war- 
fare weapons  will  probably  also  be  used 
as  will  biological  weapons  by  sabotage. 
It  is  assumed  that  the  initial  attack  will 
be  an  attempted  knockout  blow. 

2.  Targets : It  is  assumed  that  indus- 

trial, population,  and  transportation  cen- 
ters and  bases  of  military  retaliation  will 
be  the  principal  targets,  and  that  chemical 
and  biological  warfare  attacks  will  be 
carried  out  in  rural  as  well  as  urban 
areas.  The  problem  of  radioactive  fallout 
will  be  widespread  and  will,  by  no  means, 
be  limited  to  target  areas. 

3.  Bomb  size:  It  is  assumed  that  the 

potential  enemy  can  make  nuclear  weap- 
ons of  varying  yield  ranging  from  a few 
thousand  to  millions  of  tons  of  TNT 
equivalent,  and  that  for  a given  target  he 
will  select  a weapon  of  the  size  which  will 
accomplish  his  purpose.  Any  city  attacked 
with  modern  nuclear  weapons  can  be 
substantially  destroyed. 

4.  Support : No  city  which  has  been 

attacked  with  modern  weapons  will  be 
able  to  meet  its  needs  with  what  is  left 
of  its  own  resources ; therefore,  any  area 
attacked  will  require  outside  support.  Help 
must  come  from  other  areas,  possibly 
from  great  distances,  and  to  be  effective 
— to  be  available  when  required — must  be 
organized  in  advance  of  attack. 

5.  Warning  time : It  is  assumed  that  in 
case  of  an  attack  during  1956  points  along 
the  Canadian  Border  and  the  Atlantic, 
Pacific,  and  Gulf  coasts  may  receive  as 
much  as  one  hour  of  warning.  Targets  in 
the  interior  of  the  country  may  receive  as 
much  as  three  hours  of  warning.  The 
possibility  of  a surprise  attack  with  planes 
is  diminishing,  but  still  exists.  If  and 
when  the  intercontinental  balistics  missile 
carrying  an  atomic  or  nuclear  warhead  is 
perfected,  warning  time  for  the  target 
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city  or  cities  may  be  brief  or  absent, 
though  the  rest  of  the  country  will  of 
course  be  alerted. 

These  are  the  current  assumptions — 
subject  to  modification  as  time  goes  on — 
which  have  been  accepted  by  FCDA  and 
are  the  basis  for  the  Medical  Services  plan 
or  program.  It  should  be  emphasized  that 
FCDA  has  no  authority  to  set  up  the  pro- 
gram to  be  discussed.  But  FCDA  together 
with  the  State  and  local  Civil  Defense 
organization,  has  the  responsibility — now 
while  there  is  still  time — for  making 
plans,  training  personnel  and  developing 
organizations  so  that  under  emergency 
conditions  these  plans  can  be  put  into 
effect  without  delay.  It  should  be  further 
emphasized  that  these  plans  and  programs 
are  designed,  not  for  peace  time,  but  for 
the  chaotic  conditions  which  will  exist 
during  and  following  an  enemy  attack 
upon  this  country. 

Those  of  you  who  have  had  military 
experience  under  actual  combat  conditions 
know  the  difference  between  combat  sur- 
gery and  peace  time  surgery.  It  is  you 
who  share  the  responsibility  with  FCDA 
of  dispelling  the  complacency  that  exists 
among  so  many  physicians  and  surgeons, 
when  these  problems  are  discussed,  that 
they  can  take  in  their  stride  any  sort  of 
disaster. 

MEDICAL  ASPECTS  OF  ACTCAL  DISASTER 

An  example  of  what  can  happen  with- 
out prior  planning,  training,  or  organiza- 
tion is  what  did  happen  in  the  Worcester, 
Mass.,  tornado  of  June  9,  1953.  The  medi- 
cal aspects  of  this  disaster  were  well 
documented  by  Dr.  Edward  D.  Churchill 
in  the  December  1953  issue  of  Annals  of 
Surgery,  and  studied  by  the  Committee  on 
Disaster  Studies  of  the  National  Research 
Council.  Two  points  in  particular  were 
made  in  this  documentation.  The  first  was 
total  lack  of  an  equable  distribution  of 
the  injured  among  the  hospitals  of  the 
region.  Rounded  up  by  volunteer  workers, 
the  injured  were  rushed  to  the  nearest 
hospital.  As  a result,  hospitals  close  to 
the  tornado’s  path  wTere  swamped  by 
large  numbers  of  injured,  while  other  hos- 


pitals nearly  as  accessible  by  motor  trans- 
port, received  none.  It  is  reported  that 
this  faulty  distribution  produced  over- 
crowding, confusion,  and  delay  in  treat- 
ing the  injured. 

The  second  point  dealt  with  surgical 
error.  Dr.  John  Raker,  a member  of  the 
Committee  on  Disaster  Studies,  gives  the 


following  list  of  injuries: 

Skull  fracture  and  head  injuries  77 

Fracture  of  long  bones  180 

Eye  injuries  28 

Ruptured  kidney  9 

Ruptured  spleen  6 

Burns  5 

Major  lacerations  147 

Minor  lacerations  and  injuries  900* 

* (estimated) 
and  of  operations : 

Neurosurgical  14 

Major  orthopedic  15 ± 

Major  lacerations  debrided  and 

closed  secondarily  23 

Major  lacerations  closed 

primarily  the  remainder. 


Dr.  Churchill  continued  his  observa- 
tions. Charged  with  the  care  of  these  in- 
juries, doctors  hastily  sewred  up  wounds 
and  lacerations.  With  many  unversed  in 
the  principles  of  debridement,  handi- 
capped in  some  instances  by  depletion  of 
sterile  supplies,  poor  lighting  and  a lack 
of  trained  assistants,  it  is  not  surprising 
that  wound  complications  were  numerous. 
Dirt,  devitalized  tissue,  foreign  bodies  and 
debris  caused  early  wound  breakdown, 
sepsis,  delayed  healing,  and  unsightly 
scars.  All  this  in  spite  of  a decade  of 
preaching  the  gospel  of  the  no-primary- 
suture  management  of  contaminated 
wounds  under  combat  or  disaster  con- 
ditions.* It  is  reported  that  six  weeks 
after  the  tornado  the  V.N.A.  was  follow- 
ing some  600  cases  of  sepsis. 

FCDA  PLANS  FOR  MEDICAL  CARE 

FCDA  has  evolved  comprehensive  plans 
of  organization  and  action  which  it  is 
hoped  will  forestall  a repetition  of  the 
events  that  happened  at  Worcester.  These 


* “Reading's  in  Disaster  Planning  for  Hospitals", 
American  Hospital  Association,  1956. 
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are  presented  for  your  consideration  with 
the  hope  that  you  will  study  these  plans 
with  your  state  and  local  Civil  Defense 
Directors  with  such  modications  as  will 
meet  local  or  individual  situations. 

FCDA  Medical  Services  can  be  roughly 
divided  into  four  sections  or  divisions : 
(1)  Medical  care,  (2)  Health  protection, 
(3)  Radiological  defense,  (4)  Chemical 
defense. 

1.  Medical  Care  includes  first  aid  and 
casualty  care  and  hospital  care.  A sug- 
gested staffing  pattern  for  one  first  aid 
station  group  includes  3 physicians,  2 
dentists  or  veterinarians,  1 pharmacist, 
55  first  aid  workers  and  nurses  aides,  3 
clerical  assistants,  7 messengers,  1 medi- 
cal regulator,  19  orderlies,  1 chaplain,  105 
stretcher  bearers,  and  16  ambulance  driv- 
ers. If  staffed  with  this  minimum  per- 
sonnel, and  given  sufficient  supplies  and 
equipment,  it  is  estimated  that  this  first 
aid  station  group  could  treat  500  casual- 
ties in  the  first  eight  hours  of  operation. 
The  functions  of  the  first  aid  station  are 
to  screen  or  sort  casualties  to  determine 
immediate  medical  needs  and  to  decide 
the  disposition  of  the  cases,  to  arrest 
hemorrhage,  to  treat  shock,  to  relieve 
pain,  to  maintain  records,  and  to  arrange 
for  transportation  of  casualties  to  near- 
by or  more  distant  hospitals  for  further 
treatment.  Sorting  of  casualties  should 
be  done  immediately  upon  arrival  at  a 
station.  This  is  the  process  of  separating 
the  injured  according  to  the  urgency  and 
type  of  condition  present,  and  is  the  key 
to  the  effective  management  of  large 
numbers  of  casualties.  It  is  the  immediate 
grouping  of  patients  according  to  the  type 
and  seriousness  of  injury,  likelihood  of 
survival,  and  the  establishment  of  priori- 
ty for  treatment  to  assure  medical  care 
of  greatest  benefit  to  the  largest  number. 
The  surgeons  assigned  to  the  first  aid 
station  and  especially  the  ones  responsible 
for  sorting  should  be  men  of  mature  judg- 
ment and  long  clinical  experience.  Sup- 
plies are  apt  to  be  critical  and  should  be 
reserved  for  those  who  have  a chance  of 
survival.  Brutal  as  it  sounds,  blood,  plas- 


ma expanders  and  other  supplies,  if 
scarce,  as  well  as  the  surgeon’s  time 
should  not  be  wasted  on  those  hopelessly 
injured.  This  is  a far  cry  from  peace 
time  practice,  but  remember  that  these 
plans  are  not  for  peace  time  conditions. 

The  following  priority  schedule  is  sug- 
gested as  one  which  might  prove  helpful 
in  this  problem  of  sorting: 

1.  Those  casualties  should  be  treated 
first  who  present  severe  hemorrhage,  se- 
vere penetrating  and  crushing  injuries  of 
the  chest  and  abdomen,  and  badly  crushed 
and  torn  extremities. 

2.  In  the  second  category  would  come 
those  patients  presenting  shock,  small 
chest  penetrations,  and  those  in  need  of 
artificial  respiration  or  administration  of 
oxygen.  These  patients  should  be  given 
immediate  resuscitation,  then  rest,  where 
no  surgery  or  other  care  is  required  to 
save  life  within  a few  hours. 

3.  In  the  third  category  would  come 
severe  burns  (1/5 -1/4  of  the  body  sur- 
face or  more),  compound  fractures,  joint 
penetrations,  and  severe  face  and  super- 
ficial wounds. 

4.  In  the  fourth  category  would  come 
minor  head  injuries,  eye  and  ear  injuries, 
vascular  injuries,  and  miscarriages. 

5.  In  the  last  category  would  be  placed 
contusions,  lacerations,  sprains,  simple 
fractures,  and  minor  burns.  Radiation 
injuries,  per  se,  do  not  constitute  an  emer- 
gency even  when  the  victim  has  sustained 
a fatal  or  near  fatal  exposure. 

How  many  of  these  first  aid  station 
groups  will  be  required?  For  the  large 
metropolitan  areas  it  has  been  suggested 
that  12  standard  first  aid  stations  for 
each  100,000  population  would  probably 
be  sufficient.  You  as  a state  medical  so- 
ciety and  as  members  of  your  local  medi- 
cal societies  are  urged  to  work  closely 
with  your  state  and  local  civil  defense 
directors  in  estimating  the  number  of 
casualties  anticipated  from  attack,  and  to 
plan  the  number  of  first  aid  stations  ac- 
cordingly. 

Where  will  the  first  aid  stations  be 
placed?  Theoretically  and  ideally  they 
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should  be  set  up  at  the  periphery  of  the 
zone  of  severe  damage.  It  was  found  at 
Hiroshima  that  first  aid  stations  could 
not  have  been  established  closer  than  1 */2 
miles  to  ground  zero.  If  the  superweapons 
being  produced  today  are  used  against  our 
cities,  it  might  not  be  possible  to  get  with- 
in 5 or  more  miles  of  ground  zero.  Tenta- 
tive locations  should  be  established  in 
advance,  however,  with  an  alternate  lo- 
cation should  the  first  prove  to  be  un- 
tenable. Sites  should  be  numbered  and 
all  personnel  of  a given  aid  station  should 
be  trained  to  report  to  that  station  at  a 
given  time.  Supplies  and  equipment  for 
the  aid  station  should  be  stored  far 
enough  away  from  presumed  ground  zero 
to  escape  damage  from  blast  and  heat. 
This  may  mean  storing  these  supplies  in 
a neighboring  town. 

It  might  be  well  for  the  local  CD  Di- 
rector to  plan  to  have  at  least  one  of  his 
aid  stations  completely  mobile.  Remember 
that  in  Hiroshima  90  per  cent  of  the  doc- 
tors and  93  per  cent  of  the  nurses  were 
themselves  casualties  and  that  42  out  of 
the  45  civilian  hospitals  were  destroyed 
or  put  out  of  commission.  In  many  of 
our  own  cities  both  hospitals  and  pro- 
fessional personnel  are  near  the  center  of 
town  and  almost  certainly  would  be  lost 
under  nuclear  attack.  Under  these  con- 
ditions mobile  aid  stations  could  be  rushed 
in  from  neighboring  cities.  It  would  re- 
quire one  moving  van  for  supplies,  two 
buses  of  40  capacity  each,  and  16  ambu- 
lances to  transport  equipment,  supplies 
and  personnel.  This  transportation  is  gen- 
erally available  in  all  communities,  but 
should  be  earmarked  in  advance  for  this 
specific  purpose. 

The  second  part  of  the  medical  services 
program  provides  for  hospital  care  of 
casualties.  Actual  experience  with  the  use 
of  atomic  devices  as  weapons,  has — for- 
tunately— been  limited  to  the  two  Japan- 
ese cities.  While  the  destructive  power  of 
these  and  newer  weapons  has  been  fan- 
tastically increased  since  that  time,  our 
experience  nevertheless  is  still  limited  to 
the  so-called  “nominal”  A-bomb  of  ap- 


proximately 20,000  ton  of  TNT  equiva- 
lent. We  must  therefore  begin  at  that 
point  and  by  the  use  of  charts  and  scaling 
laws  arrive  at  the  best  possible  figures 
for  an  estimate  of  destruction  and  casu- 
alties from  the  superweapons.  The  area 
of  total  destruction  from  an  atomic  or 
nuclear  weapon  increases  as  the  cube  root 
of  the  yield  of  the  bomb.  Thus,  to  double 
the  area  of  total  destruction  the  yield 
must  be  increased  by  eight. 

Proceeding  from  the  known  areas  of 
destruction  in  the  Japanese  cities,  and 
from  the  known  yield  of  some  of  the 
modern  weapons  it  is  possible  to  calcu- 
late areas  of  destruction  from  these  weap- 
ons. Transporting  these  areas  of  destruc- 
tion to  cities  like  St.  Louis,  Chicago,  New 
York  or  New  Orleans,  and  knowing  the 
populations  of  these  cities  it  is  possible 
to  arrive  at  an  estimate  of  casualties 
which  might  be  expected  if  these  cities 
were  subjected  to  such  an  attack.  These 
figures  would  be  modified  by  the  time  of 
day  and  the  day  of  the  week  the  attack 
occurred  since  many  cities  are  partially 
deserted  at  night  and  on  weekends. 

For  purposes  of  long  range  planning 
FCDA  has  estimated  that  a surprise  day- 
light attack  with  a “nominal”  A bomb 
detonated  at  2,000  feet  over  an  “average” 
metropolitan  area  would  produce  a total 
of  about  120,000  casualties — killed  and  in- 
injured.  Of  these  about  40,000  would  be 
killed  outright  or  die  the  first  day,  and 

80.000  would  survive  for  at  least  the  first 
twenty-four  hours  with  at  least  25-30,000 
of  them  requiring  hospitalization.  Larger 
weapons  would  of  course  produce  more 
casualties.  An  attempted  knockout  blow 
with  the  enemy  using  nuclear  weapons 
against  the  critical  target  areas  in  this 
country  would  produce  an  estimated 

1.200.000  surviving  casualties  requiring 
hospitalization.  This  grim  picture  is  made 
worse  when  we  realize  that  many  hospi- 
tals and  much  of  our  professional  person- 
nel are  in  the  very  heart  of  our  cities  and 
so  would  be  lost  in  an  attack. 

There  seems  to  be  two  possible  ways 
of  meeting  this  problem:  (1)  Emergency 
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expansion  of  existing  hospital  facilities, 
and  (2)  Emergency  hospitals. 

Under  emergency  or  disaster  conditions, 
hospitals  can  for  a short  time  double  or 
even  triple  their  capacity.  This  has  been 
well  documented  and  numerous  hospitals 
throughout  the  country  have  tested  their 
disaster  plans  as  a result  of  tornadoes, 
fires,  explosions,  train  wrecks,  etc.  It 
should  not  be  necessary  to  have  to  “sell” 
hospital  administrators  on  the  necessity 
of  disaster  preparedness,  but  in  a recent 
survey  in  a nearby  state  only  10  out  of 
more  than  700  hospitals  reported  that 
they  had  a disaster  plan.  We  believe  such 
plans  should  be  prepared  in  advance  of 
need,  should  be  maintained  up  to  date, 
should  be  well  rehearsed  and  should  con- 
tain as  a minimum,  provisions  for  evacu- 
ation if  necessary,  for  increased  staff 
both  professional  and  nonprofessional,  for 
additional  supplies  including  food  and 
equipment,  for  auxiliary  power  and  other 
utilities,  for  additional  communications, 
for  additional  fire  and  police  protection, 
and  for  some  means  of  controlling  the 
public. 

Even  hospitals  in  communities  far  re- 
moved from  target  areas  have  a responsi- 
bility not  only  for  their  own  protection 
should  tornadoes  or  fires  strike,  but  for 
the  support  of  cities  which  have  been  at- 
tacked. If  all  hospitals  throughout  the 
country  would  prepare  to  increase  their 
capacity  on  an  emergency  basis  an  un- 
known but  probably  very  large  number 
of  additional  beds  would  thus  become 
available. 

Even  with  expansion  of  existing  hos- 
pitals to  their  maximum  capacity  there 
would  still  not  be  enough  beds  to  accom- 
modate all  the  casualties  from  a wide 
spread  nuclear  attack.  Realizing  this, 
FCDA  has  developed  a 200  bed  emergency 
hospital  patterned  after  the  Army  MASH 
Unit  but  with  some  differences.  The 
MASH  Unit  is  designed  for  60  beds,  the 
FCDA  Emergency  Hospital,  200.  The 
MASH  Unit  operates  under  canvas  tents. 
FCDA  believes  that  a better  arrangement 
is  to  convert  an  existing  building  into  a 


hospital.  Large  school  buildings  particu- 
larly the  one  story  rural  consolidated  and 
high  or  junior  high  schools  could  be  easi- 
ly and  quickly  converted  to  hospitals. 
Desks  and  school  furniture  could  be  easi- 
ly removed  and  a single  classroom  could 
quickly  become  a 20  bed  ward.  Most 
schools  have  physics  or  chemistry  labora- 
tories suitable  for  conversion  into  clinical 
laboratories.  There  are  generally  ample 
toilet  facilities  and  usually  plenty  of  park- 
ing space.  Usually  these  schools  have 
kitchen  and  cafeteria  facilities. 

There  are  288  separate  items  of  equip- 
ment and  supply  in  the  FCDA  Emergency 
Hospital.  These  come  boxed  in  cartons, 
crates,  boxes,  etc.,  and  can  be  transported 
in  one  large  furniture  van.  The  equip- 
ment requires  about  2,000  cubic  feet  of 
storage  space,  and  occupies  about  15,000 
square  feet  of  space  when  fully  set  up. 
It  can  be  set  up  by  some  25-30  workmen 
and  4 supervisors  in  about  four  hours. 

The  hospital  is  complete  in  every  re- 
spect. It  has  its  own  water  and  power 
supply,  3 operating  rooms,  x-ray  with 
separate  generator,  central  supply  room, 
sterilizers,  dental  equipment,  clinical  lab- 
oratory chest,  suction  apparatus,  splints, 
bandages,  drugs,  instruments  and  supplies 
for  200  patients  for  nearly  a week. 

The  staffing  pattern  includes  10  doc- 
tors, 20  nurses,  125  trained  auxiliaries 
and  75  untrained  auxiliaries.  It  has  been 
suggested  that  existing  hospitals  and  med- 
ical societies  in  towns  and  communities 
surrounding  critical  target  areas  sponsor 
these  emergency  hospitals  and  be  respon- 
sible for  recruiting  and  training  the  vol- 
unteer staff. 

The  emergency  hospital  is  available 
through  the  FCDA  Contribution  program 
with  FCDA  paying  half  of  the  $22,000 
cost.  Two  of  these  200  bed  hospitals  have 
been  sent  to  this  Region  at  Federal  ex- 
pense for  demonstration  and  exhibition 
purposes.  One  of  these  has  gone  to  Hou- 
ston, the  other  to  Fort  Sam  Houston, 
Texas.  There  is  a possibility  that  an- 
other one  of  these  units  will  come  to  Lou- 
isiana. Title  to  the  hospital  will  remain 
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in  FCDA  but  it  is  anticipated  that  it  will 
be  rotated  from  place  to  place  in  the 
State  beginning  in  New  Orleans. 

Anticipating  that  supplies  and  equip- 
ment will  be  used  up  rapidly  under  emer- 
gency conditions,  FCDA  has  stockpiled 
quantities  of  medical  and  surgical  sup- 
plies and  equipment  at  strategic  points 
throughout  the  nation.  Two  such  stock- 
piles are  in  this  Region,  one  at  Lake 
Charles,  La.,  where  some  $8,000,000 
worth  of  supplies  are  stored ; the  other 
at  Camp  Swift,  Texas. 

HEALTH  PROTECTION 

2.  Health  protection  is  the  second  divi- 
sion of  FCDA  Medical  Services.  Realiz- 
ing that  the  best  protection  against  the 
superweapons  is  distance  and  the  greater 
the  distance  the  . greater  the  protection, 
many  cities  and  states  are  studying  the 
possibility  of  evacuating  the  entire  popu- 
lation of  metropolitan  areas — given  a few 
hours  of  warning  time.  Some  cities  have 
actually  had  evacuation  exercises — Shreve- 
port, Mobile,  and  Seattle  to  mention  only 
a few.  These  of  course  only  involved  a 
portion  of  the  cities,  were  for  only  an 
hour  or  two  at  most,  and  the  evacuees 
then  returned  to  homes  and  businesses 
still  intact.  But  what  if  the  “test”  had 
extended  into  weeks  and  months  because 
homes  and  businesses  were  in  total  ruin 
as  a result  of  enemy  attack? 

Only  those  who  have  witnessed  the  un- 
planned mass  exodus  of  refugees  from 
war  torn  European  or  Korean  cities  can 
visualize  the  problem,  but  we  know  the 
basic  needs  of  such  refugees  and  we 
should  plan  now  to  meet  those  needs. 
Such  plans  actually  are  under  way  in  the 
Survival  Studies  now  underway  in  Louisi- 
ana, Texas,  Arkansas  and  elsewhere. 
These  needs  include  a pure  milk  and  water 
supply,  proper  sewage  and  garbage  dis- 
posal, adequate  clothing  and  housing,  ro- 
dent, fly  and  insect  control,  adequate  and 
properly  prepared  food,  control  of  com- 
municable diseases,  provision  for  special 
groups  such  as  infants,  the  aged,  dia- 
betics, cardiacs,  pregnant  women,  hospital 
and  medical  care  for  the  sick  and  in- 


jured— the  list  could  go  on  and  on.  Our 
cities  over  a period  of  years  have  of 
course  provided  these  services  for  their 
residents,  but  to  provide  these  services  on 
a few  hours  notice  for  countless  thousands 
of  displaced  workers  is  an  almost  insur- 
mountable task  and  will  require  the  ut- 
most efforts  and  cooperation  of  practical- 
ly all  governmental  and  volunteer  organi- 
zations, and  FCDA  has  the  task  of  overall 
guidance,  planning,  and  coordination. 

RADIOLOGICAL  D E F E N S E 

3.  Radiological  Defense  is  the  third  divi- 
sion of  FCDA  Medical  Services.  This  pro- 
gram went  into  high  gear  early  last  year  af- 
ter AEC  disclosed  that  the  1954  Bikini  test 
explosion  resulted  in  sufficient  radioac- 
tivity in  a down  wind  belt  about  140 
miles  long  and  20  miles  wide  to  have 
seriously  threatened  the  lives  of  nearly 
all  persons  in  the  area  who  did  not  take 
protective  measures. 

FCDA  is  working  with  the  Weather 
Bureau  in  seeking  to  improve  forecasts 
of  radiological  fallout  pattern.  Currently 
under  development  is  a means  of  rapid 
aerial  survey  of  a predicted  fallout  area 
to  determine  the  intensity  of  the  radia- 
tion. Under  stimulation  from  FCDA  the 
radiation  detection  industry  has  developed 
instruments  to  determine  accurately  the 
amount  of  radiation  over  a given  area 
and  to  measure  its  intensity.  These  in- 
struments are  available  to  states  and 
cities  under  the  Contributions  program 
with  FCDA  paying  half  the  cost.  Train- 
ing programs  to  train  CD  workers  in  the 
use  of  these  instruments  are  underway 
in  many  states  and  cities,  and  FCDA 
matching  funds  are  available  to  support 
these  programs.  To  date  about  19,000 
CD  workers  have  been  trained  as  radio- 
logical monitors  and  monitor  leaders, 
while  400  have  been  given  advanced  train- 
ing. Meanwhile,  the  program  of  radio- 
logical defense  training  is  being  expanded 
to  include  the  latest  information  on  radio- 
active fallout  and  the  training  of  more 
volunteers  to  use  radiation  detection  in- 
struments. 

CHEMICAL  DEFENSE 

4.  Chemical  Defense  is  the  fourth  divi- 
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sion  of  the  FCDA  Medical  Services.  The 
so-called  “Nerve  Gases”  developed  by  the 
Germans  during  Hitler’s  lifetime  are  as 
far  ahead  of  the  poisonous  gases  of  World 
War  I in  their  ability  to  cause  disability 
and  death  as  the  nuclear  weapons  of  to- 
day are  ahead  of  the  high  explosives  used 
in  World  War  I.  High  concentrations  of 
the  vapors  from  these  substances,  or  the 
liquid  itself  splashed  in  the  eye  or  even 
on  the  unbroken  skin  can  be  fatal  in  as 
little  as  two  or  three  minutes.  It  is  known 
that  our  potential  enemy  has  these  gases 
in  quantity  and  it  is  believed  that  he  will 
not  hesitate  to  use  them  when  and  where 
they  will  serve  his  purpose.  The  only 
known  antidote  is  atropine  in  large  doses 
— up  to  1/10  grain  by  intramuscular  or 
intravenous  injection,  but  to  be  effective 
it  must  be  given  at  once.  The  gas  masks 
of  World  War  I are  ineffective  against 
this  gas,  but  masks  have  been  developed 
which  do  give  protection.  These  are  avail- 
able under  FCDA  matching  program  and 
should  be  stockpiled  by  CD  officials  in 
critical  target  areas  where  CD  workers 
might  have  to  perform  their  duties  in 
areas  which  may  have  been  subjected  to 
gas  attacks.  A gas  detection  kit  has  been 
developed  which  will  identify  this  gas 
and  differentiate  it  from  a number  of 
other  poisonous  gases.  This  too  should  be 
stockpiled  by  the  CD  unit  in  critical  tar- 
get areas. 

SUMMARY 

In  summary,  FCDA  together  with  State 
and  local  Civil  Defense  organizations  has 
the  responsibility  for  training  personnel 
and  developing  organizations  that  can  pro- 
vide adequate  medical  and  hospital  care 
for  the  hundreds  of  thousands  of  casual- 
ties that  will  result  from  nuclear  attacks 
on  our  cities.  The  care  of  casualties  under 
attack  conditions  is  altogether  different 
from  the  care  of  casualties  under  peace 
time  conditions,  and  our  physicians  need 
postgraduate  training  in  the  proper  hand- 
ling of  large  numbers  of  severely  injured 
patients.  Some  ways  and  means  of  meet- 
ing this  challenge  have  been  suggested. 


USE  OF  PROMAZINE  IN 
PSYCHIATRIC  PRACTICE; 

AN  EARLY  STUDY 
GENE  L.  USDIN,  M.  D.  * 

New  Orleans 

Anxiety,  the  typical  response  of  the  in- 
dividual to  emotional  tension  and  conflict, 
has  been  termed  the  “income  tax  of  civili- 
zation”.1 Under  the  stimulus  of  stress, 
the  normal  intellectual  and  emotional 
mechanisms  of  the  stable  personality  come 
to  the  rescue,  with  ultimate  satisfactory 
resolution  of  the  situation  by  an  inte- 
grated effort.  In  the  presence  of  a deepr 
seated  defect  of  personality  or  character 
structure,  however,  anxiety  may  find  ex- 
pression in  an  incapacitating  illness  at- 
tended by  physical  as  well  as  abnormal 
psychological  manifestations.  The  victim 
of  an  anxiety  neurosis,  in  his  resistance  to 
the  problems  and  responsibilities  of  life, 
may  exhibit  a wide  range  of  abnormal  re- 
actions, including  excessive  irritability, 
hyperactivity,  agitation,  depression,  pho- 
bias and  hypochondriacal  symptoms. 

Evidences  of  neurotic  or  even  psychotic 
tendencies  may  have  been  part  of  the  life 
pattern  of  some  patients  from  an  early 
age ; in  others  the  fundamental  difficulty 
may  be  so  slight  that  abnormal  reactions 
appear  only  in  the  presence  of  severe 
stress.  Saul’s  formulation 2 of  “specific 
emotional  vulnerability”  embodies  the 
thinking  of  present  day  psychiatry.  Simp- 
ly, his  concept  states  that  “how  and  when 
any  individual  will  succumb  depends,  in 
the  main,  on  the  violence,  duration  and 
nature  of  the  stresses  bearing  on  the 
specifically  vulnerable  part  of  his  person- 
ality”. An  individual’s  vulnerability  is  de- 
termined in  part  by  constitutional  factors 
of  which  little  is  known,  and  in  part  by 
his  emotional  development  as  influenced 
by  the  environment.  Schizoid  personality 
traits  and  paranoid  ideas  may  be  present 
without  other  evidence  of  psychosis.  Some 
patients  live  in  a constant  state  of  un- 
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easiness,  dejection  or  despondency,  and 
many  may  at  times  have  self-destructive 
drives.  The  percentage  of  suicides  among 
psychoneurotic  individuals  has  been  re- 
ported as  greater  than  in  some  more 
acute  nervous  disturbances.3 

In  older  p-ei'sons,  the  periods  of  agita- 
tion, confusion  and  other  lapses  in  be- 
havior may  be  interspersed  with  rational 
intervals.  Although  such  disturbed  epi- 
sodes may  be  intermittent  and  brief,  care 
of  the  afflicted  member  in  the  family  en- 
vironment may  be  inadequate  or  imprac- 
ticable under  modern  social  conditions. 
Nursing  homes  frequently  do  not  accept 
such  patients,  and  there  is  no  recourse  but 
commitment  to  an  institution.  Conse- 
quently, in  the  last  three  decades  there 
has  been  an  alarming  increase  in  the  pop- 
ulation of  senile  and  other  disturbed  but 
not  frankly  psychotic  patients  in  mental 
hospitals.4  Not  only  is  the  patient  trans- 
ferred to  a new  and  strange  environ- 
ment (which  frequently  causes  further  de- 
compensation of  the  patient’s  emotional 
and  intellectual  status),  but  also  already 
overburdened  services  may  be  diverted 
from  those  patients  more  responsive  to 
hospital  care. 

Prolonged  and  intensive  psychotherapy 
greatly  relieves  the  neurotic  and  psycho- 
neurotic. The  basic  immaturity  of  this 
general  group  has  frequently  been  empha- 
sized, together  with  their  need  of  positive 
directive  treatment.4- 7 However,  often  the 
patient  is  poorly  oriented  or  not  motivated 
toward  even  brief  psychotherapy  and  also 
the  frequent  office  visits  required  may 
place  too  great  a financial  strain  on  the 
families  of  many  patients,  so  that  full 
courses  of  treatment  are  often  out  of  the 
question. 

The  introduction  of  chemical  compounds 
that  favorably  modify  mood  and  behavior 
has  provided  a valuable  adjunct  in  the 
treatment  of  the  mentally  ill.  “Drug-as- 
sisted psychotherapy” s now  holds  great 
promise  for  many  of  the  mentally  dis- 
turbed. 

Substances  with  the  “narcobiotic”  ac- 
tion of  Decourt 9 have  supplanted  the 


older  hypnotics  and  sedatives  which  mere- 
ly stupefied  the  hyperactive  patient  by  de- 
pressing the  higher  cortical  centers.  The 
newer  drugs,  especially  those  of  the  phe- 
nothiazine  series,  are  believed  to  inhibit 
certain  metabolic  functions  of  living  cells, 
particularly  of  nervous  tissue,  yet  cause 
little  or  no  depression  of  the  nervous 
system  itself.  Thus  harmful  reactions, 
following  aggressions  transmitted  by  the 
nervous  system  itself  are  lessened  in  in- 
tensity, so  that  the  patients  under  nar- 
cobiotic medication  display  a general  tran- 
quility with  greatly  reduced  response  to 
disturbing  stimuli. 

Chlorpromazine  and  the  Rauwolfia  de- 
rivatives had  had  rather  extensive  trial 
in  the  psychiatric  field.  The  enthusiasm 
of  the  early  investigators,  working  with 
the  acutely  agitated  in  institutions,  has 
been  tempered  by  later  recognition  of  the 
many  drawbacks  and  risks  inherent  in 
the  use  of  both  substances.  Unfortunate- 
ly, exploitation  of  these  agents  has  some- 
times led  to  random  use,  with  delay  in 
application  of  proven  methods  and  aggra- 
vation of  complications.10 

The  crude  extract  of  Rauwolfia  serpen- 
tina and  the  compounds  crystallized  from 
it  do  exert  a quieting  influence  without 
hypnosis  in  some  patients.  Chlorproma- 
zine is  believed  to  act  on  the  arousal 
(awakening)  mechanism  in  the  reticular 
substances  of  the  brain,  but  the  pharma- 
cology of  the  substance  is  still  not  com- 
pletely understood.  This  compound  also 
has  been  useful  in  institutional  practice 
as  an  adjuvant  to  psychotherapy,11  but 
has  proved  of  limited  value  in  private 
practice  as  a supplement  to  conventional 
psychiatric  measures.12  Although  more 
advantageous  than  the  barbiturates  and 
other  hypnotics,  many  reports  of  toxicity 
from  both  drugs  have  appeared  in  the 
literature  within  the  past  two  years.13 
Severe  and  even  fatal  cardio-respiratory 
difficulties  have  occurred  in  psychiatric 
patients  who  received  electroconvulsive 
therapy  after  medication  with  reserpine 
or  chlorpromazine.14 

Promazine,  another  member  of  the 
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phenothiazine  series,  has  exhibited,  in  ani- 
mal 15' 16  and  clinical  17-19  studies  a similar 
desirable  effect  on  central  nervous  system 
functions.  Omission  of  the  chlorine  radi- 
cal (apparently  unnecessary  for  ataractic 
action)  from  the  molecular  structure  of 
promazine  is  believed  to  provide  hope  in 
avoiding  the  pronounced  depressive  ac- 
tivity often  associated  with  the  chlori- 
nated compound,  chlorpromazine ; it  might 
also  be  a factor  in  diminishing  the  num- 
ber of  side  effects.  With  the  hope  of  in- 
vestigating this,  the  following  study  was 
made. 

Thirty  patients  suffering  from  symp- 
toms of  agitation  or  depression  were  seen 
in  private  office  psychiatric  consultation, 
during  hospitalization  or  through  an  out- 
patient clinic.  Six  were  chronic  alcoholics, 
of  whom  3 were  treated  initially  for  ac- 
tive or  impending  delirium  tremens.  Two 
patients  were  considered  to  be  mild  dem- 
erol  addicts  (one  had  taken  250-300  mg. 
daily  for  the  past  year,  while  the  other 
had  been  taking  demerol  for  the  past  six 
years  and  had  increased  his  intake  where- 
by for  the  previous  year  he  had  been 
taking  250-400  mg.  demerol  in  addition 
to  a pint  of  whiskey  daily). 

The  patients  ranged  in  age  from  23 
(an  unhappily  married  mother  of  two 
children)  to  86  (a  senile  psychotic  woman 
with  a history  of  several  hospitalizations 
for  treatment  of  agitated  depression  and 
paranoid  ideation).  The  median  age  in 
the  series  was  56  years.  Overt  neurotic 
symptoms  had  appeared  in  most  cases  a 
few  months  to  many  years  prior  to  when 
first  seen,  having  been  precipitated  by  a 
personal  crisis,  such  as  financial  reverses, 
illness,  grief,  advancing  years  or  necessity 
for  a drastic  change  in  living  pattern. 
Questioning  sometimes  elicited  an  admis- 
sion of  lifelong  “nervousness”.  Others  had 
extensive  histories  of  frequent  treatment 
over  many  years  for  anxiety,  agitation 
and  depressive  episodes,  and  some  pre- 
sented serious  nursing  problems.  Phobias, 
hypochondriacal  and  paranoid  ideas  were 
usually  a prominent  part  of  the  clinical 
picture,  and  schizophrenic  tendencies  were 


detectable  in  several.  A significant  per 
cent  either  had  threatened  suicide  or  ad- 
mitted suicidal  ideation. 

All  had  had  various  medical  and  psy- 
chiatric treatment  in  previous  years.  Some 
had  had  one  or  more  courses  of  psycho- 
therapy, with  temporary  benefit ; and 
8 had  obtained  relief  at  various  times 
from  shock  treatment.  Eight  patients  had 
been  treated  with  standard  hypnotics ; 
mood-elevating  drugs  had  been  used  in  5, 
reserpine  in  6,  meprobamate  in  3 and 
meprobamate  with  chlorpromazine  in  2 
with  no  improvement. 

Eighteen  patients  had  received  chlor- 
promazine in  recommended  dosages.  Five 
of  these  had  no  relief.  In  the  others  agi- 
tation was  lessened  but  the  medication 
had  to  be  stopped  in  one  day  to  five  weeks 
because  of  lethargy  in  5,  jaundice  in  2 and 
urticaria  or  generalized  rash  in  2.  Only 
5 showed  a discernible  clinical  improve- 
ment without  development  of  significant 
side  effects.  In  evaluating  the  percentage 
of  side  effects  as  enumerated  above,  it 
should  be  emphasized  that  often  the  indi- 
cation for  instigation  of  promazine  in  the 
patients  of  this  report  was  that  the  pa- 
tients either  had  no  benefit  from  chlor- 
promazine or  else  had  developed  side 
effects.  Thus  the  percentage  of  side  ef- 
fects with  chlorpromazine  in  this  series 
would  appear  unduly  high. 

In  some  cases  oral  medication  with  pro- 
mazine * was  begun  at  the  time  of  the 
first  visit  or  on  admission  to  the  hospi- 
tal; in  the  majority,  however,  promazine 
was  administered  only  after  several  days’ 
to  several  months’  trial  of  other  measures. 
The  dosage  was  individualized. 

For  11  patients  in  the  series,  the  aver- 
age effective  total  daily  dose  was  400  mg. 
(100  mg.  three  times  a day  before  meals 
and  100  mg.  at  bedtime).  Twelve  re- 
quired 500  to  600  mg.  daily,  and  6 ob- 
tained sufficient  relief  on  200  to  250  mg. 
per  day.  One  patient  received  75  mg. 
daily. 


* Sparine  (Trademark)  hydrochloride,  Proma- 
zine hydrochloride  supplied  by  Wyeth  Labora- 
tories. 
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Two  of  the  alcoholics,  both  acutely  in- 
ebriated, received  promazine  intravenous- 
ly immediately,  one  in  a dose  of  200  mg., 
and  the  other,  of  150  mg. 

Some  were  taking  promazine  but  for  a 
few  days,  while  several  are  still  being 
maintained  on  it  after  four  months.  The 
majority  received  the  medication  from 
four  to  seven  weeks.  From  this  study, 
it  appears  that  the  appropriate  dose  for 
promazine  should  be  roughly  double  the 
recommended  dose  of  chlorpromazine. 

RESULTS 

Twenty-three  of  the  patients  were  ob- 
viously benefited.  (Electroshock  therapy 
was  also  utilized  and  certainly  played  an 
important  role  in  the  improvement  of 
three  severely  depressed  patients).  In 
many  cases  a favorable  change  in  the 
clinical  picture  could  be  recognized  by  the 
second  or  third  day;  in  others,  the  im- 
provement was  more  gradual.  Patients 
who  responded  showed  progressive  less- 
ening of  irritability  and  less  tendency 
to  weep  or  give  way  to  emotional  out- 
bursts; persecutory  and  bodily  delusions 
were  reduced.  With  continuance  of  treat- 
ment there  were  fewer  somatic  com- 
plaints, nausea  was  checked,  and  a normal 
appetite  was  restored.  Some  patients 
gained  weight  moderately,  as  5 or  10 
pounds  in  four  to  six  weeks  of  medication. 
This  was  considered  the  natural  result  of 
improvement  in  food  intake  as  depression 
and  tenseness  subsided.  With  increased 
calmness,  comfort  and  sleep,  the  patients 
usually  returned  to  the  adjustment  basic 
to  their  underlying  condition.  Under  the 
influence  of  medication  they  responded 
more  readily  and  effectively  to  psycho- 
therapy. Thus  they  generally  could 
achieve  a happier  outlook  and  view  their 
difficulties  in  a more  sensible  perspective 
with  the  aid  of  fewer  psychiatric  inter- 
views. 

The  patients  of  advanced  age  who  had 
presented  serious  management  problems 
could  be  handled  more  easily.  As  agita- 
tion was  diminished  and  the  sensorium 
improved,  the  formerly  helpless  or  irre- 
sponsible became  better  able  to  feed  them- 


selves and  care  for  their  needs.  Joint 
pains  and  stiffness  diminished  in  an  ar- 
thritic subject,  and  in  a patient  with  pro- 
nounced hypertension  the  blood  pressure 
approached  normal  levels. 

Several  in  whom  medication  was  inter- 
rupted experienced  a recurrence  of  agita- 
tion and  associated  symptoms,  often  in 
only  twenty-four  hours.  On  resumption  of 
the  drug  the  previous  improvement  was 
restored.  One  alcoholic  who  had  been  ad- 
mitted in  impending  delirium  tremens  was 
treated  effectively  with  promazine  for 
five  days  and  discharged.  Medication  was 
continued  for  two  days  afterward,  then 
stopped.  His  tension  recurred,  and  one 
week  after  discharge  he  began  to  drink 
again.  On  admission  to  the  hospital  a 
second  time,  he  again  responded  well  to 
promazine,  was  discharged  after  eight 
days  of  treatment,  and  had  done  well  up 
to  the  time  of  the  last  report,  a period  of 
about  five  weeks. 

In  2 other  alcoholic  patients  the  re- 
sponse to  promazine  was  dramatic.  One 
who  had  a long  history  of  chronic  alco- 
holism, was  seen  at  his  home  with  im- 
pending tremens.  He  had  received  sodium 
amytal  by  vein  from  his  family  physician 
and  appeared  confused,  tense  and  appre- 
hensive. He  refused  hospitalization  even 
though  he  was  unable  to  retain  any  food 
or  fluid.  An  intravenous  injection  of  200 
mg.  promazine  was  administered ; he  im- 
mediately fell  asleep,  slept  for  sixteen 
hours,  awoke  sober  and  was  able  to  toler- 
ate oral  feedings  at  once.  He  was  placed 
on  maintenance  therapy  with  promazine 
by  mouth,  and  returned  to  woi'k  forty- 
eight  hours  after  the  initial  injection.  In 
recovering  from  previous  debauches  he 
had  often  required  hospitalization  and 
special  nursing  services,  including  intra- 
venous feedings  for  at  least  four  or  five 
days.  Another  alcoholic  patient  was  not 
as  severely  agitated  as  the  above.  He  re- 
ceived 150  mg.  promazine  intravenously, 
slept  soundly  for  five  to  six  hours,  was 
mentally  clear  on  awakening,  and  also 
could  retain  oral  feedings  immediately. 

The  most  dramatic  results  with  proma- 
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zine  concern  the  use  of  this  drug  intra- 
venously. Here  it  is  manifoldly  more  ef- 
fective, even  for  a long  period,  than  when 
given  intramuscularly.  The  patient  who 
had  both  an  alcoholic  and  demerol  prob- 
lem was  given  100  mg.  demerol  upon  ad- 
mission. Then  two  hours  later  200  mg. 
promazine  was  administered  intravenous- 
ly, and  the  patient  slept  for  fifteen  hours. 
He  was  able  to  be  aroused  for  meals  and 
was  maintained  on  300  mg.  promazine  in- 
travenously and  200  mg.  orally  for  the 
next  three  days.  He  ate  well,  slept  most 
of  the  time  and  the  only  symptoms  ex- 
hibited were  some  slight  increase  in  pers- 
piration and  occasional  yawning.  On  the 
fifth  day  he  was  put  on  a dose  of  100  mg. 
promazine  three  times  daily,  and  two  days 
later  this  was  discontinued  with  no  un- 
toward effects. 

Like  chlorpromazine,  promazine  is  ef- 
fective as  an  anti-anorexiant.  Anorexia 
in  depressives  has  profound  psychody- 
namic implications  to  the  patient  as  well 
as  being  harmful  to  the  patient’s  physical 
health.  Accordingly,  when  promazine  was 
used  in  depressed  individuals  it  was  given 
one  hour  before  each  meal. 

In  7 patients  treatment  during  the 
period  of  promazine  administration  pro- 
vided little  or  no  benefit.  Two  subsequent- 
ly improved  with  a course  of  electroshock 
treatments.  Five  had  suffered  depressive 
episodes  for  many  years,  and  in  the  per- 
sonality structure  of  all,  schizophrenic 
components  predominated.  Particularly 
for  the  2 older  patients,  both  of  whom 
present  unusually  difficult  behavior  prob- 
lems, long  term  prognosis  is  guarded. 

SIDE  EFFECTS 

Sixteen  of  the  patients  experienced  no 
side  reactions  of  any  sort  on  any  dosage 
of  promazine  (12  of  these  tolerated  total 
daily  doses  of  500  to  600  mg. — used  dur- 
ing the  initial  treatment). 

Four  reported  a soporific  effect,  but 
this  was  not  as  pronounced  as  the  lethar- 
gy experienced  previously  with  chlorpro- 
mazine. Somnolence  was  controlled  by 
reduction  of  the  dose  and  sometimes  by 
the  addition  of  an  amphetamine  com- 


pound. Intensification  or  precipitation  of 
a depression,  as  frequently  seen  and  re- 
ported with  chlorpromazine,  was  not  sig- 
nificant when  promazine  was  used.  Only 
1 patient  apparently  became  more  de- 
pressed while  taking  promazine. 

Two  patients  reported  photophobia  in 
the  first  two  to  four  days  of  medication 
(on  the  higher  dosages),  which  then  dis- 
appeared without  treatment.  Promazine 
was  continued  without  interruption,  six 
weeks  in  one  case,  seven  weeks  in  the 
other,  without  recurrence  of  the  photo- 
phobia. 

One  patient  developed  an  urticaria  after 
five  doses  of  25  mg.  promazine,  but  this 
subsided  on  antihistaminic  medication  and 
discontinuance  of  the  promazine.  What  is 
of  special  significance  was  the  finding 
that  in  2 patients  who  had  benefited  from 
chlorpromazine,  the  drug  had  to  be  dis- 
continued because  of  dermatological  reac- 
tions which  did  not  respond  to  antihista- 
minic therapy.  In  one  of  the  patients  pro- 
mazine was  instigated  five  weeks  after 
the  discontinuance  of  chlorpromazine  and 
in  the  other,  promazine  was  instigated 
within  twenty-four  hours  of  discontinu- 
ance of  chlorpromazine.  In  both  of  these 
cases,  the  patients  developed  no  side  ef- 
fects and  improved  otherwise  to  the  same 
extent  as  with  chlorpromazine. 

No  untoward  circulatory  effects  devel- 
oped in  any  patient  in  the  series.  A grad- 
ual and  moderate  fall  in  blood  pressure 
usually  occurred,  which  was  consistent 
with  the  quieting  action  of  the  drug.  In 
this  series  there  was  no  evidence  of  neu- 
rotoxic reactions,  blood  dyscrasias,  or 
hepatic  dysfunction. 

Even  in  the  2 patients  who  had  be- 
come jaundiced  previously  on  chlorpro- 
mazine, no  jaundice  appeared  during 
promazine  therapy.  One  of  these  patients 
who  became  jaundiced  after  four  months 
of  chlorpromazine  therapy  now  has  been 
taking  promazine  for  one  month  without 
evidence  of  jaundice,  while  the  other  pa- 
tient who  became  jaundiced  after  one 
month  of  chlorpromazine  administration 
has  now  been  taking  promazine  over  two 


256 


Usdin — Use  of  Promazine  in  Psychiatric  Practice 


and  a half  months  without  any  side  ef- 
fects. 

Dryness  of  the  mouth  was  reported  by 
7.  This  effect,  and  perhaps  the  photo- 
phobia, may  be  related  to  the  atropine- 
like action  of  the  phenothiazine  com- 
pounds. When  dryness  of  the  mouth  per- 
sisted beyond  the  first  few  days  of  treat- 
ment, and  the  dose  could  not  be  reduced 
without  significant  lessening  of  ataractic 
action,  administration  of  5 mg.  pilocar- 
pine with  each  dose  of  promazine  ap- 
peared to  control  the  symptom. 

DISCUSSION 

Promazine  appears  to  be  an  effective 
ataraxic  which  controls  symptoms  of  acute 
agitation  well.  The  compound  is  valuable 
for  the  management  of  some  agitated  de- 
pressions and  is  of  particular  benefit  for 
the  alcoholic  and  senile  patient.  By  quiet- 
ing and  controlling  the  behavior  problems 
of  elderly  individuals,  even  those  with  in- 
tellectual defects  that  interfere  with  effec- 
tive psychotherapy  can  more  often  be 
satisfactorily  cared  for  in  the  home  en- 
vironment. Thus  the  all  too  inadequate 
institutional  facilities  at  present  available 
may  be  reserved  for  the  patients  who 
more  desperately  need  them.  When  hos- 
pitalization is  necessary,  they  provide  less 
of  a management  problem  if  given  proma- 
zine. 

A favorable  clinical  response  may  also  . 
be  obtained  in  certain  selected  neurotic 
patients  in  whom  depressive  periods  have 
been  precipitated  by  a crisis  of  some  sort. 
In  fact,  for  these  the  prospect  of  contin- 
ued satisfactory  adjustment  is  now  better 
than  ever  before.  For  patients  whose 
neurotic  reactions  have  been  part  of  a 
lifelong  pattern,  however,  the  results  may 
be  less  encouraging. 

When  tensions  are  eased  and  relaxation 
is  achieved  by  medication,  the  typical  de- 
pressed individual  seen  in  private  prac- 
tice becomes  more  accessible  to  psycho- 
therapy and  in  many  instances  can  be  re- 
stored to  a satisfactory  social  and  eco- 
nomic status  by  shorter  courses  of  the 
conventional  psychiatric  treatment.  Thus 
effective  psychotherapy  may  be  brought 


more  within  the  financial  means  of  more 
families.  Eight  of  the  patients  in  this 
study  commuted  60  to  120  miles  for  psy- 
chotherapy. 

The  prevalent  impression  concerning 
the  failure  of  ataractic  drugs  in  the  de- 
pressive states  might  stem  from  the  fact 
that  the  majority  of  the  reports  are  from 
institutions  where  these  compounds  were 
used  in  the  frankly  psychotic  depres- 
sions. Depressed  patients  seen  in  private 
practice  are  frequently  the  agitated  neu- 
rotics whose  periods  of  excitation  are  re- 
cent in  origin. 

Thirty  private  patients  presenting 
symptoms  of  neurotic  or  psychotic  be- 
havior problems  were  treated  with  pro- 
mazine. Six  were  alcoholics,  three  of 
whom  were  admitted  in  active  or  im- 
pending delirium  tremens.  Two  were  con- 
sidered to  be  borderline  drug  addicts. 

There  was  a favorable  change  in  the 
clinical  picture  in  23  patients.  All  the 
patients  received  psychotherapy  of  vary- 
ing degrees;  many  were  given  other  medi- 
cations in  addition  to  promazine,  several 
received  the  benefits  of  hospitalization, 
and  3 wTere  given  electroshock  thera- 
py. The  7 not  aided  by  drug  therapy 
continued  to  exhibit  depressive,  anxiety 


TABLE  1 

SERIES  OF  .10  PATIENTS  TREATED  WITH 


PROMAZINE 


No. 

No. 

of  Pa- 

Patients 

of  Pa- 

Patients  Benefited  : tients  : 

Not  Benefitted  : 

tients : 

Agitation  and  de- 
pression in  senile 
patients  accom- 
panied by  physical 
illness  7 

Schizoid  personality 
and  depression  1 

Neurotic  depression 
with  typical  vege- 
tative manifesta- 


tions 6 

Anxiety  state  with 
depression,  latent 
schizophrenic  1 

Borderline  (or  mild) 
drug  addiction  2 

Alcoholism  6 


Anxiety  state  in 
pseudoneurotic 
schizophrenic  1 

Depression  and 
phobic  content  in 
paranoid  schizo- 
phrenics 2 

Chronic  latent  para- 
noid schizophrenic 
with  bodily  de- 
lusions 1 

Neurotic  depression 
with  phobias,  anxi- 
ety and  typical  vege- 
tative manifesta- 
tions 3 
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and  pseudoneurotic  symptomatology  which 
had  been  part  of  a lifelong  pattern. 

No  patient  (except  for  the  one  with 
urticaria)  experienced  side  effects  trouble- 
some enough  to  cause  cessation  of  medi- 
cation, which  was  continued  from  a few 
days  to  four  months.  The  average  period 
of  treatment  has  been  four  to  seven 
weeks.  Sixteen  experienced  no  side  reac- 
tions of  any  sort.  Dryness  of  the  mouth, 
reported  in  7 cases,  may  be  related  to  the 
atropine-like  action  of  the  compound. 
When  this  symptom  persisted  beyond  the 
first  few  days  of  treatment,  and  the  dose 
could  not  be  reduced  without  significant 
lessening  of  the  ataractic  action,  5 mg.  of 
pilocarpine  administered  with  each  dose 
of  promazine  appeared  to  provide  satis- 
factory control.  Thus  far  a cardinal  val- 
ue of  the  drug  as  compared  to  chlorpro- 
mazine,  lies  in  the  decreased  frequency 
and  severity  of  lethargy  and  absence  of 
major  side  effects.  Thus  the  dose  may 
be  increased  more  readily  to  the  thera- 
peutic level  of  the  individual  patient. 

SUMMARY 

This  paper  concerns  the  addition  of  a 
new  tranquilizing  drug  to  the  present 
armamentarium  and  obviously  is  an  early 
and  limited  study.  It  should  be  fully  kept 
in  mind  that  promazine  has  not  yet  had 
the  wide  and  more  lengthy  clinical  appli- 
cation of  some  of  the  other  tranquilizers. 
Thus  far,  it  appears  generally  to  be  as  ef- 
fective as  any  of  the  other  tranquilizers 
and  does  not  have  many  side  effects.  It 
apparently  is  less  depressing  and  soporific. 
In  this  series,  it  was  substituted  in  2 cases 
each  where  cutaneous  reactions  and  he- 
patic dysfunction  had  arisen  with  chlor- 
promazine  and  in  none  of  the  4 cases  did 
the  side  effect  recur.  The  cardinal  use 
of  promazine  to  date  seems  to  be  in  the 
treatment  of  the  senile  agitated  person 
and  the  drug  and  alcoholic  addicts,  al- 
though it  is  also  of  definite  value  in  other 
conditions. 

Valuable  as  are  the  ataractic  com- 
pounds, however,  it  must  always  be  re- 
membered that  they  cannot  be  expected  to 
alter  the  underlying  disease,  and  that  in- 


discriminate and  ill-advised  use  of  such 
agents  is  to  be  deplored.10  Administered 
properly  in  combination  with  time-proven 
measures,  such  drugs  are  of  great  ad- 
vantage for  the  management  of  the  men- 
tally disturbed.  New  drugs  do  not  alter 
the  fact  that  the  most  frequently  used 
drug  in  the  practice  of  medicine  still  re- 
mains the  physician  himself. 
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MANAGEMENT  OF  COMBINED 
EXTERNAL  NASAL  AND 
SEPTAL  DEFORMITIES  * 

JACK  R.  ANDERSON,  M.  D.  f 
WALLACE  RUBIN,  M.  D.  f 

The  nasal  septum  is  almost  invariably 
involved  in  external  nasal  deformities  and 
demands  primary  consideration  if  opti- 
mum functional,  anatomic,  and  cosmetic 
results  are  desired  when  correction  is  at- 
tempted. If  the  nasal  septum  is  not  prop- 
erly managed  at  operation,  it  will  have  a 
tendency  to  drag  the  surrounding  struc- 
tures out  of  their  corrected  positions  when 
healing  occurs  and  so  cause  a recurrence 
of  the  deformity  and  interference  with 
nasal  respiration.  Choice  of  a reparative 
operation,  therefore,  depends  upon  the  de- 
gree and  character  of  the  septal  deflec- 
tion. 

There  often  appears  in  the  general  plas- 
tic surgery  literature  the  statement  that- 
the  external  nasal  correction  and  the  sep- 
tal correction  should  not  be  combined. 
However,  the  rhinologist  trained  in  nasal 
plastic  procedures  knows  that  there  are 
many  instances  when  it  is  impossible  to 
restore  normal  nasal  respiration  without 
simultaneously  correcting  the  external  de- 
formity and  the  deviated  septum;  on  the 
other  hand,  it  would  be  impossible  to  place 
the  septum  in  a normal  position  without 
an  accompanying  nasal  plastic  operation. 
Thus,  it  is  evident  that  specialized  train- 
ing gives  the  otolaryngologic  plastic  sur- 

*  Presented  at  the  Seventy-sixth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society, 
Alexandria,  April  25,  1956. 

t From  the  Eye,  Ear,  Nose  and  Throat  Hos- 
pital, New  Orleans,  Louisiana. 


geon  an  insight  that  enables  him  to  probe 
more  deeply  into  the  dual  aspects  of 
rhinology  and  plastic  surgery  and  enables 
him  to  treat  more  adequately  the  highly 
complicated  cases  which  resist  usual  ster- 
eotyped operative  procedures. 

TYPES  OF  COMBINED  NASAL  DEFORMITIES 

For  ease  and  clarity  of  discussion,  the 
external  nose  should  be  visualized  as  be- 
ing divided  into  a bony  portion  and  two 
cartilagenous  portions,  an  upper  and  a 
lower.  Combined  septal  and  external  nasal 
deformities  may  then  be  considered  under 
the  following  headings: 

1.  Septal  deformities  associated  with 

deflections  in  the  lower  cartilagenous 
vault  only. 

2.  Septal  deformities  associated  with 

deflections  in  the  upper  cartilagenous 
vault  only. 

3.  Septal  deformities  associated  with 

deflections  in  both  the  upper  and  lower 
cartilagenous  vaults. 

4.  Septal  deformities  associated  with 

humping  or  saddling  but  with  no  deflec- 

tion of  the  bony  vault  from  the  midline. 

5.  Septal  deformities  associated  with 

deflections  of  the  bony  vault,  with  or  with- 
out humping  or  saddling. 

SEQUENCE  OF  THE  OPERATIVE  STEPS 

In  all  of  these  cases,  satisfactory  results 
will  depend  as  much  on  the  sequence  of 
the  operative  steps  as  on  the  care  with 
which  each  step  is  carried  out.  Irrespec- 
tive of  the  location  of  the  obstruction,  the 
following  procedure  should  be  followed : 

1.  Uncover  the  bony  and  cartilagenous 
portions  of  the  nose. 

2.  Repair  or  remodel  the  lower  car- 
tilaginous vault  if  necessary. 

3.  Shorten  the  nose  if  necessary. 

4.  Remove  the  external  nasal  deformi- 
ty. 

5.  Correct  the  septal  deformity. 

6.  Narrow  the  nose. 

7.  Replace  cartilage  between  the  septal 
membranes  if  possible. 

The  nose  is  shortened  before  the  septum 
is  corrected  because  this  procedure  some- 
times eliminates,  or  markedly  lessens  cau- 
dal dislocations  or  deviations,  as  will  be 
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seen  later.  The  hump  removal  precedes 
the  submucous  resection  in  order  that  the 
integrity  of  the  septal  membranes  will  not 
be  jeopardized.  The  septal  deformity  is 
corrected  next  so  that  it  will  not  inter- 
fere with  the  narrowing  or  proper  posi- 
tioning of  the  nasal  bones.  Thus,  there  is 
good  reason  for  meticulous  attention  to 
operative  sequence.  However,  it  should  be 
understood  that,  while  the  above  is  a 
broad  outline,  certain  improvisations  may 
have  to  be  made  to  meet  the  situations 
posed  by  the  individual  case;  it  has  been 
truly  said  that  there  is  no  such  thing  as 
a routine  nasal  plastic  for  not  two  opera- 
tions are  exactly  alike. 

SEPTAL  DEFORMITIES  ASSOCIATED  WITH 
HUMPING  OR  SADDLING  BUT  WITH  NO 
DEFLECTION  OF  THE  NOSE  FROM 
THE  MIDLINE 

Figure  1 is  an  example  of  this  type  of 
deformity.  It  is  considered  first  because 
it  is  the  simplest  type  to  correct. 

Underlying  the  bony  hump  deformity,  the 
nasal  septum  was  markedly  thickened,  both 
the  upper  portion  of  the  septal  cartilage 
and  the  adjacent  perpendicular  plate  of 
the  ethmoid  being  involved ; the  septal  de- 


Figure 1 


formity  was  clinically  proven  to  be  the 
cause  of  rather  severe  and  prolonged 
headaches  with  which  the  patient  suf- 
fered. Correcting  the  external  deformity 
without  simultaneously  correcting  the 
thickened  septum  would  have  been  virtu- 
ally impossible  inasmuch  as  the  nasal 
bones  could  not  have  been  approximated 
or  properly  realigned,  and  the  patient 
would  have  had  a flat,  wide  nasal  dorsum 
postoperatively. 

The  technic  used  in  the  submucous  re- 
section was  essentially  that  described  by 
Killian  1 in  1899,  but  access  to  the  offend- 
ing portion  of  the  septum  was  through  the 
transfixion  incision.  Only  that  portion  of 
the  septum  which  was  producing  symp- 
toms and  which  interfered  with  narrow- 
ing the  nose  was  removed. 

SEPTAL  DEFORMITIES  ASSOCIATED  WITH 
DEFLECTIONS  IN  THE  LOWER 
CARTILAGENOUS  VAULT  ONLY 

The  most  frequent  deformity  of  this 
type  is  the  familiar  caudal  dislocation  of 
the  nasal  septum  as  seen  in  Figure  2.  Oc- 
casionally, this  may  be  corrected  by  short- 
ening the  nose.  If  this  is  not  possible, 
the  technic  we  have  found  most  satisfac- 


Figure  2 


260 


Anderson,  Rubin — Combined  External  Nasal  and  Septal  Deformities 


tory  is  a modification  of  the  one  devised 
by  Goldman.2 

Through  an  incision  in  one  side  of  the 
columella,  a cartilage  batten  is  introduced, 
care  being  taken  that  it  extends  below  the 
level  of  the  nasal  spine  to  the  premaxilla 
in  order  that  postoperative  retraction  of 
the  columella  will  be  prevented.  Through 
a transfixion  incision  the  caudal  margin 
of  the  septum  is  then  exposed  and  the 
septal  membranes  elevated  bilaterally 
from  the  floor  to  the  roof  of  the  nose  and 
as  far  towards  the  nasopharynx  as  the 
deviation  requires.  Through  the  same  in- 
cision. the  nasal  spine  is  exposed,  mod- 
elled, placed  in  the  midline  following  frac- 
ture, or  excised,  as  necessary.  The  an- 
terior portion  of  the  septal  cartilage  is 
severed  from  the  maxillary  crest  and  cor- 
rection of  the  deformity  carried  out  by 
making  the  first  of  two  vertical  incisions 
14  inch  beyond  the  transfixion,  thereby 
producing  segment  1 ; a second  vertical  in- 
cision is  made  1/4,  inch  posteriorly  and 
parallel  to  the  first,  producing  another 
freely  movable  segment  (segment  2), 
which  acts  as  a buttress  to  segment  1. 
Any  desired  amount  of  cartilagenous  or 
bony  septum  posterior  to  segment  2 is 
then  removed.  The  maxillary  crest  is  then 
trimmed  or  straightened  as  indicated.  The 
mucoperichondrium  is  then  reattached  to. 
the  perichondrium  by  means  of  mattress 
sutures.  Several  septocolumellar  sutures 
are  next  inserted  to  close  the  transfixion 
incision. 

It  should  be  pointed  out  that,  in  such 
deformities,  the  convex  side  of  the  mucosa 
is  shorter  than  the  concave  side;  there- 
fore, the  excess  mucosa  on  the  latter  side 
must  be  excised  so  that  the  cartilage  will 
not  be  pulled  over  to  the  shorter  side 
when  healing  occurs.  Sometimes  it  is 
necessary  to  place  a mucosal  graft  in  the 
floor  of  the  nose  on  the  short  side  to 
equalize  such  membrane  tension.  It  should 
be  noted  that  the  upper  lateral  cartilages 
are  not  cut  from  the  septum  in  this  pro- 
cedure. 


SEPTAL  DEFORMITIES  ASSOCIATED  WITH 
DEFLECTIONS  IN  THE  I’PPER 
CARTILAGENOUS  VAULT  ONLY 

Such  deformities  are  very  rare,  usually 
being  associated  with  deflection  in  both 
the  upper  and  lower  cartilagenous  vaults. 
Therefore,  repair  of  this  type  will  be  dis- 
cussed under  that  heading. 

SEPTAL  DEFORMITIES  ASSOCIATED  WITH 
DEFLECTION  IN  BOTH  THE  UPPER  AND 
LOWER  CARTILAGENOUS  VAULTS 

In  these  deformities,  the  ventral  mar- 
gin of  the  septum  may  be  straight  but  de- 
viated from  its  central  position,  or  it  may 
present  a C-shaped  or  S-shaped  deviation. 

If  the  ventral  margin  of  the  septum  is 
straight,  but  deviated  from  its  central 
position,  the  upper  lateral  cartilages  are 
always  a party  to  the  deformity,  inasmuch 
as  there  is  one  short  one  (on  the  side  of 
the  deflection)  and  one  long  one  (on  the 
opposite  side).  The  Goldman  procedure 
may  be  used  to  advantage  in  such  cases 
but  must  be  modified  to  equalize  the 
lengths,  and  so  the  postoperative  pull,  of 
the  upper  lateral  cartilages;  this  is  done 
by  excision  of  a portion  of  the  longer 
cartilage  intramucosally  after  it  is  cut 
from  the  septum.  In  addition,  we  have 
found  it  desirable  to  remove  a wedge,  or 
sliver,  of  cartilage  from  the  septum  in  a 
vertical  direction  at  the  point  where  the 
deviation  begins,  which  is  usually  at  the 
level  of  the  lower  border  of  the  nasal 
bones. 

When  there  is  a C-shaped  or  S-shaped 
deformity  of  the  ventral  margin,  the  up- 
per lateral  cartilages  are  always  involved 
and  require  trimming,  straightening,  or 
cross  hatching.  Here  in  order  that  the 
septal  membranes  may  remain  suspended 
and  not  be  lost  in  the  nose,  the  upper 
lateral  cartilages  are  cut  from  the  septum 
submucosally.  The  septum  is  then  re- 
moved, after  which  the  upper  lateral  car- 
tilages are  treated  as  indicated.  The  max- 
illary crest  and  the  nasal  spine  are  cor- 
rected if  required,  and  a batten  of  cartil- 
age is  introduced  between  the  membranes 
and  fixed  to  the  upper  lateral  cartilages 
by  mattress  sutures;  such  a batten  must 
extend  from  the  nasal  dorsum  to  the  max- 
illary crest  and,  inferiorly,  to  the  trans- 
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fixion  incision.  Such  battens  are  usually 
inserted  after  the  nose  has  been  loosely 
packed,  the  thought  being  that  the  pack- 
ing helps  to  keep  them  in  the  midline;  we 
have  additionally  perforated  the  battens 
and  notched  their  borders  so  that  the  in- 
termembranous  fibrous  tissue  formed 
would  prevent  slipping,  but  we  feel  that 
the  single  most  important  factor  in  the 
prevention  of  postoperative  recurrence  of 
the  septal  deformity  is  equalization  of 
membrane  tension.  Figure  3 demonstrates 
this  deformity  and  its  correction. 


Figure  3 


SEPTAL  DEFORMITIES  ASSOCIATED  WITH 
DEFLECTION  OF  THE  BONY  VAULT,  WITH 
OR  WITHOUT  HUMPING  OR  SADDLING 

In  such  instances  it  may  be  necessary 
to  use  a combination  of  procedures.  It  is 
always  necessary,  however,  to  equalize  the 
lengths  of  the  nasal  bones,  the  upper  lat- 
eral cartilages,  and  the  septal  mucoperi- 
chondrium,  to  straighten  the  nasal  and 
frontal  spines  and  the  maxillary  crest, 
and  to  guard  against  columellar  retrac- 
tion. Furthermore,  as  we  have  mentioned 
previously,  the  proper  sequence  of  opera- 
tive steps  must  be  followed.  Finally,  in 
some  deformities,  it  may  be  necessary  to 
insert  a graft  the  length  of  the  dorsum 


if  properly  aligning  the  nasal  elements 
results  in  a lack  of  projection. 


Figures  4-A  and  4-B  are  examples  of 
this  type  of  deformity. 


Figure  4-A.  For  cosmetic  purposes,  this  pa- 
tient requires  a chin  implant  which  is  planned 
at  a later  date. 


Figure  4-B 
SUMMARY 


1.  The  different  types  of  combined  ex- 
ternal nasal  and  septal  deformities  are 
discussed. 

2.  Procedures  used  in  their  correction 
are  outlined. 
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A STRANGE  CASE  OF  DYSTOCIA  * 
(DUE  TO  FECALITH  IN  RECTO- 
SIGMOID POUCH) 

LOUIS  M.  PALLES,  M.  D. 

New  Orleans 

Masses  which  may  obstruct  the  birth 
canal  and  impede  vaginal  delivery  are 
commonly  classified  into  four  main  cate- 
gories ; namely,  vulvovaginal,  uterine, 
ovarian,  and  extragenital.1  Vulvovaginal 
lesions  such  as  lvmphopathia  venereum 
and  vaginal  cysts  only  occasionally  cause 
dystocia.2  On  the  other  hand,  carcinoma 
of  the  cervix  in  a patient  at  term  is  an 
indication  for  cesarian  section.3  Uterine 
myomata  usually  rise  out  of  the  pelvis  at 
term,  and  seldom  obstruct  labor.4  While 
ovarian  tumors  complicating  pregnancy 
usually  cause  no  interference  with  vaginal 
delivery,  they  are  ordinarily  removed  dur- 
ing the  second  trimester.5- 6 Some  of  the 
extragenital  lesions  which  may  inhibit 
normal  delivery  are  bony  abnormalities, 
pelvic  kidneys,  retroperitoneal  tumors,  and 
carcinoma  of  the  rectum.7- 8 The  disten- 
tion of  the  rectum  is  a rare  cause  for  pel- 
vic obstruction.  The  following  is  a report 
of  a patient  belonging  to  the  latter  group. 

CASE  REPORT 

Mrs.  M.  L.  was  a twenty  year  old  white  fe- 
male who  was  first  seen  at  the  Charity  Hospi- 
tal at  Lafayette,  Louisiana,  in  1951,  with  a his- 
tory of  passing  feces  through  the  vagina  since 
birth.  She  had  had  amenorrhea  for  three  months 
prior  to  this  time.  There  was  a markedly  dis- 
tended abdomen.  Pelvic  examination  revealed 
the  presence  of  a fistulous  opening  between  the 
rectum  and  a point  just  inside  the  vaginal  ori- 
fice. Although  the  patient  was  thought  to  be 
pregnant  at  the  time,  none  of  the  pelvic  organs 
was  palpable  because  of  the  distention.  The 
anus  was  found  to  be  imperforate.  The  disten- 
tion was  felt  to  be  due  to  fecal  retention,  and 
x-rays  of  the  abdomen  confirmed  this  impression 
but  otherwise  revealed  nothing  of  note. 

She  was  taken  to  surgery  and  a transverse 
loop  colostomy  with  decompression  was  per- 
formed. After  recovery  from  her  first  opera- 
tion, and  after  evacuation  of  multiple  fecal  im- 
pactions from  the  large  bowel,  she  was  again 
taken  to  surgery  where  the  fistulous  tract  was 
closed,  and  anorectal  continuity  reestablished. 


* From  the  Department  of  Obstetrics  and 
Gynecology,  Louisiana  State  University  School 
of  Medicine,  New  Orleans,  Louisiana,  and  the 
Lafayette  Charity  Hospital,  Lafayette,  Louisiana. 


The  colostomy  was  allowed  to  remain,  however, 
and  the  rectum  soon  became  stenotic  in  spite  of 
attempts  at  dilatation.  Two  months  after  the 
second  procedure  the  patient  spontaneously  de- 
livered a six-pound  stillborn  infant  at  another 
hospital.  She  did  not  return  for  follow-up  ex- 
amination, and  therefore  remained  with  double 
loop  colostomy. 

In  October  1955,  the  patient  again  presented 
herself  at  Lafayette  Charity  Hospital.  She  was 
at  full  term  gestation  and  in  early  labor.  Phy- 
sical examination  revealed  a functioning  trans- 
verse colostomy.  The  fundus  measured  37  centi- 
meters in  height  and  the  fetal  heart  tones  were 
normal.  On  pelvic  examination  the  cervix  was 
well  effaced  and  1 centimeter  dilated.  The  ver- 
tex was  very  high  above  the  inlet  due  to  the 
presence  of  a mass  about  9 centimeters  in  diam- 
eter located  within  the  true  pelvis  and  to  the 
left.  This  mass  was  stony  hard,  but  slightly 
movable,  and  gave  the  patient  an  effective  true 
conjugate  of  only  4 to  5 centimeters.  The  rec- 
tum was  stenosed  and  would  not  admit  an  ex- 
amining finger. 

X-ray  pelvimetry  indicated  adequate  bony 
diameters,  but  confirmed  the  presence  of  the 
pelvic  mass. 


Our  impression  was  that  this  represented  an 
impacted  fecalith  due  to  spillage  into  the  “blind” 
distal  colostomy  loop.  Since  this  was  a fixed 
and  unyielding  mass  and  the  patient  was  in  ac- 
tive labor,  a decision  was  made  to  deliver  her 
by  cesarean  section.  A Munro-Kerr  type  opera- 
tion was  done  under  spinal  anesthesia,  and  a 
viable  infant  weighing  7 pounds,  15  ounces  de- 
livered. Exploration  of  the  pelvis  disclosed  that 
the  mass  previously  described  was  located  in  the 
rectosigmoid  colon,  and  a second  smaller  mass 
approximately  6 centimeters  in  diameter  was 
present  in  the  sigmoid  above  the  first.  The 
bowel  wall  at  these  points  appeared  ischemic 
and  atrophic.  The  abdomen  was  closed  in  layers 
and  the  patient’s  postoperative  course  was  un- 
eventful. 

Although  the  patient  had  readily  consented 
to  the  cesarean  section,  she  refused  to  be  con- 
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sidered  a candidate  for  any  further  corrective 
surgery.  She  was  happy  and  well  adjusted  to 
her  colostomy,  and  failed  to  appear  for  her 
postoperative  check-up  after  discharge  from  the 
hospital. 
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RISKS  OF  BLOOD  TRANSFUSIONS 
The  transfusion  of  blood  from  one  in- 
dividual to  another,  which  was  a com- 
paratively infrequent  occurrence  three 
generations  ago,  is  now  commonplace. 
Painstaking  study  by  thousands  of  investi- 
gators has  made  available  a medical  re- 
source of  great  therapeutic  value  and  fre- 
quently of  life-saving  therapy.  The  vast 
majority  of  transfusions  are  completed 
with  no  untoward  events.  However,  in 
spite  of  meticulous  care,  untoward  re- 
actions continue  to  occur  in  a certain  per- 


centage, and  the  importance  of  these  re- 
actions, while  recognized  by  the  clinician, 
has  to  be  balanced  against  the  therapeutic 
benefit  of  the  procedure.  In  assessing  the 
dangers,  in  contrast  with  the  benefits,  two 
groups  of  phenomena  have  to  be  taken 
into  consideration  and  viewed  in  the  light 
of  both  medical  and  the  medicolegal  im- 
plications. 

The  first  of  these  is  the  group  of  dis- 
turbing occurrences,  or  untoward  reac- 
tions, which  may  develop  within  the  first 
forty-eight  hours.  Unexpected  events  ob- 
served within  this  time  are  looked  upon 
by  competent  blood  bank  directors  as  pos- 
sibly due  to  the  transfused  blood,  and  are 
a signal  for  a systematic  investigation  of 
the  whole  immunohematological  picture,  in 
order  that  it  may  be  clarified.  Symptoms 
may  develop  with  reference  to  any  of  the 
major  organ  systems.  Untoward  reactions, 
however,  are  usually  grouped  under  the 
following  headings  concerning  which  a 
brief  discussion  is  regarded  as  being  in 
order.  Those  listed  are:  allergic,  chemical, 
cardiovascular,  bacterial,  thermal,  hemo- 
lytic and  pseudohemolytic,  to  which  must 
be  added  psychogenic  reaction,  although 
the  cause  of  such  is  not  within  the  field 
of  material  objects. 

The  allergic  reaction  is  the  most  com- 
mon and  is  due  to  the  existence  in  the 
blood  of  the  donor,  of  substances,  perhaps 
food  products,  to  which  the  recipient  is 
sensitive.  These  may  be  disturbing  but 
are  seldom  serious. 

Chemical  reactions  are  those  considered 
to  be  due  to  some  substance  which  has 
been  added  to  the  blood  as  a technical  or 
therapeutic  procedure.  Vitamin  concen- 
trates may  be  regarded  as  an  example. 

Bacterial  reactions  are  at  present  un- 
common, although  the  elimination  of  such 
bacteria  as  may  cause  them  has  made 
necessary  certain  types  of  preparation 
techniques  and  sterilization  procedures  not 
previously  understood  or  needed. 

Cardiovascular  reactions  are  those 
caused  by  alteration  of  the  blood  volume 
in  an  individual  who  is  in  marginal  or 
obvious  congestive  failure  and  who  is  un- 
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able  to  compensate  for  the  added  work  on 
the  heart. 

Thermal  reactions  may  vary  from  a 
temperature  of  99  for  several  days  up  to 
one  of  104,  more  or  less.  Such  reactions 
have  been  the  source  of  concern  since 
transfusion  was  first  undertaken.  It  is 
worthy  of  note  that  as  the  many  factors 
entering  into  the  reactions  that  take  place 
between  the  blood  of  two  individuals  have 
been  understood,  the  danger  and  frequency 
of  thermal  reactions  has  been  progress- 
ively decreased. 

The  hemolytic  reactions  are  the  special 
field  of  the  immunohematologist  and  are 
regarded  as  being  due  to  incompatibility 
factors  which  cannot  always  be  detected 
in  routine  typing  and  matching.  With  the 
present  standards  of  care  and  caution, 
they  are  infrequent  but  their  danger  is 
ever  present. 

Pseudohemolytic  reactions  may  occur  in 
recipients  who  have  blood  dyscrasias  and 
are  believed  to  be  due  to  protein  sub- 
stances in  the  donor’s  plasma. 

In  a series  of  whole  blood  transfusions, 
administered  under  conditions  as  carefully 
controlled  as  team  work  and  organization 
requirements  can  produce,*  26,439  trans- 
fusions were  given  in  the  six  years,  1950 
to  1955.  Untoward  reactions  were  report- 
ed in  only  676,  which  is  an  average  of  2.55 
per  cent.  The  commonest  of  these  was  the 
allergic  reaction  occurring  in  420  in- 
stances, followed  by  the  thermal  reaction 
in  128,  with  high  fever  in  42  additional 
patients.  Chemical  reactions  were  noted 


* Private  communication  from  Dr.  J.  W.  Daven- 
port, Director  of  the  Blood  Transfusion  Service, 
Southern  Baptist  Hospital,  New  Orleans. 


in  24.  There  were  4 hemolytic  reactions 
without  deaths;  2 pseudohemolytic  without 
deaths;  24  chemical  reactions;  and  2 car- 
diovascular. 

The  other  type  of  danger  from  whole 
blood  or  blood  component  transfusions 
refers  to  homologous  serum  jaundice.  Cer- 
tain authorities  have  calculated  that  at 
the  present  time  there  is  a 1 per  cent  risk 
of  a patient  who  receives  a pint  of  blood 
developing  homologous  serum  jaundice 
within  the  succeeding  year.  The  incuba- 
tion period  has  been  regarded  as  two  to 
four  months  with  an  average  of  three. 
However,  it  is  now  known  that  it  may  de- 
velop up  to  a year.  It  is  stated  that  plas- 
ma is  even  more  apt  to  produce  jaundice 
and  that  no  method  of  plasma  preparation 
is  sufficient  to  insure  that  jaundice  can- 
not develop.  It  is  interesting  to  note  in 
this  connection  that  the  method  of  allow- 
ing the  plasma  to  remain  at  room  tem- 
perature for  six  months  to  a year  was 
followed  in  some  instances  by  the  develop- 
ment of  jaundice,  but  at  a greater  incuba- 
tion period  up  to  a year. 

Reflection  on  considerations  such  as 
these  indicates  clearly  that  when  a trans- 
fusion is  ordered  the  benefits  to  be  ob- 
tained should  clearly  override  the  risks 
involved.  It  is  also  a matter  of  no  small 
importance  that  the  physician  who  orders 
the  transfusion,  and  the  hospital  and  or- 
ganization which  give  it,  should  have  in 
the  signed  permission  given  by  the  patient 
a statement  assuming  the  inevitable  risk. 
Competent  immunohematologists  have 
quoted  themselves  as  looking  on  a pint  of 
blood  as  a package  of  dynamite.  We  are 
thankful  to  them  that  the  dynamite  ex- 
plodes so  rarely. 


ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 

AMA  MEETING  House  of  Delegates  at  the  recent  meeting  in 

June  11  -15,  1956  Chicago. 

This  summary  covers  only  a few  of  the  many  Hospital  accreditation,  evaluation  of  graduates 
important  subjects  dealt  with  by  the  A.  M.  A.  of  foreign  medical  schools,  private  practice  by 
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medical  school  faculty  members,  federal  aid  to 
medical  education  and  premature  publicity  on 
new  drugs  were  among  the  major  subjects  acted 
upon  by  the  House  of  Delegates  at  the  Ameri- 
can Medical  Association’s  105th  Annual  Meeting 
held  June  11  - 15  in  Chicago. 

Dr.  David  B.  Allman,  surgeon  of  Atlantic 
City,  N.  J.,  was  named  unanimously  as  president- 
elect for  the  coming  year.  A member  of  the 
A.M.A.  Board  of  Trustees  since  1951  and  also 
chairman  of  the  Committee  on  Legislation,  Dr. 
Allman  will  become  president  of  the  American 
Medical  Association  at  the  June,  1957  meeting 
in  New  York  City.  He  will  succeed  Dr.  Dwight 
H.  Murray  of  Napa,  Calif.,  who  took  office  at 
the  Tuesday  evening  inaugural  program  in  the 
Chicago  Civic  Opera  House. 

The  House  of  Delegates  selected  Dr.  Walter 
L.  Bierring  of  Des  Moines,  Iowa,  as  recipient  of 
the  1956  Distinguished  Service  Award  of  the 
American  Medical  Association  for  his  long  and 
outstanding  contributions  to  medicine  and  hu- 
manity. Dr.  Bierring,  a past  president  of  the 
A.M.A.,  was  honored  for  his  achievements  in 
the  fields  of  public  health  and  medical  examin- 
ing board  work.  He  formally  accepted  the 
award  at  the  Tuesday  inaugural  program. 

Total  registration  at  the  end  of  the  fourth 
day  of  the  meeting,  with  half  a day  still  to  go, 
had  reached  22,394,  including  9,793  practicing 
physicians  and  12,601  residents,  interns,  medical 
students  and  guests. 

Hospital  Accreditation 

The  House  of  Delegates  approved  the  report 
of  the  Committee  to  Review  the  Functions  of 
the  Joint  Commission  on  Accreditation  of  Hos- 
pitals, which  was  appointed  by  the  Speaker  as 
a result  of  action  taken  at  the  June,  1955,  meet- 
ing. The  Committee  came  to  the  following  con- 
clusions: 

“1.  Accreditation  of  hospitals  should  be  con- 
tinued. 

“2.  The  Joint  Commission  should  maintain 
its  present  organizational  representation. 

“3.  The  Board  of  Trustees  should  report  an- 
nually to  the  House  of  Delegates  on  the  activi- 
ties of  the  Joint  Commission. 

“4.  Physicians  should  be  on  the  administra- 
tive bodies  of  hospitals. 

“5.  General  practice  sections  in  hospitals 
should  be  encouraged. 

“6.  Staff  meetings  required  by  the  Joint 
Commission  are  acceptable,  but  attendance  re- 
quirements should  be  set  up  locally  and  not  by 
the  Commission. 

“7.  The  Joint  Commission  should  not  concern 
itself  with  the  number  of  hospital  staffs  to 
which  a physician  may  belong. 

“8.  The  Joint  Commission  is  not  and  should 
not  be  punitive. 

“9.  The  Joint  Commission  should  publicize 


the  method  of  appeal  to  hospitals  that  fail  to 
receive  accreditation. 

“10.  Reports  on  surveys  should  be  sent  to 
both  administrator  and  chief  of  staff  of  hospital. 

“11.  Surveyors  should  be  directly  employed 
and  supervised  by  the  Joint  Commission. 

“12.  Surveyors  should  work  with  both  admin- 
istrator and  staff. 

“13.  New  surveyors  should  receive  better  in- 
doctrination. 

“14.  Blue  Cross  and  other  associations  should 
be  requested  not  to  suspend  full  benefits  to  non- 
accredited  hospitals  until  those  so  requesting 
have  been  inspected. 

“15.  The  American  Medical  Association  should 
conduct  an  educational  campaign  for  doctors 
relative  to  the  functions  and  operations  of  the 
Joint  Commission. 

“16.  The  Committee  also  suggests  that  the 
American  Medical  Association  and  the  American 
Hospital  Association  encourage  educational  meet- 
ings for  hospital  boards  of  trustees  and  ad- 
ministrators either  on  state  or  national  levels 
to  acquaint  these  bodies  with  the  functions  of 
accreditation. 

“17.  This  Committee  asks  to  be  discharged 
upon  submission  of  this  report  to  the  House  of 
Delegates.” 

The  House  also  approved  a reference  com- 
mittee suggestion  that  the  following  statement 
be  added  to  strengthen  the  report: 

“The  Committee  recommends  that  the  com- 
missioners to  the  Joint  Commission  on  Accredi- 
tation of  Hospitals,  appointed  by  the  Board  of 
Trustees  of  the  American  Medical  Association, 
urge  that  Commission  to  study: 

“1.  The  problems  of  the  exclusion  from  hos- 
pitals and  arbitrary  limitation  of  the  hospital 
privileges  of  the  general  practitioner,  and 

“2.  Methods  whereby  the  following  stated 
principles  may  be  achieved : 

“ ‘The  privileges  of  each  member  of  the  med- 
ical staff  shall  be  determined  on  the  basis  of 
professional  qualifications  and  demonstrated 
ability. 

“ ‘Personnel  of  each  service  or  department 
shall  be  qualified  by  training  and  demonstrated 
competence,  and  shall  be  granted  privileges  com- 
mensurate with  their  individual  abilities.’  ” 
Graduates  of  Foreign  Medical  Schools 

The  House  of  Delegates  approved  in  principle 
a program  for  the  evaluation  of  graduates  of 
foreign  medical  schools  seeking  hospital  positions 
in  the  United  States.  The  proposed  program 
was  developed  by  the  Cooperating  Committee  on 
Graduates  of  Foreign  Medical  Schools,  repre- 
senting the  A.M.A.  Council  on  Medical  Educa- 
tion and  Hospitals,  American  Hospital  Associa- 
tion, Association  of  American  Medical  Colleges 
and  Federation  of  State  Medical  Boards  of  the 
United  States. 

The  following  principles  were  emphasized  by 
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the  Council  on  Medical  Education  and  Hospitals 
in  its  report  recommending  A.M.A.  participation 
in  the  program: 

“1.  Although  the  responsibility  to  share  edu- 
cational opportunities  in  medicine  is  recognized, 
the  primary  concern  must  be  for  the  health  care 
of  the  American  public.  Thus,  before  assuming- 
responsibility  for  the  care  of  patients  as  interns 
or  residents,  all  graduates  of  foreign  medical 
schools  (immigrants,  exchange  students  and 
American  graduates  of  foreign  medical  schools) 
should  give  evidence,  as  nearly  as  can  be  mea- 
sured, of  having  reached  a level  of  educational 
attainment  comparable  to  that  of  students  in 
American  schools  at  the  time  of  graduation. 

“2.  The  primary  objective  of  this  Committee 
is  to  devise  an  effective  mechanism  for  measur- 
ing educational  attainment  in  the  absence  of 
intimate  and  continuing  knowledge  of  the  edu- 
cational background  of  foreign-trained  physi- 
cians. This  mechanism  should  provide  hospitals 
with  pertinent  information  regarding  the  medi- 
cal qualifications  of  foreign-trained  physicians 
seeking  positions  as  interns  or  residents.  It 
should  not  interfere  with  the  hospital’s  privilege 
of  making  its  own  selection  among  qualified 
physicians,  nor  should  it  serve  as  a substitute 
for  or  interfere  with  the  normal  licensure  pro- 
cedures of  the  various  state  boards. 

“3.  It  is  not  intended  that  this  mechanism 
be  applicable  to  those  foreign  medical  school 
graduates  in  this  country  as  temporary  students 
participating  in  programs  of  medical  and  related 
studies  in  recognized  universities,  medical 
schools  and  postgraduate  schools,  who  by  the 
very  nature  of  their  study  are  not  involved  in 
the  responsibility  of  patient  care.” 

The  proposed  plan  calls  for  reestablishment  of 
a central  administrative  organization  to  evaluate 
the  medical  credentials  of  foreign  trained  phy- 
sicians desiring-  to  serve  as  interns  or  residents 
in  American  hospitals.  Basic  requirements  would 
include  satisfactory  evidence  of  at  least  18  years 
of  total  formal  education,  including  a minimum 
of  32  months  in  medicine  exclusive  of  any  time 
which  in  this  country  would  be  considered  as 
premedical  study  or  internship.  Applicants  with 
satisfactory  credentials  then  would  take  a 
screening  examination  to  determine  their  medi- 
cal knowledge  and  their  facility  with  the  Eng- 
lish language.  Successful  applicants  then  would 
be  certified  to  hospitals  and  other  interested  or- 
ganizations, with  the  approval  of  the  foreign- 
trained  physician  concerned. 

Private  Practice  by  Medical  School 
Faculty  Members 

Another  major  action  by  the  House  involved 
the  problem  of  private  practice  by  medical 
school  faculty  members,  which  has  been  under 
study  by  the  Committee  on  Medical  and  Re- 
lated Facilities  of  the  Council  on  Medical  Ser- 


vice. The  House  adopted  a Council  report  which 
stated  “that  it  shall  be  the  policy  of  the  Ameri- 
can Medical  Association  that  funds  received 
from  the  private  practice  of  medicine  by  sal- 
aried members  of  the  clinical  faculty  of  the 
medical  school  or  hospital  should  not  accrue  to 
the  general  budget  of  the  institution  and  that 
the  initial  disposition  of  fees  for  medical  ser- 
vice from  paying  patients  should  be  under  the 
direct  control  of  the  doctor  or  doctors  rendering 
the  service.” 

It  was  further  recommended  that  adequate 
liaison  be  developed  and  maintained  between 
each  county  medical  society  and  any  medical 
school  or  schools  in  its  area;  that  the  Council 
on  Medical  Education  and  Hospitals  and  the 
Association  of  American  Medical  Colleges  urge 
all  medical  schools  to  assist  and  work  with  med- 
ical societies  in  developing  such  liaison,  and  that 
publicity  emanating  from  a medical  school 
should  be  in  good  taste  and  of  a type  which  has 
the  approval  of  the  general  medical  community 
in  that  area. 

The  adopted  report  also  said:  “It  is  not  in 
the  public  or  professional  interest  for  a third 
party  to  derive  a profit  from  payment  received 
for  medical  services,  nor  is  it  in  the  public  or 
professional  interest  for  a third  party  to  inter- 
vene in  the  physician-patient  relationship.” 

Federal  Aid  to  Medical  Schools 

One  of  the  most  controversial  subjects  of  de- 
bate on  the  floor  of  the  House  was  a resolu- 
tion expressing  strong  opposition  to  S.  1323,  a 
bill  in  Congress  providing  for  one-time,  match- 
ing grants  to  medical  schools  for  construction 
purposes.  The  Association  in  recent  years  has 
been  supporting  such  legislation  in  principle, 
with  certain  reservations  concerning  details  of 
some  provisions.  The  House  reaffirmed  that 
policy  by  approving  a reference  committee  state- 
ment which  said: 

“We  appreciate  the  intent  with  which  this 
resolution  was  introduced,  but  at  the  same  time 
we  feel  that  there  are  many  economic  and 
geographical  factors  involved,  which  might  not 
make  this  resolution  practical  on  a national 
level.  Inasmuch  as  no  evidence  was  offered  to 
this  Committee  to  justify  a change  in  the  pre- 
viously declared  policy  of  the  House  of  Dele- 
gates, your  Committee  recommends  that  this 
resolution  be  not  adopted.” 

Premature  Drug  Publicity 

The  House  adopted  a substitute  resolution 
which  read : 

“Whereas,  In  recent  years,  events  have  indi- 
cated the  necessity  for  a closer  liaison  between 
the  pharmaceutical  manufacturer  and  the  Ameri- 
can Medical  Association;  and 

“Whereas,  In  view  of  the  tremendous  number 
of  new  drugs  being  developed  and  the  expanding 
research  programs  in  medical  colleges,  clinics 
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and  hospitals  being  financed  by  the  drug  indus- 
try, it  is  imperative  that  the  manufacturer  and 
the  medical  profession  develop  cooperatively 
guiding  principles  which  will  protect  the  Ameri- 
can people  from  being  subjected  to  the  prema- 
ture release  of  information  pertaining  to  new 
products  or  techniques;  and 

“Whereas,  Competition  within  the  pharmaceu- 
tical industry  has  become  extremely  keen  so 
that  in  the  advertising  of  their  products  drug 
manufacturing  firms  have  been  forced  into  the 
expenditure  of  larger  and  larger  sums  of  money 
and  in  increasingly  broader  fields  of  advertising; 
therefore  be  it 

“Resolved,  That  the  Board  of  Trustees  of  the 
American  Medical  Association  appoint  a liaison 
committee  to  meet  with  representatives  of  the 
pharmaceutical  manufacturers  to  accomplish  this 
objective.” 

Miscellaneous  Action 

Among  many  other  actions  on  a wide  variety 
of  subjects,  the  House  also: 

Approved  a Board  of  Trustees  statement  on 
Social  Security  which  included  the  following: 
“It  is  imperative  that  we  distinguish  clearly  be- 
tween this  problem  of  coverage  of  physicians 
and  the  far  more  dangerous  disability  proposal. 
The  fact  should  be  recognized  that  the  shape 
of  medical  practice  in  the  future  is  not  directly 
related  to  the  inclusion  or  exclusion  of  physicians 
under  OASI.  It  is  a matter  of  vital  importance  to 
us  as  individuals,  but  it  cannot,  per  se,  stimulate 
further  government  intrusion  into  medical  care. 
On  the  other  hand,  the  disability  amendment 
obviously  brings  the  Social  Security  Adminis- 
tration closer  to  the  regulation  of  medical  care 
than  ever  before.” 

Adopted  a resolution  amending  the  Bylaws  to 
provide  that  the  Vice  President,  Treasurer, 
Speaker  and  Vice  Speaker  of  the  House  of  Dele- 
gates shall  be  ex  officio  members  of  the  Boat'd 
of  Trustees  with  all  the  rights  and  duties  of  the 
Board  without  the  right  to  vote. 

Increased  membership  of  the  Council  on  Medi- 
cal Service  from  six  to  nine  active  or  service 
members  and  eliminated  all  ex  officio  members 
except  the  immediate  Past  President. 

Directed  the  Council  on  Medical  Service  and 
the  Council  on  Industrial  Health  to  reconsider 
the  “Guiding  Principles  for  Evaluating  Manage- 
ment and  Union  Health  Centers”  through  their 
joint  Committee  on  Medical  Care  for  Industrial 
Workers  and  to  so  revise  the  guides  that  thev 
conform  completely  with  the  Principles  of  Medi- 
cal Ethics. 

Authorized  the  Committee  on  Federal  Medical 
Services  to  make  a continuing  study  of  all 
aspects  of  VA  medical  activities  under  the  bas'" 
policy  established  in  June,  1953,  and  suggested 
reconsideration  of  the  temporary  exceptions 
made  at  that  time  with  respect  to  neuropsy- 


chiatric and  tuberculous  disorders. 

Recommended  that  the  Board  of  Trustees 
select  New  York  City  as  the  place  of  the  1961 
annual  meeting. 

Opening  Session 

At  the  Monday  opening  session  Dr.  Elmer 
Hess,  outgoing  A.M.A.  President,  warned  that 
the  medical  profession  must  be  prepared  to  face 
an  all-out  drive  by  some  labor  groups  for 
national  compulsory  health  insurance.  Dr.  Dwight 
H.  Murray,  then  President-Elect,  told  the  House 
that  general  practitioners  and  specialists  must 
guard  against  “any  cleavage  within  our  profes- 
sion,” and  he  urged  strength  through  unity. 

Dr.  Lowell  T.  Coggeshall,  special  assistant  to 
Secretary  Marion  B.  Folsom  of  the  U.  S.  De- 
partment of  Health,  Education  and  Welfare, 
assured  the  House  that  the  over-all  objectives  of 
HEW  are  in  accord  with  those  of  the  A.M.A. 
A memorial  plaque  honoring  the  late  Dr.  Carl 
M.  Peterson,  secretary  for  17  years  of  the 
A.M.A.  Council  on  Industrial  Health,  was  pre- 
sented by  Dr.  Ross  Melntire  on  behalf  of  the 
President’s  Committee  on  Employment  of  the 
Physically  Handicapped.  The  Illinois  State  Med- 
ical Society  presented  a check  for  $164,940  to 
the  American  Medical  Education  Foundation. 

Inaugural  Program 

Dr.  Murray,  in  his  inaugural  address  at  the 
Tuesday  evening  ceremony  in  the  Chicago  Civic 
Opera  House,  declared  that  “what  we  need  most 
in  medicine  today  is  to  find  some  way  of  com- 
bining modern  scientific  methods  with  the  per- 
sonal, friendly  touch  of  the  old-time  family 
doctor.”  The  inaugural  program,  which  included 
the  Bluejacket  Choir  of  the  U.  S.  Naval  Train- 
ing Center  at  Great  Lakes,  111.,  was  telecast  over 
Station  WBKB  in  Chicago. 

Election  of  Officers 

In  addition  to  Dr.  Allman,  the  new  President- 
Elect,  the  following  officers  were  elected: 

Dr.  F.  S.  Crockett  of  Lafayette,  Ind.,  Vice 
President;  Dr.  George  F.  Lull  of  Chicago,  Secre- 
tary; Dr.  J.  J.  Moore  of  Chicago,  Treasurer;  Dr. 
Vincent  Askey  of  Los  Angeles,  Speaker,  and 
Dr.  Louis  Orr  of  Orlando,  Fla.,  Vice  Speaker. 

Dr.  Julian  Price  of  Florence,  S.  C.,  was  re- 
elected to  the  Board  of  Trustees,  and  Dr.  Hugh 
Hussey  of  Washington,  D.  C.,  was  named  to 
succeed  Dr.  Allman.  Dr.  Robertson  Ward  of  San 
Francisco  was  elected  to  the  Judicial  Council  to 
succeed  Dr.  Walter  F.  Donaldson. 

Reelected  to  the  Council  on  Medical  Educa- 
tion and  Hospitals  were  Dr.  Guy  A.  Caldwell  of 
New  Orleans  and  Dr.  Jolm  W.  Cline  of  San 
Francisco.  Dr.  Walter  E.  Vest  of  Huntington, 
W.  Va.,  was  named  to  succeed  Dr.  Louis  A. 
Buie  on  the  Council  on  Constitution  and  Bylaws. 

Elected  to  the  Council  on  Medical  Service 
were  Dr.  Carlton  Wertz  of  Buffalo,  N.  Y.,  to 
succeed  himself,  and  Dr.  J.  F.  Burton  of  Okla- 
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homa  City  to  succeed  the  late  Dr.  A.  C.  Scott, 
Jr.  of  Texas.  Named  for  the  three  new  places 
created  on  the  Council  on  Medical  Service  were 


Dr.  Thomas  Danaher  of  Torrington,  Conn.;  Dr. 
R.  M.  McKeown  of  Coos  Bay,  Ore.,  and  Dr. 
Lafe  Ludwig  of  Los  Angeles. 
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PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

Calcasieu 

East  Baton  Rouge 

Morehouse 

Natchitoches 

Orleans 

Ouachita 

Rapides 

Sabine 

Tangipahoa 

Second  District 

Shreveport 

Vernon 


Date 

Fourth  Tuesday  every  other  month 
Second  Tuesday  of  every  month 
Third  Thursday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Thursday  of  every  month 
First  Monday  of  every  month 
First  Wednesday  of  every  month 
Second  and  fourth  Thursdays 
of  every  month 

Third  Thursday  of  every  month 
First  Tuesday  of  every  month 
First  Thursday  of  every  month 


Place 

Lake  Charles 
Baton  Rouge 
Bastrop 

New  Orleans 

Monroe 

Alexandria 


Independence 

Shreveport 


LYMPHOGRANULOMA  VENEREUM  SURVEY 

Dr.  N.  P.  Sinaly,  Consultant,  Section  of  Vene- 
real Disease  Control,  Louisiana  State  Department 
of  Health,  surveyed  110  male  inmates  of  the  Or- 
leans Parish  Prison  in  January,  1956.  The  Frei 
test  and  the  lymphogranuloma  venereum  com- 
plement fixation  test  were  used  in  the  survey. 
All  positive  reactors  to  either  test  were  examined. 
Only  one  white  male  of  43  tested  had  a positive 
Frei  test.  The  L.G.V.C.F.  test  was  non-reactive. 
This  patient  exhibited  no  clinical  evidence  of  ac- 
tive disease.  Eight  of  67  Negro  males  reacted 
positively  to  the  Frei  test  but  only  two  of  these 
had  a reactive  L.G.V.C.F.  test,  and  neither  of 
these  had  evidence  of  active  disease  at  the  time 
of  interview  and  examination.  All  eight  of  the 
Negroes  who  reacted  to  the  Frei  test  gave  a his- 
tory of  antecedent  lesions  compatible  with  lymph- 
ogranuloma venereum.  A rectal  and  genital  ex- 
amination was  performed  on  each  reactor. 


NEWS  ITEM 

At  the  annual  meeting  of  the  Louisiana  Derma- 
tology Society,  recently  held  in  New  Orleans,  Dr. 
David  F.  Bradley  was  elected  President  and  Dr. 
Raphael  Ross,  Jr.,  was  elected  Secretary  and 
Treasurer  for  1956-57. 


PSYCHIATRIST  ISSUES  HYPNOTISM 
WARNING 

Hypnotism  can  be  a useful  tool  in  the  hands 
of  a qualified  specialist,  but  it  can  be  “down- 
right dangerous”  when  used  by  an  irresponsible 
person,  reports  a New  York  psychiatrist. 

Writing  in  the  February  Today’s  Health,  pub- 
lished by  the  American  Medical  Association,  Dr. 
James  A.  Brussel,  Willard,  N.  Y.,  warned  against 
the  indisciminate  use  of  hypnotism  by  lay  per- 


sons to  “cure”  symptoms — both  physical  and 
mental — and  to  develop  delusions  such  as  “mas- 
tery of  the  mind.” 

He  said  three  principles  regarding  hypnotism 
to  which  medical  science  subscribe  are:  1.  Where 
hypnotism  removes  symptoms,  and  illness  may 
be  obscured  and  prolonged,  since  causes  are  not 
treated.  2.  Where  hypnotism  treats  emotional 
symptoms  instead  of  causes,  more  serious  per- 
sonality defects  may  occur.  3.  Where  hypnotism 
evokes  delusions,  habits  of  thought  as  harmful 
as  drug  addiction  may  be  formed. 

Hypnotism  can  be  useful,  especially  in  psycho- 
therapy, by  relieving  certain  symptoms  and 
manifestations.  However,  these  very  gains  are 
exploited  by  untrained  and  irresponsible  persons, 
Dr.  Brussel  said. 


DOCTORS  LEAVE  BANDAGES  OFF 
SURGICAL  WOUNDS 

Further  evidence  of  the  safety  and  practicali- 
ty of  leaving  clean  chest  and  abdomen  surgical 
wounds  uncovered  by  dressings  was  given  re- 
cently by  three  Des  Moines,  Iowa,  Veterans 
Administration  hospital  physicians. 

They  said  in  the  Feb.  18  Journal  of  the  Ameri- 
can Medical  Association  that  clean  wounds  with- 
out dressings  appear  to  heal  more  rapidly  and 
with  less  reaction  than  covered  wounds. 

In  addition,  the  nondressing  of  such  wounds 
is  convenient,  saves  surgical  dressings  costs  and 
the  time  of  doctors  and  nurses,  and  eliminates 
the  cumbersome  dressings  and  irritation  of  ad- 
hesive tape,  Drs.  Louis  T.  Palumbo,  Philip  J. 
Monnig,  and  Dudley  E.  Wilkinson  said. 

The  method  was  first  recommended  before 
1920,  but  has  not  been  used  extensively,  they 
said. 
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Differential  Diagnosis,  the  Interpretation  of  Clini- 
cal Evidence;  by  A.  McGehee  Harvey  and  James 
Bordlev  III,  Philadelphia,  Pa.,  W.  B.  Saunders 
Co.,  1955,  Pp.  665,  Price  $11.00. 

For  many  years  the  clinical-pathological  con- 
ferences at  the  Johns  Hopkins  Hospital  were  held 
by  the  late  Dr.  Louis  Hamman  and  Dr.  Arnold 
R.  Rich.  Dr.  Hamman’s  discussions  became  re- 
nowned as  models  in  the  approach  to  clinical 
diagnosis  and  in  the  interpretation  of  clinical  evi- 
dence. The  authors  of  the  present  volume  ac- 
knowledge their  great  debt  to  their  former  teacher 
and  colleague  in  the  preparation  of  this  volume, 
and  Hopkins  students  of  years  past  will  surely 
recognize  his  impress  on  its  pages. 

The  book  is  divided  into  (1)  a brief  general  in- 
troduction, (2)  a series  of  chapters  devoted  to 
common  clinical  problems  such  as  heart  failure, 
pain  in  the  chest,  hematemesis  and  melena,  jaun- 
dice, etc.  (3)  a longer  chapter  dealing  with  special 
diagnostic  problems,  including  certain  rare  dis- 
eases, and  (4)  a group  of  11  problem  cases  on 
which  the  reader  will  be  able  to  try  his  diagnostic 
skill. 

Each  chapter  dealing  with  a given  clinical  prob- 
lem begins  with  a general  discussion,  in  which 
are  included  very  useful  tabular  listings  of  diag- 
nostic possibilities.  Then  follows  a group  of  case 
presentations  which  have  been  chosen  almost  en- 
tirely from  the  files  of  “C.P.C.s”  given  at  Hop- 
kins. As  one  would  expect  from  its  source,  the 
quality  of  the  discussions  sampled  by  the  reviewer 
is  uniformly  excellent. 

Let  the  warning  be  given  that  this  is  not  a book 
to  be  read  through  in  several  sittings;  indeed,  one 
case  history  after  another  is  for  most  a veritable 
literary  obstacle  course.  However,  it  can  he  used 
with  much  pleasure  and  profit  by  student  or  physi- 
cian when  faced  with  a specific  clinical  problem.- 
In  this  situation  the  student  and  house  officer  will 
be  greatly  helped  in  organizing  their  thoughts 
about  a case  and  I believe  in  planning  the  hospi- 
tal work-up.  More  experienced  physicians  will 
find  it  useful  in  preparing  case  discussions,  and 
especially  in  preventing  the  embarrassing  sin  of 
failing  to  consider  the  retrospectively  obvious 
diagnostic  possibility.  There  is  a well  chosen 
bibliography  at  the  end  of  each  chapter  and  an 
index. 

The  reviewer’s  main  criticism  of  the  volume  is 
the  brevity  of  some  of  the  general  discussions 
which  precede  the  case  presentations.  A few  of 
these  are  little  more  than  slightly  padded  lists. 

E.  B.  Ferguson,  Jr.,  M.  D. 


Ion  Exchange  and  Adsorption  Agents  in  Medicine. 
The  Concept  of  Intestinal  Bionomics;  by  Gustav 
J.  Martin,  Sc.  D.,  Boston,  Mass.,  Little  Brown 


& Co.,  1955,  Pp.  333,  Price  $7.50. 

The  growing  therapeutic  use  of  ion  exchangers 
in  medicine  has  led  to  a need  for  a coverage  of 
the  theoretical  and  clinical  sides  of  this  field.  In 
the  opinion  of  the  reviewer,  this  need  could  have 
been  filled  much  better  by  an  author  without  bias. 
This  book  serves  the  author’s  purpose,  as  avowed 
in  his  preface,  of  “substantiation  of  my  major 
theme”,  that  is,  of  acting  as  sounding  beard  for 
his  hobby-theory  of  autointoxication  as  the  cause 
of  “all  chronic  degenerative  disease”. 

The  reviewer  is  not  competent  to  evaluate  the 
clinical  section,  but  he  is  competent  to  recognize 
such  faults  as  the  author’s  obvious  unfamiliarity 
with  the  work  of  Cohn,  et  al.,  displayed  by  gross 
misrepresentation  on  page  48.  Further,  the  re- 
viewer questions  the  coincidence  whereby  toxic 
materials  are  absorbed  on  resins,  etc.,  while  nu- 
trients are  not.  This  is  the  impression  given  in 
the  latter  half  of  the  book,  while  the  earlier  sec- 
tions parrot  experiments  indicating  adsorbent  af- 
finities for  nutrients. 

An  obvious  kinetic  explanation  turns  upon  the 
intestinal  absorption  (into  the  blood)  of  nutrients 
and  their  consequent  drop  in  concentration  within 
the  intestinal  lumen.  Operating  in  the  opposite 
direction  is  the  intestinal  excretion  of  toxins;  the 
direct  result  of  build-up  of  their  concentration 
would  be  increased  absorption  by  resins,  etc.  The 
simultaneous  liberation  of  nutrients  and  uptake 
of  “toxins”  is  effected  in  a mutually  helpful 
mechanism  not  unlike  the  release  of  02  and  pickup 
of  C02  by  blood  within  a muscle. 

This  book  could  be  freely  recommended  by  this 
reviewer  only  to  those  already  well  versed  in  the 
theoretical  and  clinical  phases  of  ion  exchange 
and  adsorption.  The  author’s  contentions  remain, 
in  his  own  words,  “unsubstantiated  by  clinical  in- 
vestigation”. 

J.  E.  Muldrey 
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A RESEARCH  MILESTONE 


Nilevar* 

(BRAND  OF  NORETHANDROIONE) 


Searle's  New  and  Practical  Steroid 
Specifically  for  Protein  Anabolism— 


It  has  long  been  recognized  that  a substance 
which  would  promote  protein  anabolism  would 
be  of  inestimable  value  in  therapy.  The  andro- 
gens have  this  property,  but  unfortunately  they 
also  exert  actions  on  secondary  sex  characteris- 
tics. These  effects  are  commonly  undesirable  in 
therapeutic  programs. 

THE  FIRST  STEROID  WITH  ANABOLIC  SPECIFICITY  — 

Nilevar.  the  newest  Searle  Research  develop- 
ment, therefore,  meets  a long  desired  clinical 
need  because  Nilevar  presents  the  first  steroid 
primarily  anabolic  for  protein  synthesis.  More- 
over. Nilevar  is  without  prominent  androgenic 
effects  (only  about  one-sixteenth  of  that  exerted 
by  the  androgens). 

ch3 

I 

ch2 


objective  and  subjective  response  — Orally  ef- 
fective, Nilevar  therapy  is  characterized  by  re- 
tention of  nitrogen,  potassium,  phosphorus  and 
other  electrolytes  in  ratios  indicative  of  protein 
anabolism.  Moreover,  subjectively  the  patient 
observes  an  increase  in  appetite  and  sense  of 
well-being. 

well  tolerated —Nilevar  has  an  extremely  low 
toxicity.  Laboratory  animals  fail  to  show  toxic 
effects  after  six  months  of  continuous  adminis- 
tration of  high  dosages.  Nilevar  should  not  be  ad- 
ministered to  patients  with  prostatic  carcinoma. 
Nausea  or  edema  may  be  encountered  infre- 
quently. Slight  androgenicity  may  be  evidenced 
on  high  dosage  or  in  particularly  responsive 
individuals. 

major  indications— Preparation  for  and  recov- 
ery from  surgery;  supportive  treatment  of  serious 
illnesses  (pneumonia,  poliomyelitis,  carcinomato- 
sis, tuberculosis);  recovery  from  severe  trauma 
and  burns;  decubitus  ulcers;  care  of  premature 
infants. 

dosage— The  daily  adult  dose  is  three  to  five 
Nilevar  tablets  (30  to  50  mg.)  but  up  to  100  mg. 
may  be  administered.  For  children  the  average 
daily  dose  is  1 to  1.5  mg.  per  kilogram  of  body 
weight;  individual  dosages  depend  on  need  and 
response  to  therapy. 

supply  — Nilevar  is  available  in  uncoated,  un- 
scored tablets  of  10  mg.  G.  D.  Searle  & Co.,  Re- 
search in  the  Service  of  Medicine. 


mrm 


^Trademark  of  G.  D.  Searle  & Co. 


AblMUMlMlf 

Tetracycline  Lederle 

in  the  treatment  of 

infections  in  surgery 

The  prevention  and  control  of  cellulitis, 
abscess  formation,  and  generalized  sepsis  has 
become  commonplace  technique  in  surgery 
since  Achromycin  has  been  available.  Leading 
investigators  have  documented  such  findings 
in  the  literature. 

For  example,  Albertson  and  Trout'  have  re- 
ported successful  results  with  tetracycline 
(Achromycin)  in  diverticulitis,  gangrene  of 
the  gall  bladder,  tubo-ovarian  abscess,  and 
retropharyngeal  abscess.  Prigot  and  his  associ- 
ates2 used  tetracycline  in  successfully  treating 
patients  with  subcutaneous  abscesses,  celluli- 
tis, carbuncles,  infected  lacerations,  and  other 
conditions. 

As  a prophylactic  and  as  a therapeutic, 
Achromycin  has  shown  its  great  worth  to 
surgeons,  as  well  as  to  internists,  obstetricians, 
and  physicians  in  every  branch  of  medicine. 
This  modern  antibiotic  offers  rapid  diffusion 
and  penetration,  quick  development  of  effec- 
tive blood  levels,  prompt  control  over  a wide 
range  of  organisms,  minimal  side  effects.  There 
are  21  dosage  forms  to  suit  every  need,  every 
patient,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vitamins. 
Broad-range  antibiotic  action  to  fight  infec- 
tion ; important  vitamins  to  help  speed  normal 
recovery.  In  dry-filled , sealed  capsules  for 
rapid  and  complete  absorption,  elimination 
of  aftertaste. 


filled  sealed  capsules 


1 Albertson,  H.A.  and  Trout,  H.  H.,  Jr.:  Antibiotics  Annual  1954-55, 
Medical  Encyclopedia,  Inc.,  New  York,  N.Y.,  1955,  pp.  599-602. 
2Prigot,  A.;  Whitaker,  J.  C.;  Shidlovsky,  B.  A.,  and  Marmell,  M. : 
ibid,  pp.  603-607. 
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Professional  men  who  have  studied  the 
microscopic  analysis  of  the  Viceroy  filter 
now  know  why  the  Viceroy  taste  is 
smoother— never  rough.  Only  Viceroy  has 
20,000  tiny  filters  in  every  tip— twice  as 


many  filters  as  the  other  two  largest-selling 
filter  brands.  That  is  why  Viceroys  are 
smoother  by  far— never,  never  rough.  That 
is  why  so  many  doctors  now  smoke  and 
recommend  Viceroys. 


Yes,  smoother  taste  because  there  are 


TWICE  AS  MANY  FILTERS 


IN  EVERY  VICEROY  TIP 


as  the  other  two  largest-selling  filter  brands! 


Viceroy’s  exclusive  filter  is  made  from 
pure  cellulose — soft,  snow-white,  natural! 


Viceroy 

filter  cjip 

CIGARETTES 


KING-SIZE 

. HP 
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NOW  AVAILABLE . . . 


a unique  new  antibiotic 
of  major  importance 
PROVED  EFFECTIVE  AGAIXST 
SPECIFIC  ORGANISMS 

(staphi/locorci  ami  proteus ) 


RESISTANT  TO  AEE  OTHER 

ANTIMICHORIAL  AGENTS 


SPECTRUM — most  gram-positive  and  certain 
gram-negative  pathogens. 

ACTION — bactericidal  in  optimum  concen- 
tration even  to  resistant  strains. 


(Crystalline  Sodium 


TOXICITY — generally  well  tolerated.  This  is 
more  fully  discussed  in  the  package  insert. 

ABSORPTION — oral  administration  produces 
high  and  easily-maintained  blood  levels. 

INDICATIONS — cellulitis,  pyogenic  derma- 
toses, septicemia,  bacteremia,  pneumonia 
and  enteritis  due  to  Staphylococcus  and  infec- 
tions involving  certain  strains  ot  Proteus  vul- 
garis; including  strains  resistant  to  all  other 
antibiotics. 

DOSAGE — four  capsules  (one  gram)  initially 
and  then  two  capsules  (500  mg.)  twice  daily. 

SUPPLIED— 250  mg.  capsules  of  ‘Cathomy- 
cin’,  bottles  of  16. 

‘CATHOMYCIN’  is  a trademark  of  A fere  k & Co.,  Inc. 


Philadelphia  1.  Pa. 
Division  of  Merck  &:  Co.,  Inc. 
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for  results  you  can  trust... 

J 

patients’  reports  you  can  rely  on... 


BRAND 

the  urine-sugar  test  with  the  Laboratory-Controlled  color  scale 

• clear-cut  color  changes 
in  the  clinically  significant  range 

• avoids  trace  reactions  that  confuse 
the  clinical  picture 

• close  correlation  with  quantitative  tests 

AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto 


05556 


a pause  for  reflection  . . . Operation  finished.  pHHr  You  sit  back  and 
relax.  Blockain*  anesthesia  lasted  long  enough  with  one  small  injection  so  that  you 
were  easily  able  to  proceed  from  incision  to  closure  without  pause  for  reinjection. 
Longer  anesthetic  duration  . . . You  did  that  accurate  reapproximation  of  skin 
edges  without  distortion  from  freshly  introduced  anesthetic.  And  more,  Blockain 
persisted  post  op.— you  had  no  complaints  of  uncomfortable  splints,  dressings  or 
tender  tissues.  Rapid  onset,  too  . . . You  recall  that  the  pre-incision  wait  was 
avoided.  A case  to  remember:  A 78-year-old  patient,  arteriosclerotic,  poor  liver 
function  with  a transcervical  fracture  of  left  femur,  underwent  a one-hour -and-20- 
minute  operation,  involving  internal  fixation  of  the  fracture  and  the  placement  of  a 
Smith-Petersen  nail,  with  one  injection  of  Blockain.  Effect  of  anesthetic:  “excel- 
lent.” Onset  of  anesthesia : “rapid.”  Only  60  cc.  of  Blockain  was  used.  A whiff  of 
nitrous  oxide  was  given  at  the  time  of  actual  hammering,  to  spare  the  patient  emo- 
tional trauma.  There  were  no  side  effects.  BLOCKAIN,  30  cc.,  0.5%  (5  mg./cc.). 
Write  GEORGE  A.  Breon  & CO.,  1450  Broadway,  N.  Y.  18  for  additional  information. 


-PROPOXY  ULRIVATIVE  OF  2- Dl  ETHYLAM I NOETH YL  A 


NOBCN.'OATE. 


*8LOCKAIN^  BRAND  OF  PPOPOXYCAINE  H YO  ROCH  LOR  I D E BREON. 
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TIMBER  LAWN  SANITARIUM 


For 

Nervous  and  Mental  Diseases 

Phone  Fairdale  2678  DALLAS  1,  TEXAS  P.  O.  Box  1769 

★ * 

Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational  ther- 
apy. All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 

THE  STAFF 

Guy  F.  Witt,  M.D.,  Medical  Director  Howard  M.  Burkett,  M.D.,  Associate  Psychiatrist 

Perry  C.  Talkington,  M.D.  ( _ James  K.  Peden,  M.D.,  Associate  Psychiatrist 

Chas.  L.  Bloss,  M.D.  ) ° 'reC  °r!  Fred  H.  Jordan,  M.D.,  Resident  Psychiatrist 

Mrs.  Anne  Gilcrease,  R.N.,  Director  of  Nurses 
Ralph  M.  Barnette,  Jr.,  Business  Manaaer 
Miss  Geraldine  Skinner,  Director  of  Occupational  Therapy 


For  the  modification  of 
measles  and  the  prevention 
or  attenuation  of  infectious 
hepatitis  and  poliomyelitis. 

LEDERLE  LABORATORIES  DIVISION 

AMERICAN  (yuuunkl  COMPANY 

PEARL  RIVER,  NEW  YORK 


organomercurial  diuretics 
" . ..permit  ingestion  of 
enough  salt  to  make  food 
palatable;  without  them, 
many  patients  would  lose 
their  appetites,  a conse- 
quence of  the  salt-free  diet 
which  has  occasionally  been 
known  to  cause  serious 
malnutrition/7^ 

^Modell,  W. : The  Relief  of  Symptoms,  Phil- 
adelphia, W.  B.  Saunders  Company,  1955, 
pp.  265-266. 
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in  respiratory  allergies 


(Buffered  Prednisone) 


ROUTINE 

CO-ADMINISTRATION 

MEANS 


Multiple 

Compressed 

Tablets 


Coflydeltra 


Clinical  evidence1' 2- 3 indicates  that 
to  augment  the  therapeutic  advan- 
tages of  prednisone  and  prednisolone, 
antacidsshould  be  routinely  co-admin- 
istered  to  minimize  gastric  distress. 

2.5  mg.  or  5 mg.  prednisone  or  prednisolone  with 
50  mg.  magnesium  trisiiicate 
and  300  mg.  aluminum  hydroxide  gel. 


itjt 

Philadelphia  1.  Pa. 
Division  of  Merck  & Co..  Inc.; 


References:  1.  Boland,  E.  W.,  J.A.M.A.  160:613. 

February  25.  1956.  2.  Margolis.  11.  M.,  el  al. 

J.A.M.A.  158:454.  June  11.  1955.  3.  Bollet.  A.  J.. 
el  al.  J.A.M.A.  158:459,  June  11.  1955. 

'CO-DELTRA'  and  'CO-HYDELTRA'  are  the  trademarks  of  Merck  & Co..  Inc. 


ALL  THE  BENEFITS  OF  THE  “PREDNI-STEROIDS"  PLUS  POSITIVE  ANTACID  ACTION  TO  MINIMIZE  GASTRIC  DISTRESS 


'8MM 
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HAY  FEVER, 


COLDS, 

SINUSITIS 


ft 


■ 

DELIVERS  FINE  EVEN  SPRAY 


A physiologically  balanced  formulation  of 
three  well  known  and  widely  used  compounds 


LEAKPROOF 


N eo-Synephrine*  HCI,  0.5% 


dependable  decongestant 


T henfadiP  HCI,  0.1% 


powerful  antihistaminic 

Z ephiran®  Cl,  1 :5000 

wetting  agent  and 
antibacterial 


Supplied  in 
spray  bottle 
containing  20  cc. 


LABORATORIES  • NEW  YORK  18.  N Y. 


NTZ,  Neo-Synephrine  (brand  of  phenylephrine),  Thenfadi! 


tbrand  of  thenyldiomine)  and  Zephiran  (brand  of  benzalkonium, 
as  chloride,  refined),  trademorks  reg.  U.S.  Pal.  Off. 
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because  a diuretic 
should  be  able  to  control 
any  degree  of  failure 


PATIENTS  IN  FAILURE  NEED  AN  ORGAN OME RCURI AL 


Certain  diuretics  are  apt  to  mask  the  gradual  onset  of  severe  failure  because  they 
are  effective  only  in  the  milder  ambulatory  cardiacs.  The  recurrent  accumulation  of 
fluid  permitted  by  intermittent  or  arbitrarily  limited  dosage  must  eventually  pro- 
gress to  more  severe  decompensation. 


Because  they  can  control  any  grade  of  failure,  the  organomercurials  improve  prog- 
nosis and  prolong  life. 

TABLET 


NEOHYDRIN 

BRAND  OF  CH  LORM  ERODR  I N ( ia  3 mg  of  3-ch lorom ercuri  2 methoxy  propylurea 

EQUIVALENT  TO  10  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 


LAKESI DE 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


013  5 6 
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How  +©  win  friends  ... 


The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
25^  Bottle  of  48  tablets  (1A  grs.  each). 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  I nc. 

1450  Broadway,  New  York  18,  N.  Y. 


ADVERTISEMENT  DEPARTMENT 


29 


A tranquilizer  well  suited  for  prolonged  therapy 


NO  ORGANIC 
CONTRAINDICATIONS 


reported  to  date 


• well  tolerated,  non-addictive,  essentially  non-toxic 

• no  blood  dyscrasias,  liver  toxicity,  Parkinson -like  syndrome  or  nasal  stuffiness 

• chemically  unrelated  to  chlorpromazine  or  reserpine 

• does  not  produce  significant  depression 

• orally  effective  within  30  minutes  for  a period  of  6 hours 
Indications:  anxiety  and  tension  states,  muscle  spasm. 


the  original  meprobamate — 2-methyl-2-n-propyl-l, 3-propanediol  dicarbamate — U S Patent  2,724,720 
SUPPLIED:  400  mg.  scored  tablets.  Usual  dose:  1 or  2 tablets  t.i.d. 

DISCOVERED  AND  INTRODUCED  by  Wallace  Laboratories,  New  Brunswick,  N.  J. 

Literature  and  Samples  Available  on  Request 


so 
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BUTAZOLIDIN 

(phenylbutazone  geigy) 


potent,  specific 
anti-arthritic 


Based  on  an  impressive  background  of  achievement  attained 
over  a period  of  four  years  involving  both  long-term  and 
short-term  therapy  in  all  the  major  forms  of  arthritis, 
Butazolidin  is  recognized  as  one  of  the  most  effective 
anti-arthritic  agents  currently  available. 

relieves  pain 
improves  function 
resolves  inflammation 

Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar 
with  its  use  are  urged  to  send  for  literature  before  prescribing  it. 


rflW  GEIGY  PHARMACEUTICALS.  Division  of  Geigy  Chemical  Corporation.  New  York  13,  N Y. 
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results  are  obtained 
with  Sterane'  — 3 to  5 
times  more  active  than 
hydrocortisone  or  cortisone. 

BREATHING 

capacity  is  greatly  enhanced. 
“Relief  of  symptoms  is  more 
complete  and  maintained  for 
longer  periods  with  relatively 
small  doses.”2 


BALANCE 


of  minerals  and  fluids  usually 
remains  undisturbed.  This 
proves  “especially  advan- 
tageous in  those  patients  with 
cardiac  failure  requiring 
therapy . . .”3 


in  bronchial  asthma 


brand  of  prednisolone 


Supplied:  White,  5 mg.  oral  tablets, 
bottles  of  20  and  100.  Pink,  1 mg. 
oral  tablets,  bottles  of  100. 

Both  deep-scored. 


I . Johnston,  T.  G.,  and  Cazort,  A.  G. : 

J.  Allergy  27:90, 1956.  2.  Schwartz,  E.: 
New  York  J.  Med.  56:570, 1956. 

3.  Schiller,  I.  W.,  et  al. : J.  Allergy 
27:96,  1956. 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  New  York 
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POLYSPORIN 


POLYMYXIN  B-BACITRACIN  OINTMENT 


Orand 


tb  UuJM,  bAMt-QjoeAM 


For  topical  use:  in  Vi  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  '/«  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  N.  V, 


I lydro  € or  tone  -T.B.A. 

(HYDROCORTISONE  TERT/ARY-BUTYIACETATE,  MERCK) 

produces  superior  results  — greater 

symptomatic  relief  and  longer-lasting 
remissions  — in  both  rheumatoid 

arthritis  and  osteoarthritis. 


SUPPLIED:  SALINE  SUSPENSION  HYDROCORTONE-T.B.A. — 25  MG./CC.,  VIALS  OF  5 CC. 

References:  1.  Hollander,  J.  1.,  Ann.  New  York  Acad.  Sc.  61:51 1,  May  27,  1955. 

2.  Hollander,  J.  lv  et  ol.  J.A.M.A.  158.476,  June  11,  1955. 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co..  Inc. 
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WHAT  IS  THE  DIFFERENCE 
BETWEEN  A TRANQUILIZER 
AND  A SEDATIVE? 


Comparison  of  the  e ffect  of  Raudixin  (tranquilizer)  and  a 
barbiturate  (sedative)  on  the  cortical  electroencephalogram 


No  drug. 


After  Raudixin.  E.  E.  G.  not  altered. 


After  barbiturate.  Typical  “spindling”  effect. 


I 


Because  barbiturates  and  other  sedatives  depress  the  cerebral  cor- 
tex, the  sedation  achieved  is  accompanied  by  a reduction  in  mental 
alertness. 

Raudixin  acts  in  the  area  of  the  midbrain  and  diencephalon,  and 
does  not  depress  the  cerebral  cortex.  Consequently,  the  tranquiliz- 
ing  (ataractic)  effect  achieved  is  generally  free  of  loss  of  alertness. 


RAUDIXIN 

Squibb  Whole  Root  Rauwolfia  Serpentina 


dosage:  100  mg.  b.i.d.  initially;  may  be  adjusted  within  a range  of  50 
mg.  to  500  mg.  daily.  Most  patients  can  be  adequately  maintained  on 
100  mg.  to  200  mg.  per  day. 


supply:  50  mg.  and  100  mg.  tablets;  bottles  of  100,  1000  and  5000. 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 


'RAUDIXIN*®  IS  A SQUIBB  TRADEMARK 
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The  High  Protein  Diet 
fits  any  budget! 

Getting  enough  high-quality  protein  in  your  patient’s 
diet  doesn’t  require  an  unlimited  budget.  Meat,  of 
course,  is  an  outstanding  source,  but  it  can  easily  be 
reinforced  with  other  protein  foods. 

Mix  a protein  bonus  in  the  main  dishes — 

Your  patient  can  add  skim  milk  powder  along  with  the 
seasonings  in  meat  loaf — then  hide  hard-cooked  eggs  inside 
for  a bright-eyed  surprise. 

A fluffy  omelet  folded  over  penny-sliced  frankfurters,  ground 
cooked  meat,  flaked  fish  or  cheese  is  both  tempting  and 
economical. 

And  a green  salad  topped  generously  with  shoestrings  of 
meat  and  cheese  carries  its  weight  in  protein. 


Then  add  more  to  the  rest  of  the  meal — 

Cottage  cheese  is  happily  versatile.  It  tops  any  salad — fruit, 
vegetable,  flaked  fish.  Makes  a pleasing  spread,  too,  especially 
on  dark  breads.  Thinned  with  milk  and  mixed  with  chili  sauce, 
it’s  a zesty  salad  dressing.  Or  a good  amount  can  be  whipped 
into  mashed  potatoes. 

An  egg  white  whipped  into  fruit  juice  makes  a frothy  flip. 
Or  you  might  suggest  gelatin  instead. 

And  a fruit-cheese  dessert  is  a gourmet’s  delight.  Pears  go 
with  blue  cheese,  apples  with  Camembert,  orange  sections 
with  cream  or  cottage  cheese. 

Even  in  the  budgetwise  diet,  variety  is  not  only  possible 
but  necessary  to  assure  adequate  intake  of  all  the  essential 
amino  acids.  And  a glass  of  beer*  along  with  it  can  add 
zest  and  flavor  to  the  most  simple  meal. 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 

*PrOtein  0.8  Gm.  Calories  104/8  OZ.  glass  (Average  of  American  BeersJ 


If  you’d  like  reprints  for  your  patients,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 
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better  tolerated, 
notably 
hypoallergenic 


dextrogen' 


Better  tolerated  by  all  infants  because  the  low  fat 
content  is  uniformly  dispersed  by  homogenization 
and  is  readily  emulsified.  Easy  assimilation  of  Dex- 
trogen  is  assured  by  its  mixed  carbohydrates  which 
provide  for  spaced  absorption. 

Less  allergenic  because  special  heat  treatment  de- 
creases the  likelihood  of  protein  absorption  before 
reduction  to  amino  acids. 

The  generous  amount  of  protein  in  Dextrogen  is 
more  digestible  because  of  zero  curd  tension. 


Dextrogen  is  a concentrated 
liquid  formula  made  from 
whole  milk  modified  with 
dextrins,  maltose  and  dex- 
’ trose,  and  fortified  with  vi- 
tamin D.  Provides  all  known 
infant  nutrients  except  vi- 
tamin C.  The  cost  of  baby’s 
formula  is  less  than  a penny 
per  ounce. 


THE  NESTLE  COMPANY,  INC. 

Professional  Products  Division 
White  Plains,  New  York 


.NESTLE  — A time-honored  name  in  the 


field  of  infant  nutrition 
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is  the  symbol 
of  the 

Standardized 

Tablets 

Quinidine  Sulfate 

Natural 

. 0.2  Gram 
(approx.  3 grains) 
produced  by 

Davies,  Rose  & Co.,  Ltd. 

By  specifying  the  name,  the 
physician  will  be  assured  that  this 
standardized  form  of  Quinidine 
Sulfate  Natural  will  be  dispensed 
to  his  patient. 

(Clinical  samples  sent  to  physicians 
on  their  request 

Davies,  Rose  & Co.,  Ltd. 
Boston  18,  Mass. 

Q4 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
''PREMARINI 

widely  used 

y 

natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y • Montreal,  Canada 
5645 
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Only  Meat 
...  is  Meat 

Suppose  we  suddenly  found  ourselves  in  a 
"Brave  New  World,”  in  which  all  the  rich  protein,  the  B 
vitamins  (including  the  important  B12),  the  minerals,  and 
all  the  other  nutrients  of  a juicy  steak  or  a succulent  pork 
chop  could  be  compressed  into  a capsule.  Suppose  we  were 
to  take  one  or  two  such  capsules  each  day.  What  would 
happen? 

Would  we  be  just  as  healthy?  Would  we 

be  as  happy? 

There  is  something  about  man’s  wish  for 
meat  that  cannot  be  satisfied  by  chemical  or  mathematical 
analyses.  The  feeling  of  satisfaction,  the  downright  enjoy- 
ment of  biting  into  and  chewing,  the  pleasurable  effect  of 
having  eaten  well  ...  all  these  make  meat  more  than  just 
an  impressive  list  of  essential  nutrients.  Long  before  man 
knew  anything  about  the  science  of  nutrition  he  knew  meat 
was  part  and  parcel  of  his  health  and  his  joy  of  eating  and 
of  living. 

Other  foods  may  be  fortified  and  enriched, 

but  none  can  ever  take  the  place  of  meat. 

Only  meat  is  meat. 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office.  Chicago . . . Members  Throughout  the  United  States 
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NOW  AVAILABLE... 


a unique  new  antibiotic 
of  major  importance 
PROVED  EFFECTIVE  AGAINST 
SPECIFIC  ORGANISMS 

(, staphylococci  and  proteus ) 

RESISTANT  TO  AEE  OTHER 


ANTIMICRORIAL  AGENTS 


gram-negative  pathogens. 

ACTION  — bactericidal  in  optimum  concen- 
tration even  to  resistant  strains. 

TOXICITY — generally  well  tolerated.  This  is 
more  fully  discussed  in  the  package  insert. 

ABSORPTION — oral  administration  produces 
high  and  easily-maintained  blood  levels. 

INDICATIONS  — cellulitis,  pyogenic  derma- 
toses, septicemia,  bacteremia,  pneumonia 
and  enteritis  due  to  Staphylococcus  and  infec- 
tions involving  certain  strains  of  Proteus  vul- 
garis; including  strains  resistant  to  all  other 
antibiotics. 

DOSAGE — four  capsules  (one  gram)  initially 
and  then  two  capsules  (500  mg.)  twice  daily. 

SUPPLIED—250  mg.  capsules  of  ‘Cathomy- 
cin’,  bottles  of  16. 

‘CATHOMYCIN’  is  a trademark  of  Merck  & Co.,  Inc. 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 
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NOW 


Our  Direct  Teletype  Service 
Brings  Anything  You  Need 


NOW! 


Through  your  local  Mueller  representatives  you  now  have  access  to  all  our 
world-wide  resources  for  fine  surgical  instruments,  equipment,  supplies — 
everything  you  need.  Fast  teletype  service,  in  addition  to  substantial  local 
stocks,  brings  you  fast  deliveries.  Highest  quality,  too,  and  at  reasonable  cost. 


Instruments  For  All  Surgery 
Office  and  Hospital  Furniture 
Surgical  Equipment 
Explosion-Proof  Ether-Vacuum  Units 
Mueller  Surgical  Pumps 
Mueller  Electronic  Tonometer 
Mueller  Giant  Eye  Magnet 
Rubber  Goods — Sundries 
Sutures — Dressings — All  Kinds 


Instrument 
Makers 
To  The 
Profession 

Since  1895 


EXCELLENT  REPAIR  SERVICE 

Take  advantage,  too,  of  our  competent 
repair  service  . . . Money-saving  repairs 
of  your  diagnostic  and  surgical  instru- 
ments are  made  promptly  and  prop- 
erly . . . Our  main  plant  has  complete 
facilities  for  thorough  reconditioning, 
resharpening  and  replating. 


^^cMuelleSi  & Gy. 


IN  DALLAS 

Medical  Arts  Building 
Telephone  PRospect  4881 


IN  HOUSTON 
Hermann  Prof.  Building 
Telephone  JAckson  3-8133 


MAIN  PLANT  AND  GENERAL  OFFICES:  330  SOUTH  HONORE  STREET,  CHICAGO  12 


PATENTED  ARCH  SUPPORT  CONSTRUC- 
TION — WIDE  STEEL  SHANK  IMBEDDED 
IN  PLASTIC  COMPOUND  ★ 


• Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

S end  for  free  booklet,  “ The  Preservation  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot." 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency . Refer  to  your  Classified  D i rectory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company  ^ 


MEDICAL  BOOKS 
Of  All  Publishers 

Any  book  on  Medicine,  Surgery,  and 
Nursing 


J.  A.  MAJORS  COMPANY 

1301  Tulane  Ave. 

NEW  ORLEANS  12,  LA. 

Catalogs  cheerfully  sent  upon  request 


We  appreciate 

our  Advertisers 

Patronise  them 
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If  you  could 


with  a user  of  the  Picker  Anatomatic 
Century  x-ray  unit  you'd  soon  know 
why  this  remarkable  "new  way  in  x-ra 
machine  has  come  so  far  so  fast. 


new  way  in  x-ray" 


He'd  probably  tell  you  first  how  incredibly  easy  it  is  to  use 

• • • 


P.P.S.  Next  best  thing  is  to  call  your  local  Picker  man  in  and 
let  him  tell  you  about  this  great  new  machine  (find  him  in  your 
'phone  book)  or  write  Picker  X-Ray  Corporation,  25  South  Broadway, 
White  Plains,  N.  Y. 


P.S.  Somewhere  along  the  line  the  matter  of  price  would 
come  up  ...  he'd  most  likely  comment  on  how  little  he  paid 
to  get  so  much.  Or  he  might  even  be  among  those  who  rent 
their  x-ray  machine  (Picker  has  an  attractive  rental  plan, 
you  know ) . 


Picker  office  for  LOUISIANA  and  Mississippi  is  1220  St.  Charles  Avenue,  New  Orleans  13,  La. 
Alexandria,  La.,  3020  Dennis  Street  Jackson,  Miss.,  2364  Payden  Street 
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INDEX  TO  ADVERTISERS 


American  Meat  Institute  38 

Ames  Company,  Inc 22 

Ayerst  Laboratories  37 

The  Bayer  Company  28 

George  A.  Breon  & Co.  23 

Brown  & Williamson  Tobacco  Corp — 20 

Browne-McHardy  Clinic  6 

Burroughs- Wellcome  & Co.  32 

Ciba  Pharmaceutical  Products,  Inc.  1 

Davies,  Rose  & Co.,  Ltd.  — 37 

Department  of  Health  Second  & Third  Covers 

Dreamland  Inn  3 

Foot-so-Port  Shoe  Co 40 

Geigy  Pharmaceuticals  30 

The  Earle  Johnson  Sanatorium  3 

Katz  & Besthoff,  Ltd.  3 

Lakeside  Laboratories  3,  24,  27 

Lederle  Laboratories  18,  19,  24 

Eli  Lilly  & Company  Front  Cover  & 16 

Louisiana  Coca-Cola  Bottling  Co 1 


Louisiana  Pathology  Society  12 

J.  A.  Majors  & Company  40 

V.  Mueller  & Co.  40 

The  Nestle  Co.,  Inc 36 

Parke,  Davis  & Company  4,  5 

Peacock  Surgical  Co.,  Inc 6 

Pfizer  Laboratories  . 2,  31 

Picker  X-Ray  Corporation  41 

Professional  Cards  43,  44 

Schering  Corporation  7,  Facing  page  8,  13,  14,  15 

G.  D.  Searle  & Company  17 

Sharp  & Dohme,  Inc.  9,  10,  11,  21,  25,  33,  39 

Smith,  Kline  & French  Laboratories  ..Back  Cover 

E.  R.  Squibb  & Sons  34 

Timberlawn  Sanitarium  24 

United  States  Brewers  Foundation,  Inc 35 

Wallace  Laboratories  29 

Winthrop  Laboratories,  Inc.  26 

Wyeth  Laboratories,  Inc.  8 


— 

One  out  of  three  who  died  of  cancer 

last  year  could  have  heeu  suved! 


To  alert  the  practicing  physician  to  suspect  and  diagnose  cancer  early  — 
the  American  Cancer  Society  has  available  for  you  a film  series  of 
Physicians’  Conferences  on  Cancer. 

^'Kinescopes  of  live,  color,  closed-circuit  television  programs, on 
early  diagnosis  and  treatment  of  cancer,  present  outstanding  clinicians. 

These  24  film  programs  — the  nucleus  of  a course  on  cancer  for  the 
General  Practitioner  — cover  virtually  all  cancer  sites  and  types. 

They  center  around  panel  discussions,  laboratory  techniques,  case 
histories,  x-ray  findings,  histopathology,  statistical  data, 
and  operative  procedures. 

Professional  Films  and  services  available  to  the  doctor  in  his  own 
community  may  be  obtained  through  your  Division  of  the 


American  Cancer  Society 


• APPROVED  BV  THE  AMERICAN  ACADEMY  OF  GENERAL  PRACTICE  FOR  INFORMAL  STUDY  CREDIT  (H  MM  COLOR  SOUND  FILMS.  RUNNING  TIME  SO  SO  MINUTES) 
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PROFESSIONAL  CARDS 

The  Baton  Rouge  Clinic 

134  North  I9th  St. 

Telephone  8-5361 

Ear,  Nose  & Throat  Internal  Medicine  Urology 

Gerald  Joseph,  M.  D.  Cheney  Joseph,  M.  D.  Mortimer  Silvey,  M.  D. 

Charles  Prosser,  M.  D. 
Roger  J.  Reynolds,  M.  D. 

Eye  Obstetrics  & Gynecology  Surgery 

Dalton  S.  Oliver,  M.  D.  Melvin  Schudmak,  M.  D.  Joseph  Sabatier,  M.  D. 

J.  P.  Griffon,  M.  D.  Charles  Mosely,  M.  D. 

SELLERS  AND  SANDERS  CLINIC 

4414  Magnolia  Street 

New  Orleans 

Gynecology  and  Obstetrics 

Surgery 

Dr.  Thomas  Benton  Sellers 

Dr.  John  T.  Sanders 

Dr.  Simon  V.  Ward 

Dr.  Charles  R.  Walters 

Dr.  Julius  T.  Davis 

Green 

Clinic 

709  South  Vienna  Street 

Ruston,  Louisiana 

Surgery 

Radiology 

Marvin  T.  Green,  M.D. 

M.  Ragan  Green,  M.D. 

LaMoyne  C.  Bleich,  M.D. 

Internal  Medicine 
Henry  S.  Roane,  M.D. 

Obstetrics  and  Gynecology 

Robert  W.  Sharp,  M.  D. 

Carl  L.  Langford,  M.D. 

Joe  L.  Smith,  Jr.,  M.D. 

David  M.  Hall,  M.D. 

Dentistry 

L.  Felton  Green,  D.D.S. 

Pediatrics 

Benjamin  C.  Baugh,  D.D. 

Bruce  W.  Everist,  M.D. 

Eye,  Ear,  Nose  and  Throat 

0.  Wharton  Brown,  Jr.,  M.D. 

Harold  H.  Harms,  M.D. 

D.  A.  CASEY,  M.  D. 

DR.  R.  ROSS,  JR. 

Otolaryngology 

Fenestration  Surgery 

SKIN  DISEASES 

4022  Canal  St.  GAlvez  2176 

3927  Jefferson  Highway  VErnon  5-3060 

802  Pere  Marquette  Bldg.  CA.  0202 

DR.  EUGENE  L.  WENK 

DR.  RICHARD  W.  VINCENT 

GERIATRICS 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

206  Physicians  & Surgeons  Bldg. 

1320  ALINE  STREET 

SHREVEPORT,  LA. 

TWinbrook  5-4561 
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PROFESSIONAL  CARDS 

DR.  NATHAN  H.  POLMER 

Phjiicil  Medicine Rehabilitation 

2209  Carondelet  St. 

2 - S P.  M. 

Off.:  CA  0171  Res.:  CA  3946 

BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
CAnal  7697  By  Appointment 

DR.  B.  G.  EFRON 
DR.  STANLEY  COHEN 

ASTHMA,  HAY  FEVER,  AND  OTHER 
ALLERGIC  DISEASES 

1441  Delachaise  Street  New  Orleans 

THE  OWENS  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  Street 
New  Orleans  13,  Louisiana 
Telephone:  CAnal  0106 

DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  TW.  1-4094 

New  Orleans 

JAMES  W.  BURKS,  JR.,  M.  D. 

for 

DISEASES  OF  THE  SKIN 
SCAR  REMOVAL  BY  ABRASION 

925  Maison  Blanche  Bldg. 

New  Orleans  16,  La. 

RA.  4829 

DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Blanche  Building 
RA.  0873  By  Appointment 

KENNETH  A.  RITTER,  M.  D. 
ROBERT  G.  HEAD,  M.  D. 

Psychiatry  and  Neurology 
8211  Apricot  Street 
New  Orleans 

WA.  2324  By  Appointment 

J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  TW.  5-6681 

FRANK  H.  MAREK,  M.  D. 
Radiologist 

2204  So.  Ryan  Street  Lake  Charles,  La. 

Phone  4071  or  6-9242 

Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 

DR.  C.  S.  HOLBROOK 

PRACTICE  LIMITED  TO  NERVOUS 
AND  MENTAL  DISEASES 

Hours:  10  to  12,  by  Appointment 
Office:  3431  Prytania  Street 
Opposite  Touro  Infirmary 

DR.  HARRY  ZOLLER 

TEMPORAL  BONE  SURGERY 
and 

FENESTRATION.  FOR  OTOSCLEROSIS 

1109  Pere  Marquette  Building 
RA.  2535  By  Appointment 

DR.  CARL  N.  WAHL 
Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg. 
MAgnolia  3216 

DR.  REICHARD  KAHLE 

CARDIOVASCULAR  & THORACIC 
SURGERY 

1441  Delachaise  St.  By  Appointment 

The  Cancer  Commission  of  the  Louisiana  State  Medical  Society 

ACS  SUMMER  FELLOWSHIPS  AID 
MEDICAL  STUDENTS 

Medical  and  advanced  science  students  will  be  able  to 
continue  their  educational  experiences  through  the  sum- 
mer months  as  a result  of  the  newly  inaugurated  summer 
student  fellowships  of  the  Louisiana  Division  of  the 
American  Cancer  Society. 

The  seven  fellowships  of  $600  each  awarded  this  year 
went  to  Tulane  and  LSU  medical  students  and  an  ad- 
vanced science  student  at  Louisiana  Polytechnic  Institute 
in  Ruston. 

Working  under  the  direction  of  experienced  investi- 
gators, the  Fellows  will  explore  problems  and  techniques 
in  research  on  cancer  related  questions.  Some  may  be 
attracted  into  careers  in  investigation. 

Of  the  thousands  of  dollars  granted  annually  from 
national  cancer  sources,  none  is  presently  serving  this 
need  to  which  the  Louisiana  Division,  ACS,  summer  stu- 
dent fellowship  program  is  addressing  itself. 
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announcing 
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Cytomel 


* 


T.rt'c  * 

\ • 

a new  agent  for  treatment  of 


.sjki  T. 


metabolic  insufficiency 


Because  it  exerts  its  metabolic  effect  directly  at  the  cel- 
lular level,  'Cytomel’  offers  the  first  positive  treatment 
for  the  many  clinical  problems  caused  by  metabolic  in- 
sufficiency— such  as  physical  sluggishness,  slowed-down 
mental  capacity  and  decreased  emotional  control,  and 
decreased  function  in  various  organs  and  organ  systems. 

'Cytomel’  works  swiftly — a positive  effect  will  often  be 
seen  within  several  days  in  patients  suffering  from  meta- 
bolic insufficiency. 

★Trademark  for 

'Cytomel’  Tablets  are  available  in  two  strengths: 

L-triiodothyronine,  S.K.F. 

5 meg.  and  25  meg.  of  L-triiodothyronine,  S.K.F.,  as 
the  sodium  salt.  In  bottles  of  100. 


Smith,  Kline  & French  Laboratories,  Philadelphia 
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FOR  THOSE  WHO  DEVELOP 
NASAL  CONGESTION 
ON  RESERPINE  THERAPY 


'Sandril’  c Pyronil’ 

(SKSERPINE,  LILLY)  (PYHllOHIITAMINP..  I.II  I.vl 


P ‘ 


(PYRROBUTAMINE,  LILLY) 

About  50%  of  all  patients 
experience  this  annoying  side- 
effect.  'Sandril’  c 'Pyronil’ 
relieves  75%  of  those  affected. 

Each  tablet  combines  0.25  mg. 
'Sandril’  and  7.5  mg.  'Pyronil.’ 


Second  Class  Mail  Privileges  Authorized  at  New  Orleans,  Louisiana 


ADVERTISEMENT  DEPARTMENT 


POLIO  VACCINE 

From  best  available  statistics,  Salk  Polio  Vaccine  is 
highly  effective  in  the  prevention  of  Poliomyelitis. 

The  supply  of  vaccine  now  equals  the  demand. 

The  Advisory  Committee  recommends  that  immuniza- 
tions be  continued  throughout  the  summer  months,  and 
as  many  of  the  susceptibles  as  possible  in  the  eligible 
age  group  be  immunized. 

The  eligible  age  group  in  our  public  clinics  is,  under 
20  years  and  all  pregnant  women. 
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DRINK 


Every  Bottle  Sterilized 


irasenline- 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Trasentine®  hydrochloride  ( adiphenine 
hydrochloride  C1BA)  and  20  mg.  phenobarbital,, 


C I B A 

Summit , N.  J. 


Z/222IH 
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Peach-flavored, 
peach-colored,  newest 
liquid  form  of  the 
established  broad- 
spectrum  antibiotic . . . 
TERRAMYCIN«t 

125  mg.  per  5 cc. 
teaspoonful; 
specially  homogenized 
for  rapid  absorption; 
bottles  of  2 fl.  oz. 
and  1 pint,  packaged 
ready  to  use. 


delightful  peach  taste  in 
broad- spectrum  therapy 


TERRABOjY 

BRAND  OF  OXYTETRACYCLINE  HOMOGENIZED  MIXTURE 


Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc., 


Brooklyn  6,  N.  Y. 


tBrand  of  oxytetracycline 
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THE  EARLE  JOHNSON 

SANATORIUM  I 

! 

: “lii  the  Mountains  of  Meridian ” \ 

I 

! ROLAND  E.  TOMS,  M.  D. 

! Psychiatrist-in-Chief 

I i 

Diplomate  in  Psychiatry  of  the  American  Board 
of  Psychiatry  and  Neurology. 

; ! 

! Specialized  treatments  in  mental  disorders  and  al- 
coholic and  drug  addictions,  including: 

: 

Electro-convulsive  therapy  ! 

! Mid-brain  stimulation 

■ 

Deep  insulin  therapy 
Psychotherapy 

Geriatrics  j 

j i 

Write  P.  O.  Box  106  ! 

or  j 

Telephone  3-3369  j 

! MERIDIAN,  MISSISSIPPI 

+ — + 


“...in  patients 
with  moderately 
severe  and  severe 
cardiac  failure, 
neohydrin 
is  the  oral  diuretic 
of  choice.”* 

sftMoyer,  J.  H.,  and  others: 

J.  Chronic  Dis.  2:670,  1955. 


You  Know— 

that  we  know! 

TRUSTED  MANY  MILLIONS  OF  TIMES 


Prescription  Headquarters  Since  1905 


SEND  YOUR  PATIENTS  TO 

DREAMLAND  INN 

WAVELAND,  MISS. 

On  the  beautiful  Gulf  of  Mexico.  Only  48  miles 
from  New  Orleans.  Ambulance  service  to  return  pa- 
tients to  the  office  of  their  physician  for  treatment. 

2-t  Hour  Nursing  Service 
Excellent  Cuisine  Artesian  Water 

Healthy  Ozone  Pine  Air 

Air  Conditioned  Central  Heating  System 

Private  and  Semi-Private  Rooms 
Modern  Equipment  Reasonable  Rates 

Phones  Waveland  9110  and  Waveland  282 
200-300  BEACH  BOULEVARD 

Licensed  and  Approved  by  the  Medical  Profession 
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that  the  epileptic  patient 
may  enjoy  fuller  life 


DILANTIN*  SODIUM 

(diphenylhydantoin  sodium,  Parke-Davis) 

For  patients  with  grand  mal  and  psychomotor  seizures , 


DILANTIN  — alone  or  in  combination  — continues  as  an 
anticonvulsant  of  choice.  Effective  control  of  seizures, 
with  resulting  greater  social  acceptance  and  increased 
vocational  opportunities,  forecasts  a fuller  life  for  such 
patients.  DILANTIN  has  little  or  no  hypnotic  effect. 


DILANTIN  Sodium  is  supplied  in  a variety  of  forms  — 

including  Kapseals®  of  0.03  Gm.  {%  gr.) 

and  0.1  Gm.  (1 % gr.)  in  bottles  of  100  and  1,000. 


taiwwi 


MIL0NTIN 


® 

Kapseals  and  Suspension 


(phensuximide,  Parke-Davis) 


For  patients  with  petit  mal  epilepsy,  a drug  of  choice  in 
initiating  treatment  — with  very  few  and  mild  side  effects. 


MIL0NTIN  Kapseals,  0.5  Gm. , bottles  of  100 
and  1,000;  also  available  as  MIL0NTIN  Suspension 
(250  mg.  per  4 cc.)  in  16-ounce  bottles. 

For  patients  with  mixed  grand  mal-petit  mal  epilepsy, 
compatibility  permits  use  of  DILANTIN  with  MIL0NTIN. 


c.  A \t 


PARKE,  DAVIS  & COMPANY  DETROIT,  MICHIGAN 


80060 
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METRETON 

METICORTEN  (PREDNISONE)  PLUS  CIILOR-TRIMETO.Y  WITH  ASCORBIC  ACID 


A 

ft 


sive 


Pa, 


For  prompt  and  effective  relief,  especially  in  many  resistant  allergic  disorders,  Metreto? 1" 
affords  the  benefits  of  two  established  agents  with  unexcelled  anti-inflammatory,  anti— 
allergic  and  antipruritic  effectiveness,  supported  by  essential  vitamin  —for  stress 
support  and  for  postulated  effect  on  prolonging  steroid  action  no  better  corticosteroid 
— original  brand  of  prednisone... minimal  electrolyte  effects — Meticorten  no  better  anti- 
hist  a min  — unexcelled  in  potency  and  freedom  from  side  effects  — Ciilor-Trimeto> 

effective  against  bay  fever,  pollen  asthma,  perennial  rhinitis,  acute  and  chronic  urticaria  11 

I Mi  t 1 1 

angioneurotic  edema,  drug  reactions,  inflammatory  and  allergic  eye  disorders,  prurith  pi 
and  contact  dermatoses. 

Eacli  tablet  of  Metreton  provides  2.5  mg.  of  Meticorten  (prednisone),  2 mg.  of  CiiLon-TiuMETOr 
maleatc  (chlorprophenpyridamine  maleate),  and  75  mg.  ascorbic  acid. 

suppliet  Metreton  Tablets,  bottles  of  30  and  100. 


/%6Ur 

M ET RETON 

1ETICORTELONE  (PREDNISOLONE)  PLUS  CIILOR-TRIMETON  > 

quickly  clears  nasal  passages  • avoids  rebound  engorgement  and 
sympathomimetic  side  effects  • safe  even  for  cardiacs,  hyperten- 
sives, children,  pregnant  patients  • 

Composition : Contains  2 mg.  (0.2%)  Meticortelone  acetate  (prednisolone  ace- 
tate) and  3 mg.  (0.3%)  of  Chloh-Trimeton  gluconate  (chlorprophenpyridamine 
gluconate)  in  each  cc. 

Packaging  15  cc.  plastic  “squeeze”  bottle,  box  of  1. 

Metreton,*  bland  of  corticoid- antihistamine  compound;  Meticorten,*  brand  of  prednisone; 
Meticortelone,®  brand  of  prednisolone;  Culor-Trimeton,®  brand  of  chlorprophenpyridamine 
preparations.  *t.m.  htj-576 


NASAL  SPRAY 


METRETON 

TABLETS 


METRETON 


Schering 


Schering 


/ 
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Browne- McHardy  Clinic 


Diagnostic  and  Therapeutic 
Facilities 

Internal  Medicine  and 
Gastroenterology 

Surgery 

Orthopedics 

Gynecology  and  Obstetrics 

Radiology — X-ray  and 
Radium  Therapy 

Laboratory  and  Research 
Departments 

Urology 

Endoscopy 

Otolaryngology-Ophthalmology 

Neuropsychiatry 

Hotel  Facilities  Available 


3 6 3 6 ST.  CHARLES  AVENUE 

Phone  TW inbrook  9-2376  • New  Orleans,  La. 


In  Stock  for  Immediate  Delivery  to  you 

Products  of 

BALTIMORE  BIOLOGICAL  LABORATORY,  INC 
(Sensitivity  Discs- Culture  Media) 

HYLAND  LABORATORIES 
(Blood  Diagnostic  Reagents) 

WARNER-CHILCOTT  LABORATORIES 
(Simplastin  - Diagnostic  Plasma) 

ALCONOX 


PEACOCK, 


SURGICAL  COMPANY  wc. 


(235  TEXAS  AVENUE 

SHREVEPORT.  LOUISIANA 
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Merck  sharp  & dohme 

DIVISION  OF  MERCK  & CO.,  Inc. 


In  name 
as  well  as 
in  fact 

On  August  1,  1956,  Sharp  & Dohme,  the  pharmaceutical  and  biological  division  of  Merck  & Co.,  Inc., 
adopts  the  name  “Merck  Sharp  & Dohme”  and  a new  trademark  to  reflect  the  teamwork  which  has 
already  produced  significant  new  medical  products.  • Developing  modern  medical  products  and  making 
them  widely  available  requires  teamwork  of  the  highest  order  in  research,  production,  and  distribution. 
The  desire  to  achieve  this  unity  of  effort  prompted  the  merger  of  Merck  & Co.,  Inc.,  and  Sharp  & Dohme, 
Inc.,  three  years  ago.  • Merck  Sharp  & Dohme — combining  in  name  as  well  as  in  fact  the  traditions  and 
experience  of  two  time-honored  leaders  in  the  medicinal  field — offers  bright  promise  for  further  advances 
in  helping  physicians  conquer  disease. 


MERCK  SHARP  & DOHME 
Pharmaceuticals  • Biologicals 
Division  of  Merck  & Co.,  I NCi 
Philadelphia  1,  Pa; 
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THE  MEMBERS  OF  THE  LOUISIANA 

PATHOLOGY  SOCIETY  DEDICATE  THIS 

PAGE  MONTHLY  TO  THEIR  FELLOW  PHYSICIANS  INTERESTED  IN  NEW  DEVELOP- 
MENTS, CURRENT  IDEAS  AND  CHANGING  CONCEPTS  IN  THE  FIELD  OF  LABORATORY 

AND 

TISSUE  PATHOLOGY  AS  IT  AFFECTS 

THE  PRACTICE  OF  GENERAL  MEDICINE 

AND 

SURGERY. 

LOUISIANA  PATHOLOGY  SOCIETY 

ROSTER 

OF 

MEMBERS 

ALEXANDRIA 

Friedrichs,  Andrew  V. 

840  Maison  Blanche  Building 

Maxwell,  John  B. 

St.  Francis  Cabrini  Hospital 

Hartwell,  Ralph  M. 
Hotel  Dieu 

Uhrich,  E.  C. 
Baptist  Hospital 

Hauser,  George 
Audubon  Building 

BATON  ROUGE 

Hertzog,  Ambrose  J. 
Touro  Infirmary 

Bevan,  John  L. 

Our  Lady  of  the  Lake  Sanitarium 

Hew,  Alfred  Y.  K. 
Hotel  Dieu 

Colvin,  S.  Harvey 

Baton  Rouge  General  Hospital 

Holman,  Russell 

L.  S.  U.  School  of  Medicine 

McQuown,  Albert  L. 

Our  Lady  of  the  Lake  Sanitarium 

Jaques,  William 

L.  S.  U.  School  of  Medicine 

Randall,  William  S. 

Baton  Rouge  General  Hospital 

Lawson,  Edwin  H. 
Southern  Baptist  Hospital 

LAFAYETTE 

Maher,  Aldea 

1110  American  Bank  Building 

Ranson,  Robert  F. 
Charity  Hospital 

Moss,  Emma  S. 

Charity  Hospital  of  New  Orleans 

Swan,  Lawrence  L. 

304  W.  St.  Mary  Blvd. 

Muelling,  Rudolph  J.,  Jr. 

Charity  Hospital  of  New  Orleans 

LAKE  CHARLES 

Nix,  Evelyn  B. 
Mercy  Hospital 

Hebert,  Louis  A. 
Medical  Arts  Building 

Pizzolato,  Phillip 

Veterans  Administration  Hospital 

Ranier,  Andrew  S. 

St.  Patrick's  Hospital 

Staggers,  Samuel 
Southern  Baptist  Hospital 

von  Langermann,  Georgiana 

MONROE 

Tulane  University  School  of  Medicine 

Klam,  Najeeb 
St.  Francis  Hospital 

SHREVEPORT 

Butler,  Willis  P. 

NEW  ORLEANS 

P.  O.  Box  135 

Bacher,  Wilhelmina 

Harwell,  Gwyn 

Touro  Infirmary 

Confederate  Memorial  Hospital 

Davenport,  Julius  W. 

Mathews,  William  R. 

Southern  Baptist  Hospital 

1240  Texas  Avenue 

Denser,  Clarence  H.,  Jr. 

Stoer,  Ulysses  H. 

(on  Active  Duty) 

Schumpert  Hospital 

THE 

MEMBERS  OF  THE  LOUISIANA  PATHOLOGY  SOCIETY  PLEDGE  THEIR  FULLEST 

COOPERATION  WITH  THEIR  FELLOW 

LOUISIANA  PHYSICIANS  IN  THE  PRACTICE 

OF  MORAL  AND  ETHICAL  MEDICINE 

The  Importance  of 

Rescinnamine  in 


Rauwiloid 

The  Original  Alseroxylon  Fraction  of  India-Grown  Rauwolfia  Serpentina,  Benth. 


The  isolation  of  rescinnamine,1  another  potent  alkaloid  in  Rauwolfia 
serpentina,  has  substantiated  two  important  points: 

A — It  discredits  the  erroneous  opinion  that  reserpine  is  the  sole 
active  principle  of  Rauwolfia;2 

B — It  helps  to  define  the  advantages  of  Rauwiloid,  the  alseroxy- 
lon fraction  of  Rauwolfia  serpentina,  which  presents  desirable 
alkaloids3  of  the  Rauwolfia  plant  (among  them  reserpine  and 
rescinnamine)  but  is  freed  from  undesirable  alkaloids  and  the 
dross  of  the  crude  root. 


Pharmacologic  and  clinical  evaluation  has  shown  rescinnamine  to 
be  similar  to  reserpine  in  antihypertensive  activity,  but  to  be  con- 
siderably less  sedative  and  much  less  apt  to  lead  to  lethargy  and 
mental  depression.4  5 

The  interaction  of  reserpine,  rescinnamine,  and 
other  contained  alkaloids  may  well  account  for 
the  balanced  and  desirable  clinical  behavior  of 
Rauwiloid. 


per-  _ sonnenschem, Jv^'cuiar  Re- 


. Exper.  Biol-  Hughes,  W.  o{  Hyper- 
^ershberger^  - ^ f Res.  Proc. 

Clinical Beffescinnamme, 

** 161 


The  dosage  of  Rauwiloid  is  simple  and  defi- 
nite: Merely  two  2 mg.  tablets  at  bedtime. 
For  maintenance,  one  tablet  usually  suffices. 


LOS  ANGELES 
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NOW  AVAILABLE.... 


to  overcome  specific 
infections  that  do 
not  respond  to  any 
other 

. ...  . • t,2,3 

antibiotic .... 


\(‘U. 
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oday’s  resistant  pathogens  are  the  tough  survivors  of 
a dozen  widely-used  antibiotics.  Certain  organisms, 
notably  Staphylococcus  aureus 4 and  susceptible  strains  of 
Proteus  vulgaris , produce  infections  which  have  been  re- 
sistant to  all  clinically  useful  antibiotics. 

To  augment  your  armamentarium  against  these  resistant 
infections,  ‘Cathomycin’  (Novobiocin,  Merck),  derived 
from  an  organism  recently  discovered  and  isolated  in  the 
Merck  Sharp  & Dohme  Research  Laboratories,1  is  now 
available. 

SPECTRUM — ‘Cathomycin’  1-2-3-5-6  has  also  been  shown 
to  be  active  against  other  organisms  including — D.  pneu- 
moniae, N.  intracellularis,  S.  pyogenes , S.  viridans  and  H. 
pertussis , but  clinical  evidence  must  be  further  evaluated 
before  ‘Cathomycin’  can  be  recommended  for  these  patho- 
gens. 

ACTION — ‘Cathomycin’  in  optimum  concentration  is  bac- 
tericidal. Cross-resistance  with  other  antibiotics  has  not 
been  observed.7 

TOLERANCE — ‘Cathomycin’  is  generally  well  tolerated  by 
most  patients.  5-6-8-9, 10- 11 


ABSORPTION — ‘Cathomycin’  is  readily  absorbed,56-9  and 
oral  dosage  produces  significant  blood  and  tissue  levels 
which  persist  for  at  least  12  hours.7 

INDICATIONS:  Clinically  ‘Cathomycin’  has  proved  effective 
for  cellulitis,  carbuncles,  skin  abscesses,  wounds,  felons, 
paronychiae,  varicose  ulcer,  pyogenic  dermatoses,  septi- 
cemia, bacteremia,  pneumonia  and  enteritis  due  to  Staphy- 
lococcus and  infections  caused  by  susceptible  strains  of 
Proteus  vulgaris.6,7,6,9,10, 11- 12, 13, 14  Also,  it  is  of  particular 
value  as  an  adjunct  in  surgery  since  staphylococcic  infec- 
tions seem  prone  to  complicate  postoperative  courses. 
DOSAGE:  Four  capsules  (one  gram)  initially  and  then  two 
capsules  (500  mg.)  twice  daily. 

SUPPLIED:  ‘Cathomycin-1  Sodium  (Crystalline  Sodium 
Novobiocin,  Merck)  in  capsules  of  250  mg.,  bottles  of  16. 
‘CATHOMYCIN’  is  a trademark  oj  Merck  & Co.,  Inc. 


REFERENCES:  1 Wallick,  H.,  Harris,  D.A.,  Reagan,  M.A.,  Huger,  M.,  and  Woodruff,  H.B., 

Antibiotics  Annual , 1955-1956,  New  York,  Medical  Encyclopedia,  Inc.,  1956, 
Pg.  909. 

2.  l‘rost,  B.M.,  Valiant,  M.E.,  McClelland,  L.,  Solotorovsky , M.,  and  Cuckler, 
A.C.,  Antibiotics  Annual , 1955-1956,  pg.  91 S. 

3.  Verwey,  W.F.,  Miller,  A.K.,  and  West,  M.K.,  Antibiotics  Annual,  1955-1956, 
pg.  924. 

4.  Kempe,  C.H.,  Calif . Med.,  84  242,  (April)  1956. 

5.  Simon,  H.J.,  McCune,  R.M.,  Dineen,  P.A.P.,  Rogers,  D.E.,  Antib.  Aled., 
2 205,  (April)  1956. 

6.  Lubash,  G.,  Van  Der  Meulen,  J.,  Berntsen,  C.,  Jr.,  Tompsett,  R.,  Antib.  Med., 
2 233,  (April)  1956. 

7.  Lin,  F.-K.,  Coriell,  L.L.,  Antib.  Med.,  2:268.  (April)  1956. 

8.  Limson,  B.M.,  Romansky,  N.J.,  Antib.  Med.,  2 277,  (April)  1956. 
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12.  David,  N.A.,  Burgner,  P.R.,  Antib.  Med.,  2:219,  (April)  1956 

13.  Martin,  W.J.,  Heilman,  F.R.,  Nichols,  D.R.,  Wellman,  W.E.,  and  Geraci, 
J.E.,  Antib.  Med.,  2:258,  (April)  1956. 

14.  Milberg,  M.B.,  Schwartz,  R.D.,  Silverstein,  J.N.,  Antib.  Med.,  2:286,  ( April) 
1956. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  A CO..  INC. 
PHILADELPHIA  t.  PA 


riCW  dimensions  in  the  treatment  of  seve: 


broadens  be?iefits 

• rapid  control  of  allergic  sneezing,  lacrimation,  nasal 
congestion;  relief  of  pruritus,  edema  and  erythema 

• up  to  5 times  more  effective  than  oral  hydrocortisone, 
milligram  for  milligram 

narrows  side  effects 

• minimizes  incidence  of  fluid  and  electrolyte  disturbance 

• dietary  regulation  usually  unnecessary 

lengthens  established  gains 

• permits  a smoother,  undisturbed  regimen 

• extends  and  maintains  benefits  to  more  patients 


f( 


i] 


lay  fever  and  other  difficult  allergies... 

WETICGRTEM- 

(PREDNISONE) 


for  outstanding  hormonal  control 
with  minimal  electrolyte  disturbances 


in 


hay  fever  and  other  respiratory  allergies, 
contact  dermatitis  and  allergic  eczemas, 
drug  and  other  allergic  reactions, 
allergic  and  inflammatory  eye  disorders 

M eticorten,*  brand  of  prednisone.  *T.  M. 

1 , 2.5  and  5 mg.  tablets.  mc  j.3086 


16 


ADVERTISEMENT  DEPARTMENT 


prevents  postpartum  hemorrhage 
speeds  uterine  involution 


'Ergotrate  Maleate’ 

(ERGONOVINE  MALEATE,  LILLY) 

. . . produces  rapid  and  sustained  contraction  of  the  postpartum  uterus 


Supplied: 

Ampoules  of 
0.2  mg.  in  1 cc. 

Tablets  of  0.2  mg. 


'Ergotrate  Maleate’  almost  completely  eliminates  the  in- 
cidence of  postpartum  hemorrhage  due  to  uterine  atony. 
Administered  during  the  puerperium,  'Ergotrate  Maleate’ 
increases  the  rate,  extent,  and  regularity  of  uterine  invo- 
lution; decreases  the  amount  and  sanguineous  character 
of  the  lochia;  and  decreases  puerperal  morbidity  due  to 
uterine  infection. 

dosage:  Generally,  0.2  to  0.4  mg.  I.V.  or  I.M.  immediately  follow- 
ing delivery  of  placenta.  Thereafter,  0.2  to  0.4  mg.  three  or  four 
times  daily  for  two  weeks. 


80 


ANN  IVERSARY  1876 


19  56 


/ 


ELI  LILLY  AND  COMPANY 


6S9004 


The  Journal 

of  the 

Louisiana  State  Medical  Society 


$4.00  Per  Annum,  35c  Per  Copy  a TT/^TTQrr  1 Published  Monthly 

Vol.  108.  No.  8 nUuUOi,  UOO  1430  Tulane  Avenue,  New  Orleans  12,  La. 


THE  ARTERY  BANK  AND  ARTERIAL 
GRAFTS 

PART  I.  THE  ARTERY  BANK  * 
REICHARD  KAHLE,  M.  D.  f 
New  Orleans 

INTRODUCTION 

Successful  replacement  of  arterial  seg- 
ments of  the  vascular  tree  is  dependent 
not  only  on  proper  selection  of  the  patient 
and  competency  of  the  surgeon  but  also 
on  the  availability  of  a suitable  graft.  An 
artery  bank  at  present  is  the  only  prac- 
tical means  of  insuring  availability  of  a 
proper  graft  at  a given  time  and  place. 
Since  the  vessel  needed  is  almost  always 
a large  one,  an  autogenous  graft  is  usual- 
ly out  of  the  question.  It  is  true  that 
under  certain  circumstances  an  antogenous 
venous  graft  may  be  used  but  its  utility 
is  restricted.  An  artery  bank  is  concerned 
with  selection  of  the  proper  material, 
preparation  of  the  graft  for  storage,  and 
methods  of  storage. 

This  discussion  will  be  presented  in  two 
parts.  In  the  first  part  the  various  man- 
agerial phases  of  the  artery  bank,  to- 
gether with  a consideration  of  possible 
future  trends  in  this  field,  will  be  con- 
sidered. In  the  second  part  the  physiology, 
function,  indications  and  results  of  ar- 
terial grafts  will  be  presented.  For  the 
past  three  years  an  artery  bank  has  been 


* Presented  at  the  Seventy-sixth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society, 
Alexandria,  May  25,  1956. 

f From  the  Department  of  Surgery,  Tulane 
University  School  of  Medicine,  New  Orleans. 


maintained  in  the  Department  of  Surgery 
of  the  Tulane  University  School  of  Medi- 
cine.* The  opinions  expressed  in  this  paper 
are  based  on  experiences  with  this  bank, 
personal  communication  with  some  of  the 
outstanding  authorities  in  this  field,  and 
various  contributions  to  the  extensive  lit- 
erature on  this  subject. 

COLLECTION 

Although  time  and  experience  have  ex- 
panded the  original  specifications  under 
which  grafts  were  collected,  certain  rules 
for  their  collection  and  storage  still  must 
be  observed  if  subsequent  mishaps  are  to 
be  avoided.  Obviously,  careful  records 
must  be  kept  of  deposits  and  withdrawals 
in  this  as  in  other  banks.  At  the  time  of 
collection,  a graft  should  be  numbered 
and  the  date,  length  in  centimeters,  gen- 
eral condition  of  the  vessels  and  mode  of 
death  of  the  donor  should  be  recorded.  A 
culture  should  be  made  before  storage. 
Since  frosting  of  the  glass  containers  in 
the  refrigerator  may  prevent  accurate  ap- 
praisal of  a graft  at  the  time  of  operation, 
a description  of  its  branchings  and  their 
length  is  valuable. 

Permission  from  the  responsible  relative 
to  remove  the  graft  is  essential.  As  the 
laity  becomes  acquainted  with  the  life 
saving  role  played  by  grafts,  it  is  con- 
ceivable that  like  eyes,  vessels  will  be  be- 
queathed to  banks.  This  source  will  prob- 

J Under  the  direction  of  Dr.  P.  T.  DeCamp 
and  the  author.  Maintenance  and  expansion  of 
this  bank  was  made  possible  by  Grant  C-393 
from  the  Edward  G.  Schlieder  Foundation. 
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ably  never  be  as  productive  as  in  eye 
banks  because  circumstances  are  not  at  all 
parallel.  Prospective  “donors”  of  suitable 
arteries  are  usually  young  and  death  has 
often  been  sudden.  Anticipation  of  death 
then  would  be  doubly  unexpected. 

Sterile  Technic — Grafts  may  be  collected 
either  under  sterile  conditions  or  they 
may  be  obtained  during  routine  post- 
mortem examination  and  later  sterilized 
by  chemical  means.  The  chief  advantage 
of  the  former  method  of  collection  is  that 
it  obviates  the  danger  of  damaging  the 
graft  by  use  of  a chemical.  However,  it 
is  a cumbersome  method  in  many  ways. 
Sterile  drapes  and  instruments  must  be 
brought  to  the  morgue  and  the  donor’s 
skin  prepared  as  for  a surgical  operation. 
The  time  limit  for  obtaining  the  graft 
after  death  should  be  not  more  than  eight 
hours,  somewhat  less  leeway  than  can  be 
allowed  in  the  asterile  method.  The  body 
should,  of  course,  be  refrigerated  until  the 
graft  is  secured.  This  spells  inconvenience 
for  the  personnel  since  the  graft  may  have 
to  be  collected  in  the  middle  of  the  night. 
Also,  pathologists  or  coroners  often  ob- 
ject to  the  ritual  of  a sterile  technic  in  the 
autopsy  room.  Finally,  in  the  sterile  tech- 
nic the  body  cavity  from  which  the  graft 
is  taken  must  be  unsoiled  by  perforation 
of  a hollow  viscus.  This  factor  alone  lim- 
its possibilities  since  most  of  the  donors 
have  been  victims  of  trauma. 

Asterile  technic — The  ability  to  collect 
arterial  grafts  for  storage  from  routine 
post-mortem  examinations  offers  tremen- 
dous advantages  in  time  and  convenience, 
and  greatly  increases  the  number  of  pros- 
pective donors,  since  contamination  of  the 
peritoneal  or  thoracic  cavity  does  not  ex- 
clude collection  of  the  aorta  or  other  ves- 
sels. 

It  is  difficult,  however,  to  find  a means 
of  completely  sterilizing  a graft  without 
injuring  it.  One  solution  to  the  problem, 
suggested  by  Meeker  and  Gross,1  is  use  of 
irradiation,  2.0  to  2.5  million  R.  E.  P.  being 
employed.  However,  only  a small  number 
of  medical  centers  in  the  United  States 
have  the  expensive  apparatus  necessary  to 
accomplish  this. 


Two  chemicals  are  at  present  in  com- 
mon use  for  sterilizing  grafts : ethylene 
oxide  and  beta  propriolactone.  The  form- 
er, as  suggested  by  Hufnagel,  Rabil  and 
Reed,-  in  1953,  is  the  chemical  used  for 
sterilization  of  grafts  in  our  bank.  Al- 
though it  is  apparently  an  effective  steril- 
izing agent,  its  inflammability  and  ex- 
plosiveness make  it  dangerous  to  handle. 
This  difficulty  can  be  overcome  by  steril- 
izing the  grafts  out  of  doors.  A colorless 
liquid  that  boils  at  10°  C.,  ethylene  oxide 
evaporates  easily.  It  may  be  obtained  in 
cylinders  of  various  sizes  containing  from 
8 oz.  to  175  lb.  of  the  chemical. +*  There 
is  less  waste  by  using  the  larger  units  but 
they  may  be  awkward  to  handle.  One  so- 
lution is  to  place  the  drum  upside  down 
in  a wooden  or  steel  frame  leaving  enough 
clearance  to  place  a container  beneath  the 
outlet.  The  liquid  may  then  be  drawn  off 
by  means  of  a needle  valve. § It  is  essen- 
tial that  the  drum  be  placed  out  of  doors 
and  the  ethylene  oxide  be  allowed  to 
evaporate  in  the  open,  as  its  explosiveness 
makes  it  dangerous  in  a room  or  a hood 
where  sparks  from  a motor  or  switch 
could  ignite  the  fumes. 

The  grafts  are  placed  in  sterile  open 
containers  and  covered  with  ethylene  ox- 
ide. The  portion  that  has  not  evaporated 
in  thirty  minutes  is  decanted  off  and 
after  a few  minutes  the  container  is  closed 
with  a sterile  cap. 

Use  of  beta  propriolactone  has  been  de- 
scribed in  a report  by  Trafas  and  associ- 
ates.3 Its  use  requires  a meticulous  tech- 
nic with  particular  attention  to  buffering 
and  proper  incubation.  De  Takats 4 ob- 
served two  instances  of  rupture  of  a graft 
apparently  due  to  inadequate  buffering. 

Fisher  and  coworkers 5 believed  that 
grafts  collected  at  autopsy  can  be  steril- 
ized adequately  by  use  of  large  doses  of 
antibiotics  plus  lyophilization.  Lyophiliza- 
tion  alone  does  not  sterilize  a graft.  It  is 
well  known  that  viruses  survive  such  dry- 
ing, but  it  also,  should  be  realized,  as 

Jf  The  Matheson  Co.,  East  Rutherford,  N.  J. 
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pointed  out  by  Stark  and  Harrington,” 
that  common  bacteria,  such  as  streptococci 
and  B.  coli,  may  survive  such  treatment. 

Time  of  Collection — Formerly,  it  was 
believed  that  arterial  grafts  should  be  ob- 
tained within  six  hours  of  death  of  the 
donor.  However,  it  has  been  shown  that 
with  refrigeration  of  the  body,  although 
delay  is  not  desirable,  as  much  as  eight 
hours  may  elapse  between  death  and  col- 
lection of  the  graft.  Deterling 7 indicated 
that  even  a longer  interval  than  this  may 
be  permissible. 

Age  of  Donor — Originally^  it  was  ar- 
bitrarily considered  that  the  age  of  the 
donor  should  not  exceed  30  years.  Al- 
though the  arteries  of  donors  older  than 
this  will  in  all  likelihood  be  unsuitable, 
occasionally  pliable  arteries  free  of  scle- 
rotic plaques  are  found  in  much  older  in- 
dividuals. Surprisingly  enough,  on  the 
other  hand,  unsuitable  vessels  may  be 
found  in  those  under  30  years  of  age. 
Since  adoption  of  the  asterile  technic  of 
collection,  it  has  been  our  custom  to  base 
our  decision  solely  on  the  physiologic 
rather  than  the  chronologic  age  of  the 
arteries.  When  the  sterile  technic  was 
used,  strict  adherence  to  the  age  limit  was 
necessary  to  avoid  waste  of  time  and  ef- 
fort in  unlikely  cases. 

Infection  and  Malignancy  — A person 
who  has  died  of  a transmissible  disease 
is  not  a suitable  donor  of  an  arterial  graft 
collected  under  sterile  conditions.  Even  if 
a graft  from  a donor  dying  of  infection 
is  sterilized,  there  still  are  theoretic  and 
esthetic  considerations  that  mak§  it  less 
desirable.  Viruses,  for  instance,  are  apt 
to  behave  in  a bizarre  way  measured  by 
standards  for  common  bacteria.  Presum- 
ably, ethylene  oxide  is  effective  against 
viruses  but  to  my  knowledge  no  experi- 
mental work  has  been  done  on  this  sub- 
ject. In  cases  of  chronic  infection  the  ob- 
jections are  obvious.  Because  of  ignor- 
ance concerning  the  nature  and  transmis- 
sion of  neoplasms,  as  well  as  for  esthetic 
reasons,  arteries  from  donors  who  had 
malignant  disease  should  be  rejected. 

Technic  of  Collection — In  the  collection 
of  arterial  grafts,  care  should  be  taken  to 


avoid  as  much  fat  and  other  extraneous 
tissue  as  possible.  Large  branches  should 
be  left  as  long  as  possible  so  that  they 
may  be  used  for  bifurcation  or  branched 
grafts  and  so  that  the  shorter  ones,  such 
as  the  intercostal  or  lumbar  arteries,  may 
be  ligated  at  the  time  of  operation.  If 
the  branch  is  cut  flush  with  the  parent 
vessel,  the  defects  in  the  graft  must  be 
sewed  in  order  to  avoid  leakage,  a pro- 
cedure involving  considerably  more  time 
and  trouble  than  ligation.  It  is  best  to 
postpone  ligation  and  suturing  of  the 
branches  until  just  before  using,  as 
shrinkage  of  tissues  incident  to  lowering 
of  temperatures  during  storage  may  cause 
loosening  of  the  ligatures  or  suture  line. 

Final  stripping  and  cleaning  of  ad- 
ventitia should  also  be  done  at  the  time  of 
application  of  the  graft.  Before  steriliza- 
tion with  chemicals,  however,  gross 
amounts  of  adipose  and  perivascular  tis- 
sue should  be  discarded. 

STORAGE 

Quick  Frozen  Method  — Grafts  may  be 
stored  in  one  of  two  ways.  They  may  be 
quick  frozen  and  placed  in  a carbon  diox- 
ide ice  box,  or  they  may  be  prepared  by 
freeze-drying  and  kept  in  vacuum  sealed 
tubes  at  room  temperature.  The  former 
method  requires  less  technical  knowledge, 
and  is  simpler  and  cheaper.  However,  the 
length  of  time  that  grafts  prepared  in  this 
way  can  be  safely  kept  is  limited.  The 
exact  limits  of  safety  are  not  known.  In 
the  beginning  we  discarded  grafts  stored 
in  this  manner  after  six  weeks.  However, 
during  the  past  year  we  have  extended 
the  duration  of  storage  of  such  grafts  to 
six  months  with  no  apparent  deleterious 
effects.  To  avoid  rupture  of  tissues  by 
slow  crystallization  it  is  probably  best  to 
freeze  the  graft  as  quickly  as  possible 
after  collection  or  to  freeze-dry  it  by  im- 
mersion of  its  container  in  a mixture  of 
absolute  alcohol  and  dry  ice.  This  mixture 
provides  a temperature  of  — 78°  C. 

The  carbon  dioxide  ice  box  is  similar 
to  an  ordinary  ice  chest  (Fig.  1).  An 
extra  thickness  of  insulation  is  desirable. 
The  one  we  had  built  measures  30.5  by 
26  by  22  inches.  A slightly  deeper  box 
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Figure  1. — Carbon  dioxide  ice  box  with  ther- 
mos for  transporting  graft  to  operating  room. 


would  be  more  convenient  because  it  would 
enable  storage  of  grafts  in  a rack  in  the 
upright  position.  Smaller  glass  containers 
may  be  used  but  these  necessitate  bending 
or  coiling  of  the  graft. 

Grafts  from  the  carbon  dioxide  box  are 
carried  to  the  operating  room  in  a thermos 
container  (Fig.  1)  in  order  to  prevent 
thawing  until  it  is  certain  that  they  will 
be  used.  This  prevents  wastage. 

Carbon  dioxide,  which  is  obtained  from 
a local  agent,  is  added  as  necessary.  Or- 
dinarily, three  deliveries  a week  are  re- 
quired. During  the  past  year  our  refriger- 
ator has  required  approximately  450  lb. 
of  dry  ice  a month.  If  it  appears  that 
grafts  stored  in  this  manner  are  not  to 
be  used  by  the  end  of  six  months,  they 
are  processed  for  freeze-drying  in  order 
to  prolong  the  storage  time. 

Freeze-drying  Method  — The  apparatus 
that  we  use  to  freeze  dry  grafts  is  the 
same  as  that  employed  by  Hufnagel  and 
associates.2  A modification  of  the  type 
used  in  commercial  food  processing  (Fig. 

||  Pure  Carbonic  Co.,  New  Orleans,  La. 


Figure  2. — Apparatus  for  freeze  drying  ar- 
terial grafts  consisting  in  a series  of  glass 
doublets  connected  to  a vacuum  system. 


2),  it  consists  in  a series  of  glass  doub- 
lets d connected  to  a vacuum  system.  A 
number  of  less  complex  units  have  been 
described. 

The  arterial  segment  in  a long  pyrex 
tubed  is  immersed  in  a bath  of  alcohol 
and  dry  ice  and  subjected  to  drying  in  a 
vacuum,  which  is  produced  by  means  of 
two  pumps,* **  a mechanical  one  that  cre- 
ates a vacuum  of  about  5 microns  and  an 
oil  diffusion  pump  that  further  reduces 
the  pressure  to  approximately  1 micron 
or  less.  After  two  or  three  hours  the 
alcohol-dry  ice  mixture  is  removed  from 
about  the  tubes  containing  the  grafts,  and 
drying  is  allowed  to  continue  for  another 
six  to  eight  hours.  The  tubes  are  then 
sealed  by  means  of  an  oxygen  torch.  This 

d J.  M.  Ballingal  & Associates,  307  Colorado 
Bldg.,  Washington,  D.  C. 

**  Central  Scientific  Co.,  Chicago,  111. 
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last  step  is  not  easy  since  the  tubes  are 
thick  walled  and  large  in  diameter.  The 
glass  must  be  heated  evenly  and  the  down- 
ward pull  must  be  even,  less  leakage  occur 
through  a fracture  of  the  glass  seal. 
Should  this  occur,  drying  must  be  repeated. 
A stopcock  sealed  with  vacuum  grease, 
which  will  allow  the  tube  being  sealed  to 
be  isolated,  is  invaluable  in  preventing 
loss  of  vacuum  in  the  rest  of  the  system, 
should  the  heat  sealing  be  faulty.  The  dif- 
ficulty of  sealing  these  thick  tubes  under 
vacuum  conditions  may  be  obviated  by  ar- 
ranging to  flood  the  system  with  an  inert 
gas  such  as  niti’ogen  if  desired.  The 
vacuum  is  checked  by  means  of  an  iono- 
scope  44  and  the  top  of  the  tube  is  further 
sealed  against  leakage  by  means  of  wax. 
Grafts  prepared  in  this  way  may  be  stored 
at  room  temperature  for  an  indefinite 
period.  They  may  therefore  be  handled 
and  shipped  more  easily  than  those  stored 
in  the  carbon  dioxide  box. 

A graft,  vacuum  sealed  in  a pyrex  tube, 
is  white  and  brittle,  and  suggests  a clay 
pipe  (Fig.  3).  It  can  readily  be  recon- 


Figure  3. — Graft  vacuum  sealed  in  pyrex 
tube.  Note  brittleness  and  whiteness. 

stituted,  however,  to  a consistency  and 
appearance  indistinguishable  from  a fresh 
vessel  by  immersion  in  normal  saline  for 
a few  minutes.  A graft  that  has  been 
stored  in  the  carbon  dioxide  ice  box,  on 
the  other  hand,  is  best  allowed  to  thaw 
slowly  for  fifteen  or  twenty  minutes  be- 
fore immersion  in  saline,  lest  the  sudden 
temperature  change  fracture  elastic  fibers 
and  other  tissue  structures. 

FUTU  II E POSSIBI  LI T I ES 

Establishment  and  management  of  an 

**  Central  Scientific  Co.,  Chicago,  111. 


artery  bank  tt  is  obviously  time  consum- 
ing and  expensive,  particularly  if  the 
freeze  drying  method  of  storage  is  em- 
ployed. In  addition  to  supervision  by  com- 
petent and  interested  medical  personnel, 
a technician  trained  in  processing  and 
storing  the  grafts,  and  in  recording  the 
material  is  ideal.  It  is  questionable  at 
present  whether  the  number  of  grafts  in 
a community  the  size  of  New  Orleans  is 
sufficient  to  justify  a full  time  technician. 
The  suggestion  that  a technician  with 
similar  duties  at  the  eye  bank  be  employed 
for  both  tissue  banks  is  under  consider- 
ation. 

Any  project  envisioning  establishment 
of  an  artery  bank  must  take  into  consider- 
ation the  real  possibility  that  ultimate  dis- 
covery of  an  ideal  plastic  prosthesis  would 
render  the  need  for  homografts  obsolete. 
Whatever  the  ultimate  decision  may  be, 
it  is  at  present  generally  conceded  that 
the  preponderance  of  evidence  is  in  favor 
of  the  homograft.  Until  this  opinion  is 
reversed,  the  need  for  an  artery  bank  is 
real  and  at  times  urgent. 
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HEAD  PROSTHESIS  IN  FRACTURES 
OF  THE  FEMORAL  NECK  * 

ROBERT  M.  ROSE,  M.D. 

New  Orleans 

The  ideal  result  which  we  seek  in  the 
treatment  of  all  fractures  is  to  return  the 
patient  to  ambulation  and  a useful  life  as 
rapidly  and  as  inexpensively  as  possible. 
This  ideal  can  be  readily  achieved  in  the 
majority  of  fractures  involving  the  upper 
extremities  because  these  extremities  are 
non-weight  bearing.  Because  of  our  abil- 
ity to  change  weight  bearing  alignment 
through  the  spine  by  means  of  braces  or 
casts,  it  is  possible  to  ambulate  patients 
with  certain  vertebral  fractures  within  a 
matter  of  days  from  the  time  that  they 
sustain  injury.  In  fractures  of  the  lower 
extremities,  the  strain,  thrust,  and  impac- 
tion forces  of  weight  bearing  require  more 
nearly  complete  degrees  of  bone  healing 
and,  consequently,  relatively  long  periods 
of  time  before  weight  bearing  can  be  per- 
mitted. 

Of  these  lower  extremity  fractures,  the 
fractures  of  the  neck  of  the  femur  create 
a constantly  recurrent  problem  because  of 
the  number  of  such  cases,  because  of  the 
long  period  of  morbidity  before  healing 
occurs  and  because  of  the  difficulty  of  ob- 
taining consistently  good  results.  They  are 
problems  not  so  much  from  a standpoint  of 
how  to  get  the  fracture  reduced  or  how  to 
hold  it  reduced.  They  are  problems  be- 
cause of  the  nature  of  the  blood  supply  to 
the  head  of  the  femur.  Since  this  blood 
supply  to  the  head  of  the  femur  comes  up 
through  the  neck  from  the  trochanteric 
region,  a fracture  of  the  neck  of  the  femur 
cuts  off  the  blood  supply  to  the  head  and 
the  head  fragment  will  not  heal  no  matter 
how  well  or  how  thoroughly  the  hip  is 
fixed  until  this  blood  supply  is  adequately 
re-established. 

I have  heard  physicians  tell  patients  that 
they  can  walk  within  two  or  three  months 
from  the  date  of  nailing  of  a fractured  hip. 
This  is  an  interesting  concept,  the  origin 
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of  which  is  unknown  to  me  because  a sur- 
vey of  a large  series  of  these  cases  shows 
that  healing  is  not  sufficient  to  permit 
weight  bearing  within  less  than,  as  a rule, 
six  months  and  the  cold,  hard  facts  of  the 
matter  are  that  frequently  nine  to  twelve 
months  are  required  before  healing  is  suf- 
ficient to  properly  allow  weight  bearing. 
Even  after  such  prolonged  periods  of  dis- 
ability and  inactivity,  healing  is  frequently 
still  insufficient  to  allow  adequate  weight 
bearing  and  avascular  necrosis  of  the  head 
of  the  femur  supervenes. 

Every  doctor  who  treats  fractured  fe- 
moral necks  states  that  he  gets  good  re- 
sults and  yet  there  are  a number  of  pa- 
tients whose  end  results  are  very,  very 
poor  indeed.  Their  number  is  so  great  that 
this  fracture  has  been  alluded  to  as  “the 
unsolved  fracture”. 

In  an  attempt  to  solve  the  problem  of  the 
fractured  femoral  neck,  two  lines  of  action 
are  generally  followed.  The  first  is  that 
which  is  generally  considered  “conserva- 
tive”. It  consists  of  some  form  of  open  or 
closed  reduction  and  internal  fixation.  This 
is  followed  by  a period  of  a varying  num- 
ber of  months  of  inactivity  and,  when  heal- 
ing does  not  occur,  various  remediable 
osteotomies  can  be  performed  and,  after 
another  period  of  disability,  the  weakened 
patient,  whose  joints  are  stiffened  with 
disuse,  can  gradually  begin  a resumption 
of  activity.  This  is  all  too  frequently  the 
pattern  of  the  conservative  treatment  of 
fractured  femoral  necks. 

Because  of  the  generally  good  results  ob- 
tained from  the  various  osteotomies,  some 
surgeons  have  used  these  osteotomies  as 
the  primary  treatment  of  the  fractured 
neck.  Oddly  enough  the  result  of  the  oste- 
otomies used  as  a primary  treatment  are 
not  as  satisfactory  as  when  they  are  used 
in  the  treatment  of  a hip  fracture  that  has 
“gone  bad”.  The  reason  for  this  is  that  in 
the  hip  fracture  wTiich  has  “gone  bad”,  the 
hip  muscles  are  so  weakened  that  they  do 
not  constitute  an  active  displacing  force 
on  the  various  bone  fragments  involved  in 
the  osteotomy.  In  a fresh  fracture,  these 
muscles  still  have  active  tone  and  tend  to 
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displace  the  osteotomy  fragments  so  that 
even  with  internal  fixation,  it  is  almost 
impossible  to  maintain  proper  alignment 
of  the  fragments  unless  the  patient  is  im- 
mobilized in  a one  and  a half  spica  for 
about  two  months.  This  cast  immobiliza- 
tion is,  of  course,  very  undesirable  and  is 
one  of  the  things  we  try  to  avoid  in  the 
treatment  of  fractured  hips. 

PROSTHETIC  CONSIDERATIONS 

For  some  years  now,  a number  of  doc- 
tors have  tried  to  get  around  the  problem 
of  the  healing  of  the  fracture  of  the  fem- 
oral neck  by  substituting  an  artificial  head 
of  the  femur  and  by  having  this  prosthetic 
device  articulate  in  the  acetabulum,  the 
body’s  weight  being  transmitted  to  the  dis- 
tal shaft  of  the  femur,  thus  ignoring  the 
problem  of  the  healing  of  the  bone  and  per- 
mitting ambulation  of  the  patient  within  a 
matter  of  days  from  the  date  of  surgery. 
There  have  been  a number  of  good  results 
with  this  type  of  treatment  and  there  have 
also  been  a number  of  poor  results.  Some 
of  the  earlier  prosthetic  appliances  were 
made  of  plastic  and  it  did  not  take  very 
long  to  show  that  plastic  does  not  hold  up 
well  in  the  human  body.  At  the  present 
time,  nearly  all  are  made  of  two  metals, 
stainless  steel  and  vitallium,  both  of  which 
are  well  tolerated  by  the  body. 

The  simplest  of  these  devices  consists  of 
a rounded  head  on  a short  shaft  and,  I be- 
lieve, you  will  find  that  the  greatest  num- 
ber of  unsatisfactory  results  have  been  ob- 
tained from  this  type  of  appliance  for  the 
simple  reason  that  adequate  support  of  the 
thrust  of  weight  bearing  is  not  obtained 
with  prostheses  of  this  type. 

The  trend  at  the  present  time  is  to  pros- 
theses which  have  a shank  which  fits  into 
the  upper  portion  of  the  medullary  canal 
of  the  bone  and  a flat  shoulder  or  ledge 
which  rests  against  the  upper  portion  of 
the  base  of  the  neck  of  the  femur  which 
then  functions  as  an  abutment  for  the 
transmission  of  the  thrust  of  weight  bear- 
ing. Appliances  which  do  not  have  this 
shoulder  or  ledge  have  been  found  to  knife 
downward  into  the  upper  portion  of  the 
shaft  of  the  femur  as  the  patient  walks, 


and  are  generally  not  satisfactory.  There 
are  a number  of  variations  of  this  appli- 
ance, which  is  the  Eicher  prosthesis, 
namely,  the  F.  R.  Thompson,  the  Moore, 
and  the  Scuderi,  which  has  a separate 
head. 

There  are  three  surgical  approaches  used 
for  the  insertion  of  these  appliances.  The 
posterior,  the  lateral  and  the  anterior.  The 
posterior  approach  is  the  deepest  and  the 
bloodiest  and  involves  working  along  the 
deep  posterior  border  of  the  acetabulum. 
I believe  it  is  the  least  satisfactory.  The 
lateral  approach  involves  the  detachment 
and  the  re-attachment  of  two  of  the  hip 
muscles,  the  gluteus  medius  and  minimus, 
and,  I believe,  it  is  generally  wise  to  allow 
some  time  for  healing  of  the  re-attachment 
of  these  muscles  prior  to  permitting  ambu- 
lation. I have  universally  used  the  lateral 
approach  and  I usually  wait  five  days  post- 
operatively  before  ambulating  the  patient. 
The  surgeons  who  have  used  the  anterior 
approach  find  that  they  can  put  in  these 
appliances  with  the  detachment  of  only  the 
posterior  attachment  of  the  rectus  femoris 
muscle  and  they  feel  that  ambulation  can 
be  permitted  on  the  day  following  surgery. 

Now,  as  with  all  operations,  there  are 
certain  complications  which  occur  with  the 
insertion  of  a hip  prosthesis.  The  most 
common  of  these  is  a dislocation  of  the 
prosthesis  from  the  acetabulum.  I believe 
this  has  most  commonly  occurred  in  cases 
in  which  the  anterior  approach  has  been 
used.  With  this  approach,  it  is  necessary 
to  completely  detach  the  capsule  of  the  hip 
joint  from  the  trochanteric  region  and  this 
detachment,  I believe,  lessens  the  stability 
of  the  head  of  the  prosthesis  within  the 
acetabulum.  The  total  sectioning  of  the 
capsule  has  the  advantage  of  sectioning 
many  of  the  sensory  nerves  of  the  hip  and 
probably  gives  a more  pain-free  hip.  In 
the  lateral  approach,  only  the  anterior  por- 
tion of  the  capsule  is  opened  and  disloca- 
tion is  a much  less  common  occurrence.  An 
added  refinement  to  this  approach  is  to 
section  the  posterior  sensory  nerves  to  the 
hip  joint  to  lessen  postoperative  pain  or 
discomfort.  The  posterior  approach  would 
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automatically  take  out  the  posterior  sens- 
ory nerves  to  the  hip,  leaving  the  anterior 
sensory  nerves. 

C A S E PEES E N T A T IONS 

Now,  what  actually  can  be  offered  a 
patient  who  has  a fractured  femoral  neck 
by  the  use  of  one  of  these  prostheses? 
First,  if  the  patient  has  had  the  usual  so- 
called  “conservative”  treatment  and  the 
fixation  has  “gone  bad”,  he  may  obtain  a 
more  rapid  return  to  ambulation  by  the 
use  of  one  of  the  prostheses  than  can  be 
obtained  by  the  osteotomies.  The  following 
are  three  such  cases : 

Case  No.  1 : Patient  “C”  sustained  a fracture  of 
his  right  hip  in  March  1954.  An  open  reduction 
and  internal  fixation  was  performed  and  in  May 
1954  it  was  obvious  that  the  nail  was  being  ex- 
truded and  that  there  was  non-union  of  the  frac- 
ture. An  Eicher  prosthesis  was  inserted  in  June 

1954.  The  patient  was  able  to  get  up  and  begin 
walking  three  weeks  after  the  operation  and  re- 
turned to  work  about  eight  weeks  after  the  opera- 
ation.  He  is  now  working  as  a barber  in  a local 
hotel  and  an  x-ray  of  his  hip  joint  made  in  August 

1955,  about  fourteen  months  after  the  prosthetic 
insertion  shews  no  arthritic  reaction  about  the 
acetabulum  and  no  adverse  reaction  of  the  bone 
about  the  shaft  of  the  prosthesis. 

Case  No.  2:  Patient  “M”  sustained  a fracture 
of  the  neck  of  her  left  femur  in  August  1953;  it 
was  nailed.  Fixation  was  poor  and  it  was  soon 
obvious  that  nonunion  was  impending.  An  Eicher 
prosthesis  was  inserted  in  September,  and  the 
patient  began  walking  two  weeks  after  the  inser- 
tion of  the  prosthesis.  She  is  now  working  as  a 
secretary.  I have  no  recent  x-rays  on  her  since 
she  is  not  a resident  of  New  Orleans.  When  I 
last  heard  from  her,  which  was  about  one  year 
ago,  and  two  years  after  the  insertion  of  the  pros- 
thesis, she  stated  she  was  able  to  get  about  and 
do  her  work  and  that  she  occasionally  experienced 
discomfort  in  her  left  thigh. 

Case  No.  3:  Patient  “B”  sustained  a fracture  of 
her  left  hip  in  January  1953.  An  open  reduction 
and  internal  fixation  was  performed  and  this 
“went  bad”  with  absorption  of  the  neck  and  ex- 
trusion of  the  nail  up  through  the  head,  by  April 
of  the  same  year.  In  May,  an  Eicher  prosthesis 
was  inserted  and  the  patient  began  walking  three 
weeks  after  the  operation.  She  was  readmitted 
to  the  hospital  in  January  1955,  one  and  a half 
years  after  the  insertion  of  the  prosthesis,  be- 
cause of  a heart  attack  and  x-rays  which  were 
made  of  her  hip  at  that  time  show  no  abnormal 
reaction  about  the  prosthesis. 

After  their  return  to  ambulation,  these 
patients  all  had  one  common  question,  and 


that  was  “Why  had  the  prostheses  not  been 
used  initially?”  It  is  a very  logical  question 
and  it  sounded  rather  silly  to  tell  them  that 
they  had  to  have  the  fracture  fixed  and 
then  wait  until  it  “went  bad”  before  some- 
thing could  be  done  which  would  allow 
them  to  return  to  weight  bearing  again 
within  a matter  of  weeks. 

This  next  case  demonstrates  what  can  be 
accomplished  in  the  initial  prosthetic  treat- 
ment of  a hip  fracture  in  comparison  to 
the  “conservative”  internal  fixation. 

Case  No.  U\  Patient  “L”  had  had  a fracture  of 
the  neck  of  her  right  femur.  An  open  reduction 
and  internal  fixation  had  been  performed  and  the 
hip  had  healed.  It  took  only  ten  months  from  the 
time  of  injury  until  she  was  again  able  to  begin 
walking.  Then,  after  walking  for  several  months, 
she  fell  and  broke  the  neck  of  her  left  femur. 
Needless  to  say,  she  was  quite  depressed  at  the 
prospect  of  spending  another  ten  months  in  a 
wheel  chair.  An  Eicher  prosthesis  was  inserted 
and  she  began  walking  five  days  after  the  opera- 
tion. She  experienced  some  breakdown  of  the 
subcutaneous  fatty  tissues  and  on  the  eighth  day 
had  to  go  back  to  bed  rest  for  about  five  more 
days.  Since  that  time  she  has  been  walking 
actively.  The  left  leg  was  initially  longer  than  the 
right  one,  but  her  leg  lengths  are  now  equal.  She 
states,  at  this  time,  that  her  hight  hip  is  painful 
and  her  left  one  is  not. 

Following  are  case  histories  in  which  the 
appliance  was  used  on  recent  fractured 
femoral  necks : 

Case  No.  5:  Patient  “G”  had  a fracture  of  her 
right  hip  in  June  1955.  An  Eicher  prosthesis  was 
inserted  and  she  has  been  walking  since  five  days 
after  the  date  of  surgery.  This  operated  leg  is 
longer  than  the  other  because  of  a high  insertion 
of  the  prosthesis.  An  x-ray  made  on  her  in 
August  of  1955,  after  she  had  been  walking  for 
two  months,  showed  no  abnormal  bone  reaction 
about  the  prosthesis. 

Case  No.  6:  Patient  “O”  had  a fracture  of  her 
left  hip  in  June  1955.  She  came  into  the  hospital 
in  July,  after  the  fracture  was  six  weeks  old.  An 
Eicher  prosthesis  was  inserted  and  she  has  been 
walking  since  five  days  after  the  date  of  opera- 
tion. 

Case  No.  7:  Patient  “H”  fell  in  July  1955,  and 
sustained  a fracture  of  the  surgical  neck  of  her 
left  humerus,  a compression  fracture  of  the  body 
of  the  twelfth  dorsal  vertebra  and  a fracture  of 
the  neck  of  the  left  femur.  An  Eicher  prosthesis 
was  inserted.  A body  brace  was  obtained  and  she 
has  been  walking  since  the  fifth  postoperative 
day. 

What  are  the  surgical  complications  of 


McAndrews,  Jung,  Derbes— Delusions  of  Dermal  Parasitosis 


279 


the  insertion  of  a prosthesis?  The  first 
complication  about  which  we  worry  is  that 
of  infection  and  the  answer  to  that  is  good 
surgical  technique.  The  second  complica- 
tion is  thrombo-phlebitis  and  its  occurrence 
is  certainly  no  greater  in  this  operation 
than  in  any  form  of  treatment  of  hip  frac- 
tures. I believe  that  it  is  actually  lessened 
by  our  ability  to  ambulate  these  patients 
in  the  immediate  postoperative  period.  The 
next  is  some  discrepancy  in  leg  length. 
Next  is  the  complaining  of  a constant  dull 
pain  or  ache  in  the  hip  joint,  of  a degree 
which  closely  parallels  the  pain  of  which 
a number  of  the  so-called  “conservatively 
treated”  cases  complain. 

CONCLUSION 

I do  not  believe  that  prosthesis  should  be 
used  in  obese  or  very  heavy  individuals 
and,  I feel,  that  young  individuals  with 
femoral  neck  fractures  should  have  their 
fractures  primarily  fixed  internally. 

It  so  happens  that  most  hip  fractures  are 
in  the  elderly  range  group,  and  that  very 
obese  individuals  do  not  commonly  live 
long  enough  to  be  very  aged.  In  this  older 
group,  it  has  been  my  experience  that  the 
results  obtained  with  initial  insertion  of  a 
replacement  prosthesis  are  better  than 
those  obtained  by  internal  fixation  and,  in 
cases  which  have  had  internal  fixation  with 
an  unsatisfactory  result,  the  use  of  a pros- 
thesis generally  gives  quicker  results  than 
is  obtained  with  an  osteotomy. 

The  majority  of  the  prosthetic  appli- 
ances which  are  in  use  today  attempt  to 
reconstruct  the  normal  anatomy  of  the 
head  and  neck  of  the  femur  and  I note  that 
the  more  successful  appliances  are  short- 
ening the  necks  and  straightening  up  the 
heads  so  that  the  forces  of  weight  bearing 
on  the  femoral  shaft  are  more  those  of 
direct  impaction  than  of  a levering  side 
thrust  and  I believe,  in  the  future,  we  are 
going  to  see  these  appliances  changed  still 
further,  so  that  the  head  and  neck  of  the 
appliance  will  be  almost  directly  in  line 
with  the  shaft  portion  of  the  femur  so  that 
a straight  line  of  thrust  is  obtained  down- 
ward from  the  acetabulum  onto  the  shaft 


of  the  femur,  the  angle  through  the  neck 
being  almost  entirely  eliminated. 
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The  current  trend  toward  closer  inte- 
gration of  the  sundry  medical  specialties 
is,  we  believe,  well  pointed  up  in  the  fol- 
lowing case  for  presentation. 

This  concerns  a mother,  aged  71  years, 
and  her  daughter,  in  her  thirties,  who 
presented  themselves  at  Charity  Hospital 
in  September  1955.  They  were  referred 
to  the  dermatology  service  by  the  admit- 
ting officer  with  the  message  that  insects 
were  flying  in  and  out  of  the  skins  of 
both.  The  house  physician  who  initially 
examined  these  patients  confided  to  one 
of  the  dermatology  residents  that  he  had 
clearly  seen  an  insect  fly  into  the  skin  of 
one  of  these  women.  In  justice  to  him,  it 
must  be  said  that  these  individuals  were 
extraordinarily  persuasive.  They  believed 
fervently,  and  with  utter  conviction,  that 
they  were  both  infested  with  parasites 
that  could  be  seen  and  felt.  They  were  in 
absolute  agreement  regarding  the  nature 
and  behaviour  of  their  particular  and 
common  infestations.  Their  demeanor  was 
exceptionally  courteous,  and  their  request 
for  assistance,  genuine. 

The  mother  was  neat,  gray  haired,  and 
did  not  look  her  71  years.  She  was  rather 
heavy  set  with  good  carriage.  She  spoke 
forcefully,  surely  and  quickly.  Her  body 
was  covered  with  scars  and  sores,  some  of 
which  had  become  infected.  The  daughter 


* Presented  at  the  Seventy-sixth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society, 
Alexandria,  April  25,  1956. 

f From  the  Departments  of  Medicine  and 
Tropical  Medicine,  Tulane  University,  School  of 
Medicine,  and  from  the  Charity  Hospital  of 
Louisiana  at  New  Orleans. 

Aided  by  the  H.  E.  and  H.  Menage  Research 
Fund  in  Dermatology. 
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presented  a picture  of  extreme  neatness 
and  appeared  older  than  her  admitted  age. 
She  was  thin  and  rather  round  shouldered. 
Much  more  cautious  than  her  mother  in 
answers  to  questions,  she  stated  that  she 
did  not  easily  trust  people,  and  further, 
that  she  could  generally  tell  what  people 
were  thinking  by  studying  them.  This, 
she  believed,  was  due  to  her  father’s 
Indian  ancestry,  which,  though  quite  re- 
mote, additionally  endowed  her  with  un- 
usually stoic  qualities.  She  was  a profici- 
ent seamstress,  quite  proud  of  her  work. 
She  never  wanted  to  marry,  because  she 
was  too  independent. 

The  present  illness  began  in  the  spring 
of  1955  when  the  neighbor’s  cocker  span- 
iel developed  sores.  This  dog,  which  was 
their  only  visitor,  would  not  stay  away 
from  their  home.  Around  some  of  the 
sores  they  noted  lice.  The  lice  were  next 
observed  in  their  house.  One  louse  bit  the 
daughter  and  this  biting  was  witnessed  by 
the  mother.  They  immediately  had  the 
house  fumigated  and  inspected  thereafter 
by  the  health  department  and  advised  the 
police  and  dog  catcher  of  this  state  of 
affairs.  They  then  went  to  their  family 
doctor  who  had  at  first  treated  them 
sympathetically,  but  later  asserted  that 
they  were  imagining  things  about  insects. 
During  the  following  six  months  they 
went  to  104  doctors,  including  a veteri- 
narian who  diagnosed  this  as  a dog  louse 
infestation  with  which  he  was  unfamiliar. 

During  the  first  interview  the  daughter 
vividly  described  what  she  called  worms, 
and  drew  a picture  of  one.  The  worm  was 
one-eighth  inch  long,  having  two  sharp 
prongs  on  its  head,  with  an  oval  shaped, 
cream  colored  body  and  carrying  eggs  on 
its  back.  They  were  hard,  rubbery  and 
not  easily  killed,  for  any  remaining  part 
was  able  quickly  to  regenerate  the  whole 
animal  and  dig  deeply  into  the  skin. 
These  worms  were  extremely  tenacious. 
Even  if  one  were  grasped  between  the 
fingers,  the  remaining  part  of  the  worm 
would  adhere  to  the  body  surface.  With 
traction  the  entire  body  would  become 
very  rubbery  and  break  after  stretching, 


leaving  some  portion  of  the  worm  adher- 
ent to  the  skin.  Both  could  predict  emer- 
gence of  the  parasite  from  the  skin  by  a 
warning  tingle.  They  stated  that  the 
worms  occupied  various  body  orifices.  Ac- 
cording to  the  daughter  former  examina- 
tions by  physicians  were  made  by  digging 
a plug  from  the  arm  and  squashing  it  on 
a slide,  thereby  ruining  any  chance  to  see 
the  worm.  Other  mistakes  made  by  phy- 
sicians included  searching  for  parasites 
in  the  wrong  areas  or  at  improper  times. 
All  of  our  permitted  examinations  were 
also  negative  for  any  parasites.  Skin  bi- 
opsies primarily  requested  by  the  patient 
were  never  permitted  when  things  got  to 
the  stage  of  performance.  If  other  mea- 
sures failed,  the  women  would  and  did 
flee  and  later  return. 

They  stated  they  spent  hours  every 
night  rubbing  various  ointments  and  anti- 
septics on  each  other  and  examining  and 
cutting  out  with  a razor  any  tingling  spot 
on  one  by  the  other.  The  worms  were 
very  active  at  night.  The  patients  slept 
late  in  the  morning. 

The  only  significant  past  history  was 
that  in  1953  the  daughter  had  a period 
of  hospitalization  in  Texas  for  mental  ill- 
ness. The  daughter  was  an  only  child. 
After  the  father’s  death  in  1944  she  re- 
turned home  and  remained  with  her 
mother.  The  patients  asserted  that  they 
lived  harmoniously  together  and  that  they 
were  fortunate  that  each  could  assist  the 
other  in  removing  the  worms  from  areas 
which  would  otherwise  have  been  inacces- 
sible. An  aunt  gave  a picture  of  intense 
domestic  disharmony  both  before  the 
father’s  death  and  at  present. 

Examination  revealed  hundreds  of  gross- 
ly mutilated,  pinched,  excised  and  excori- 
ated lesions  in  both,  with  some  secondary 
infection  present  in  many  areas.  Slide 
studies  of  lesion  material  were  negative. 
Clinical  evaluation  by  the  dermatological 
staff  resulted  in  the  opinion  of  delusions 
of  dermal  parasitosis  of  the  folie  a deux 
variety.  These  patients  would  not  see  a 
psychiatrist  or  have  a Rorschach  examina- 
tion. 
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This  case  report  is  presented  to  illus- 
trate a rather  unusual  occurence.  It  is  by 
no  means  unique.  Departments  of  Tropi- 
cal Medicine  and  of  Dermatology  receive 
letters  from  time  to  time,  from  individu- 
als who  are  the  victims  of  delusions  of 
•parasitosis.  Such  letters  are  characterized 
by  certain  features : they  are  rather 

lengthy,  yet  neatly  written ; they  plead 
for  assistance  in  a heart  rending  fashion ; 
the  life  cycles,  the  methods  of  reproduc- 
tion, the  tenacity  of  life  of  the  parasites, 
the  details  of  distribution  are  all  organ- 
ized in  a systematic  fashion;  they  often 
offer  to  provide  specimens  of  their  selec- 
tion ; and  finally  they  indicate  that  they 
have  seen  a multitude  of  physicians  of 
little  skill  and  less  patience. 

An  example  of  one  recently  received  by 
Tulane  University  School  of  Medicine  fol- 
lows : 

“Gentlemen : 

Some  eight  months  ago  I or  my  wife  con- 
tracted what  has  been  diagnosed  by  three  doc- 
tors, one  a dermatologist,  as  Central  American 
sand  fleas,  the  pregnant  female,  in  other  words 
— if  you  can  make  this  out  from  my  spelling — 
dermatialathasis  Nautileuas.  We  have  been  to 
our  home  doctor,  County  Health  officer,  two 
dermatologists,  state  health  officer  and  upon  his 
request  I went  to  the  U.  S.  Public  Health  Ser- 
vice Hospital  at  Lexington,  only  to  be  told  very 
harshly  that  they  only  treated  narcotic  addicts 
and  not  nuts.  We  have  to  our  knowledge  passed 
these  fleas  to  no  less  than  six  other  persons  and 
God  knows  how  many  more  had  them,  but  what 
are  we  to  do?  No  one  seems  to  know  what  to 
do  and  better  yet,  they  seem  not  to  care  to 
learn.  Some  have  advised  us  they  were  afraid 
to  have  us  in  their  offices.  We  are  neither 
paupers  nor  wealthy — I am  an  electrician — *but 
we  owe  no  one  for  services.  The  following  had 
been  tried  by  us  extensively:  ointment  with  a 
coal  tar  base,  ointment  with  an  acid  base,  ethyl- 
chloride,  mange  cure  and  sulphur  with  oil  or 
grease  base.  These  scavengers  are  in  everything 
we  have  contacted,  our  furniture,  all  over  our 
home,  in  the  upholstering  of  our  cars  etc.,  etc. 
Some  of  the  treatments  seemed  to  bring  out  the 
fleas  but  since  no  one  knew  what  to  fumigate 
our  home  etc.  with  we,  of  course,  again  caught 
them.  I find  by  spraying  with  ethvl-chloride  for 
some  ten  minutes  on  one  flea,  that  even  this 
freezing  will  not  kill  them.  Some  were  corked 
in  an  air  tight  bottle  for  two  months  to  find 
we  had  more  and  yet  very  much  alive.  Boiling 
water  will  not  kill  them.  One  Dr.  advised  pick- 


ing out  at  the  point  of  entry.  I tried  this.  In 
one  small  place  on  my  hand  I pulled  them  out 
all  night  and  believe  it  or  not,  the  next  morn- 
ing I had  more  than  there  were  upon  starting. 

1 realize  this  is  most  probably  not  the  proper 
channels  for  help  but  you  must  believe  me,  no 
one  seems  to  have  any  interest  in  our  cases  and 
they  are  serious.  My  wife  had  large  ulcers  on 
her  legs  from  wounds  received  in  an  automobile 
accident  two  years  ago  and  these  fleas  are  in 
these  ulcers.  I am  afraid  she  may  lose  both  legs 
if  help  is  not  found  and  very  soon  too.  We  are 
in  dire  need  of  knowledge  of  these  things  to 
keep  from  spreading  them  further  and  some 
way  get  free  of  them  ourselves.  We  most  cer- 
tainly don’t  wish  to  spread  them.  Can’t  you 
help  us?  If  your  answer  be  in  medical  terms 
we  can’t  understand  we  will  carry  it  to  any  Dr. 
you  specify. 

Please  sirs,  can’t  you  advise  or  aid  us?  If 
any  treatment  is  known  that  is  successful  it 
seems  it  will  have  to  come  from  you.  Why  no 
Dr.  we  have  been  to  doesn’t  seem  to  take  any 
interest  we  can’t  understand,  unless  these  cases 
are  so  rare  they  just  don’t  care  to  know  any- 
thing about  them.  I beg  of  you,  can’t  you  help 
us.  Any  charges  we  will  gladly  care  for  if 
successful  treatment  can  be  found.  Also  how 
to  exterminate  them  from  our  furniture,  etc. 
In  advance  we  are  most  grateful  for  any  advice. 

Very  sincerely, 

V.  J.  W. 

P.S.  I spent  three  and  one  half  years  in  the 
Southwest  Pacific  in  service  during  World  War 

2 if  this  helps.” 

DISCUSSION 

Physiological  responses  of  the  skin  to 
psychic  and  emotional  influences  are  well 
known.  Among  these  are  blushing,  blanch- 
ing, lividity,  sweating,  and  goose  flesh. 
There  are,  moreover,  true  dermatoneuro- 
ses  including  neurotic  excoriations,  tri- 
chotillomania, onychotillomania,  dermato- 
thlasia,  and  at  times  factitial  dermatitis. 
Those  most  closely  allied  to  delusions  of 
parasitosis  are  dermatothlasia  which  is 
characterized  by  an  uncontrollable  desire 
to  rub  or  scratch  repeatedly  one  or  more 
areas  of  the  skin ; and  neurotic  excoria- 
tions, in  which  condition  the  individual 
excavates  rather  than  scratches  the  skin. 
These  neuroses  lack  organized  delusion- 
ary features.  When  neurotic  excoriations 
are  the  result  of  the  individual’s  convic- 
tion that  parasites  infest  his  skin,  the 
transition  has  then  been  made  into  de- 
lusions of  dermal  parasitosis. 
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Mutilation  is  severe  when  these  efforts 
to  remove  the  infesting  organisms  become 
frenzied.  According  to  Wilson  and  Miller 
delusions  of  parasitosis  is  a symptom 
complex  and  not  a disease  entity.  It  is 
not  sharply  demarcated  from  other  de- 
lusions but  merges  imperceptibly  with 
them.  A delusion  is  a fixed  and  organized 
belief  or  judgement  contrary  to  demon- 
strable fact.  It  is  merely  an  unreal,  un- 
founded conviction  and  lacks  the  external- 
ized object  perception  contrary  to  reality 
that  characterizes  the  hallucination.  The 
delusion  is  of  great  psychiatric  signifi- 
cance and  frequently  accompanies  the 
most  profound  mental  disorders.  The 
prognosis  in  delusions  is  poor.  They  are 
often  part  of  a paranoid  personality  pat- 
tern. 

When  the  patient  perceives  something 
that  cannot  be  perceived  by  others  he  is 
suffering  from  an  hallucination,  which  is 
a serious  symptom.  If  this  is  on  a toxic 
basis,  as  in  alcoholic  delirium  tremens, 
the  prognosis  is  good.  Dr.  Rufus  Craig 
has  kindly  furnished  us  with  details  of 
such  a case  in  an  alcoholic  physician. 

“Dr.  S.,  age  44,  was  admitted  to  the  Alcoholic 
Rehabilitation  Service  of  Charity  Hospital  fol- 
lowing' a prolonged,  severe,  drinking  debauch 
The  first  night  on  the  Service  he  developed  mild 
D.T.’s  with  primarily  visual  hallucinations,  name- 
ly green  worms  crawling  up  his  legs.  Even  so, 
the  good  doctor,  whose  mind  remained  steadfast 
to  his  scientific  training,  obtained  a specimen 
bottle  from  the  ward  laboratory  and  caught 
one  of  these  ‘critters’  which  he  placed  in  the 
lab.  with  a note  to  the  extern  to  please  identify 
it  in  order  that  he  could  receive  the  proper 
treatment.” 

If  it  is  not  associated  with  some  rever- 
sible toxic  or  febrile  state,  the  prognosis 
is,  at  best,  a guarded  one. 

Phobic  patients  are  those  who  are  un- 
duly afraid.  These  patients  realize  that 
they  are  not  justified  in  their  fears. 
Phobias  can  and  do  affect  the  skin  and 
are  exemplified  in  the  patient  whose 
every  skin  spot  is  a malignant,  leprous, 
or  luetic  affliction.  The  prognosis  is  fair- 
ly good,  not  with  regard  to  cure,  but 
toward  a successful  adjustment,  although 
phobias  may  at  times  become  disabling. 


Phobic  patients  have  a persistent  fear  of 
contamination.  They  are,  however,  able 
to  accept  the  irrationality  of  their  fears 
upon  presentation  of  laboratory  proof ; 
their  intellect  accepts  what  their  emotions 
cannot.  It  is  believed  by  certain  psycho- 
analysts that  phobias  indicate  greater 
emotional  maturity,  hence  are  more  amen- 
able to  therapy,  than  are  the  delusions. 

The  obsessive  compulsive  patient  can- 
not refrain  from  thinking  or  acting  in  a 
given  fixed  pattern.  These  are  the  per- 
fectionists, whose  efforts  to  rid  them- 
selves of  small  blemishes  may  result  in 
considerable  trauma.  They  are  arrangers, 
usually  of  higher  than  average  intelli- 
gence, and  of  more  fragile  than  usual 
emotions.  These  patients  are  well  equipped 
to  suffer.  Their  prognosis  is  good  for 
containment,  but  they  may  develop  para- 
noid states  when  psychoneurotic  drives 
are  not  contained. 

Delusions  of  parasitosis  almost  invari- 
ably occur  in  but  one  patient  at  a time. 
The  case  and  letter  herein  presented  rep- 
resent instances  of  folie  a deux.  Conta- 
gious delusions  of  parasitosis  have  also 
been  reported  by  Giacardy  and  by  Wilson 
and  others. in> 13- 16 

Folie  a deux,  a term  coined  by  Lasegue 
and  Falret  in  1877,  is  a psychosis  shared 
by  two  persons.  According  to  Lasegue 
and  Falret  the  contagion  of  the  folly  re- 
quires special  conditions. 

“One  of  the  individuals  is  the  active  element; 
more  intelligent  than  his  associate,  he  creates 
the  illusion  and  imposes  it  successively  on  the 
second  person,  who  is  the  passive  element.  The 
latter  resists  at  first,  then  submits  little  by  little 
to  the  pressure  of  his  congener,  all  the  while 
reacting  in  turn  on  him,  in  a certain  measure 
to  rectify,  amend  and  coordinate  the  delusion, 
which  then  becomes  held  in  common  and  which 
they  repeat  to  all  comers,  in  the  same  terms 
and  in  an  almost  identical  fashion.  In  order 
that  this  intellectual  task  may  be  accomplished 
simultaneously  in  two  different  minds,  it  is 
necessary  that  these  two  individuals  have  lived, 
for  a long  time,  a life  absolutely  in  common,  in 
the  same  place,  partaking  of  the  same  mode  of 
existence,  the  same  sentiments,  the  same  inter- 
ests, the  same  fears  and  the  same  hopes,  and 
beyond  outside  influences.  The  third  condition, 
in  order  for  the  contagion  of  the  delusion  to  be 
possible,  is  that  the  delusion  have  the  character 
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of  probability;  that  it  be  maintained  within  the 
limits  of  possibility;  that  it  rests  on  past  experi- 
ence, or  on  fears  or  hopes  conceived  for  the 
future.  This  condition  of  probability  alone  per- 
mits it  to  be  communicated  to  an  individual  and 
permits  the  conviction  of  one  to  be  implanted  in 
the  mind  of  the  other.” 

Gralnik  subdivided  folie  a deux  into 
the  imposed,  simultaneous,  communicated 
and  induced  types.  In  the  imposed  type 
the  delusions  of  a psychotic  individual  are 
transferred  to  a mentally  sound  one,  but 
it  is  necessary  for  the  persons  to  be  in- 
timately associated  and  free  from  counter- 
balancing influences.  The  delusions  fur- 
ther tend  to  disappear  in  the  infectee  as 
soon  as  the  two  are  separated.  In  the 
simultaneous  type  two  people  morbidly 
disposed  happen  to  become  mentally  sick 
at  the  same  time.  Here,  too,  a long  asso- 
ciation helps  causation,  but  separation 
does  not  clear  up  either  one.  This  type 
was  originally  described  by  Regis.  In  the 
communicated  type  the  psychosis  is  com- 
municated after  some  resistance  but  is 
fully  developed  in  the  second  person  and 
does  not  clear  upon  separation.  This  type 
was  originally  described  by  Marandon  de 
Montyel  in  1881.  The  fourth  type  is  the 
induced  variety,  first  described  by  Leh- 
man in  1885.  In  this  type  the  recipient 
individual  already  possesses  his  or  her 
own  delusions.  There  then  occurs  a nu- 
merical addition  of  delusions  from  another 
or  primary  agent. 

Only  a small  percentage  of  the  cases  of 
folie  a deux  affect  the  skin.  One  of  us 
has  observed  examples  of  folie  a deux 
manifested  by  delusions  of  intestinal  para- 
sitosis. Freyhan  states  that  folie  a deux 
must  indeed  be  a rare  condition,  since  in 
comparison  with  the  great  number  of 
people  exposed  to  others  with  delusions, 
only  a few  acquire  them.  He  further 
stated  that  it  is  likely  that  a special  vul- 
nerability of  a recipient  is  a prerequisite 
in  order  that  he  may  become  infected 
psychiatrically.  Noyes  commented  that 
folie  a deux  most  frequently  involves 
women.  This  is  probably  because  women 
are  supposed  to  play  passive  and  submis- 
sive roles.  Folie  a deux  commonly  involves 


mother  and  daughter,  two  sisters,  or  hus- 
band and  wife.  As  misinterpretations,  de- 
lusions and  ideas  of  persecution  increas- 
ingly disturb  the  infector,  they  are  per- 
suasively and  persistently  related  to  the 
infectee. 

MANAGEMENT 

Patients  presenting  themselves  to  phy- 
sicians with  the  conviction  that  they  are 
the  victims  of  infestations  are  entitled  to 
thorough  physical  and  laboratory  studies. 
Parasitologists  are  well  aware  that  mite 
infestations  are  readily  overlooked  by 
naked  eye  examinations.  To  avoid  em- 
barrassing postures  the  clinician  requires 
not  only  some  familiarity  with  local  ecto- 
parasites, but  also  the  use  of  a magni- 
fying lens. 

After  it  has  been  decided,  following 
adequate  investigation,  that  no  parasites 
are  present,  then  the  problem  is  a psy- 
chiatric one. 

In  dermatological  folie  a deux,  the  treat- 
ment is  the  same  as  in  other  cases.  The 
prognosis,  while  uniformly  guarded  in 
these  cases,  is  not  to  be  considered  hope- 
less, as  the  outlook  will  entirely  depend 
upon  the  nature  of  the  basic  psychiatric 
illness  of  which  the  delusion  is  but  a 
symptom.  Partridge  reported  the  cure  of 
three  people,  a case  of  folie  a trois.  This 
cure  was  accomplished  with  one  operation, 
a prefrontal  lobotomy  performed  on  one 
individual  who  was  the  infector.  The 
other  two  people  as  well  as  the  one  oper- 
ated upon  were  cleared  of  their  delusions. 
Electroshock  therapy  has  cleared  cases  of 
folie  a deux. 

SUMMARY  AND  CONCLUSIONS 

An  example  is  presented  of  dermal  de- 
lusions of  parasitosis  manifested  as  folie 
a deux,  in  a mother  and  daughter.  Both 
women  were  convinced  that  bizarre  worms 
were  infesting  their  skins;  unsuccessful 
attempts  to  remove  these  imaginary  crea- 
tures led  to  much  mutilation  and  excoria- 
tion. They  saw  104  physicians,  in  a six 
month  period.  Delusions  of  parasitosis  is 
a symptom  complex  which  merges  imper- 
ceptibly into  other  delusions.  It  is  of  seri- 
ous psychiatric  implication.  Folie  a deux 
is  a psychosis  shared  by  two  persons.  The 
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combination  of  these  two  psychiatric  con- 
ditions is  unusual  but  has  been  previously 
reported  by  Giacardy  and  by  Wilson.  Pa- 
tients presenting  themselves  to  physicians 
with  the  conviction  that  they  are  the  vic- 
tims of  infestations  are  entitled  to  thorough 
physical  and  laboratory  examinations. 
When  it  has  been  established  that  no 
parasites  are  present,  the  problem  is  a 
psychiatric  one. 
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DISCUSSION 

Dr.  John  D.  Krafchuk,  New  Orleans:  Dr. 

McAndrew  is  to  be  commended  for  his  au- 
thoritative presentation  of  a topic  for  which 
he  is  so  eminently  qualified,  with  advanced 
training  and  experience  in  both  Dermatology 
and  Psychiatry,  a rare  and  very  useful  com- 
bination. 

The  interrelationship  between  diseases  and 
functions  of  different  systems  of  the  body  is 
coming  to  be  recognized  and  appreciated  more 
and  more  as  medical  knowledge  increases.  With 
internal  organs  of  the  body,  the  influence  of 
one  system  upon  another  may  be  somewhat  ob- 
scured by  the  inaccessability  of  organs  involved. 
The  position  of  the  skin,  one  of  the  largest  organs 
of  the  body,  on  the  surface,  readily  examined 
and  biopsied,  has  lead  to  recognition  of  the  sig- 
nificance of  a number  of  cutaneous  manifesta- 
tions of  internal  disease,  such  as  acanthosis  ni- 


gricans for  internal  malignancy,  and  erythema 
nodosum  for  certain  internal  infections.  Dr. 
McAndrews’  presentation  demonstrates  a primary 
disease  of  the  central  nervous  system  presented 
for  medical  care  because  of  skin  lesions.  In 
these  psychotic  patients,  no  therapy  to  the  skin 
is  of  any  avail;  the  only  hope  for  these  patients 
lies  in  the  correction  of  the  basic  psychosis. 

The  relationship  between  functional  activity 
of  the  nervous  system  and  the  skin  is  very  close. 
The  nonmedical  person  is  acquainted  with  such 
emotional  reactions  as  blushing,  sweating,  pallor. 
A number  of  commonly  seen  chronic  dermatoses, 
such  as  psoriasis,  eczema,  and  lichen  planus, 
have  well  recognized  psychic  components,  al- 
though the  emotional  factors  are  felt  to  serve 
as  aggravating  factors  rather  than  actual  cause. 
In  these  conditions,  treatment  by  the  dermatolo- 
gist may  have  an  inherent  measure  of  psycho- 
therapy, by  inspiring  confidence  and  the  assur- 
ance that  the  condition  will  get  well. 

The  type  of  case  presented  by  Dr.  McAn- 
drews, however,  presents  a distinct  problem.  The 
patients  described  are  basically  psychotic,  the 
skin  lesions  serving  only  as  indications  of  the 
underlying  mental  state  of  the  patient.  Local 
or  systemic  treatment  directed  toward  the  skin 
serves  no  purpose  other,  perhaps,  than  control 
of  secondary  infection.  It  is  very  difficult  to 
convince  these  patients  of  the  true  nature  of 
the  condition.  In  fact,  it  may  be  well  not  to 
attempt  to,  since,  being  basically  psychotic,  they 
might  direct  their  abnormal  behavior  in  other 
more  dangerous  directions.  A case  is  known 
where  the  patient,  finally  convinced  after  great 
effort  that  his  skin  disease  was  self  produced, 
went  off  and  committed  suicide. 

A recent  paper  by  Aleshire  in  the  May  15 
1954,  issue  of  the  Journal  of  the  American  Med- 
ical Association,  describes  four  patients  with  de- 
lusions of  parasitosis  who  had  histories  of  poor 
nutrition.  High  vitamin  and  protein  diets  cor- 
rected the  psychic  abnormalities,  and  the  delu- 
sions of  parasitosis  disappeared.  While  nutri- 
tional factors  may  not  apply  to  all  cases  with 
acarophobia,  it  is  worthy  of  consideration  where 
the  mental  disease  might  be  on  a toxic  or  sub- 
nutritional  basis. 

A point  made  by  Dr.  McAndrew  might  be 
emphasized — that  it  is  important  to  make  cer- 
tain that  there  actually  are  no  insects  in  a 
given  case,  even  though  the  neuropsychiatric  as- 
pects of  the  case  seem  convincing.  A true  story 
recently  heard  at  a Dermatology  meeting  illus- 
trates this  point.  A social  worker  for  a large 
psychiatric  department  noted  recurrent  severe 
urticaria,  felt  to  be  basically  a neuropsychiatric 
problem,  since  eruptions  routinely  followed  ar- 
guments with  her  fiance.  The  dermatologist, 
who  had  been  asked  to  prescribe  an  anti-pruri- 
tic lotion  for  symptomatic  effect,  while  she  was 
being  treated  psychiatrically,  insisted  on  examin- 
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ing  the  patient  against  strong  objections.  He 
diagnosed  the  lesions  as  insect  bites.  Investiga- 
tion then  showed  that  there  were  bed  bugs  in 
the  bed  of  the  young  lady,  and  that  she  slept 
at  her  own  apartment  only  during  the  periods 
when  she  and  her  fiance  were  not  on  speaking 
terms  after  arguments.  Elimination  of  the  bed- 
bugs quickly  solved  the  psychiatric  problem. 

O 

CESAREAN  SECTIONS:  A REVIEW 
OF  ONE  THOUSAND  CASES  IN 
A PRIVATE  HOSPITAL  * 

JULIUS  T.  DAVIS,  JR.,  M.  D. 

SIMON  V.  WARD,  M.  D. 

New  Orleans 

This  is  a study  of  1000  consecutive 
cesarean  sections  performed  in  the  South- 
ern Baptist  Hospital,  New  Orleans,  from 
January  1st,  1951,  through  January  7th, 
1955.  During  this  time  there  were  a total 
of  14,891  deliveries.  A breakdown  as  to 
the  yearly  incidence  and  indications  will 
be  shown  and  an  analysis  of  incidence, 
morbidity,  indications  and  neonatal  and 
stillborn  mortality  will  be  included.  As  is 
frequently  the  case,  the  cause  of  morbidity 
is  not  always  easy  to  determine.  In  a 
series  we  find  frequent  cases  in  which 
patients  fit  the  classification  of  morbidity, 
but  there  are  no  known  causes  that  appear 
in  the  chart.  Since  cesarean  section  is  a 
major  abdominal  procedure,  often  per- 
formed on  a patient  physically  exhausted 
from  a prolonged  trial  of  labor,  or  suffer- 
ing from  an  acute  anemia  due  to  hemor- 
rhage or  severe  pre-eclampsia,  it  is  no 
wonder  that  morbidity  is  frequent. 

INCREASE  IN  INCIDENCE 

A review  of  the  literature  on  cesarean 
sections  showed  that  all  authors  have 
noted  a steady  increase  in  incidence. 
Broadening  of  indications  for  cesarean 
section  have  brought  about  a decrease  in 
fetal  and  maternal  mortality.  The  claims 
are  that  this  changing  attitude  appears  to 
coincide  with  the  availability  of  chemo- 
therapy, antibiotics,  and  blood  banks.  An- 
other change  has  been  the  greater  increase 
in  the  incidence  of  cesarean  sections 
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among  private  patients  as  compared  with 
charity  patients.  Studiford  and  Decker 1 
state  that  with  the  increased  safety  of  the 
operation,  it  is  natural  to  expect  the  great- 
er frequency  with  which  it  is  being  uti- 
lized at  the  present  time  and  broadening 
of  the  indications  for  its  performance. 
Today,  we  find  the  fetal  indications  are 
greatly  extended,  with  a growing  tendency 
to  supplant  the  more  difficult  type  of 
vaginal  operation  with  a cesarean  section. 
In  addition,  it  is  being  used  to  terminate 
pregnancies  in  which  serious  complications 
exist,  in  the  interest  of  the  mother,  rather 
than  the  fetus. 

Prematurity  plays  a large  role  in  the 
higher  fetal  mortality  rate  in  section  be- 
cause of  severe  maternal  complications  ap- 
pearing well  before  term.  A comparison 
of  the  fetal  mortality  rate  in  high  and 
mid-forceps  in  Kistner’s2  report,  as  com- 
pared with  that  of  cesarean  sections,  re- 
veals that  it  has  been  much  safer  for  the 
infant  to  have  been  delivered  abdominally 
than  by  difficult  operative  forceps.  It 
seems  that  the  factors  which  make  the 
operation  safer,  as  listed  by  Conti,3  that 
is,  better  technique,  better  anesthesia,  an- 
tibiotics, blood  transfusions,  etc.  will  per- 
mit an  increased  period  of  delay  before 
operation,  and  in  some  cases  avoiding  it 
entirely.  This  will,  in  some  measure,  pre- 
vent a too  rapid  rise  in  incidence.  A high 
cesarean  section  rate  is  indicative  of  a 
lack  of  obstetrical  art,  or  a disregard  of 
the  patient’s  future  obstetric  well-being. 
The  subsequent  rupture  of  a cesarean  scar 
may  not  be  included  in  the  operator’s  sta- 
tistics, but  should  certainly  be  his  re- 
sponsibility. 

TABLE  1 
INCIDENCE 


Total  deliveries 

14,891 

Total  sections 

1,000 

Incidence 

6.71% 

In  1951,  there  were  237  sections,  or  an 
incidence  of  7.02  per  cent.  In  1952,  there 
were  215  sections,  6.05  per  cent;  1953,  259 
sections,  6.76  per  cent,  while  in  1954,  there 
were  287  or  an  incidence  of  7.02  per  cent. 
There  has  been  a steady  increase  in  the 
number  of  sections,  but  the  incidence  has 


Davis,  Ward — Cesarean  Sections 


287 


remained  fairly  constant  due  to  the  in- 
crease in  deliveries. 

This  compares  favorably  with  another 
private  hospital  in  New  Orleans,  Touro 
Infirmary.  Meyer 4 reports  an  incidence 
of  9.2  per  cent  for  1,290  sections  from 
1949  to  1955. 


TABLE  2 

TYPE  OF  SECTION 


Low  cervical 

885 

Classical 

65 

Section  hysterectomy 

40 

Extra  peritoneal 

10 

As  Table  2 shows,  the  tendency  is  pre- 
dominantly for  the  low  flap  procedure. 
There  is  but  little  variation  in  the  percent 
of  the  other  procedures  from  year  to  year, 
with  the  exception  of  the  extra  peritoneal 
section  (2  were  performed  in  1952,  and  8 
in  1954). 

In  conjunction  with  the  1000  cesarean 
sections,  there  were  181  sterilization  pro- 
cedures, including  40  hysterectomies. 


TABLE  3 
ANESTHESIA 


Spinal 

930 

Ethylene-ether 

33 

Cyclopropane 

30 

Local  (Novocaine) 

7 

With  93  per  cent  of  the 

sections  being 

performed  under  spinal  anesthesia,  one 
can  see  that  spinals  are  no  longer  feared 

in  obstetrics.  This  is  due 

to  several  fac- 

tors : improvement  in  anesthetic  agents, 
qualified  anesthesiologist,  intravenous  flu- 
ids, blood,  stimulants  and  hypotensive 

agents. 

TABLE  4 

4 

INDICATIONS 

Previous  section 

509 

Disproportion 

213 

Abruptio  placentae 

71 

Placentae  praevia 

57 

Cervical  dystocia  and  uterine  inertia  47 

Elderly  primipara 

43 

Pre-eclampsia 

43 

Transverse  lie 

24 

Poor  obstetrical  history 

18 

Face  and  brow  presentation 

11 

Miscellaneous 

53 

Of  the  1000  sections  reviewed,  509  or 
about  50  per  cent  were  performed  because 
of  previous  sections.  The  liberalization  of 


indications  for  sections  in  recent  years, 
therefore,  is  a contributing  factor  in  the 
high  incidence  of  sections  at  present.  As 
regards  the  practice  of  allowing  previous 
section  cases  to  deliver  vaginally  in  subse- 
quent pregnancies,  i.e.,  hemorrhage  or 
malposition ; in  this  series  there  were  6 
ruptured  uteri  and  9 impending  ruptures, 
a total  of  15  partial,  incomplete  or  com- 
plete ruptures  of  the  uterus  in  509  pre- 
vious section  cases,  or  approximately  a 3 
per  cent  incidence. 

There  was  no  maternal  mortality  in  this 
series,  though  several  of  the  cases  of  rup- 
tured uteri  were  saved  only  by  the  modern 
era  of  good  anesthesia,  antibiotics,  and 
blood  banks.  One  patient  experienced  sud- 
den, severe  pain  at  home  and  within  forty- 
five  minutes  was  in  the  operating  room 
receiving  four  blood  transfusions  simul- 
taneously. 

Indications  for  primary  sections  were : 
first,  disproportion  followed  by  abruptio 
placentae  and  placentae  praevia ; next  in 
frequency  were  cervical  dystocia  and  uter- 
ine inertia,  elderly  primipara  and  pre- 
eclampsia. These  are  the  relative  indica- 
tions for  section  that  are  most  frequently 
mentioned.  Ofttimes  one  will  find  all 
three  as  indications  in  the  same  patient, 
i.e.,  a 36  year  old  primipara,  thirteen 
years’  sterility,  pre-eclamptic  with  rup- 
tured membranes;  pitocin  enhancement 
followed  by  secondary  inertia  and  section. 

TABLE  5 

MISCELLANEOUS  INDICATIONS 


Bony  pelvic  distortion  9 

Fetal  distress  7 

Ruptured  uterus  6 

Previous  uterine  surgery  6 

Obstructing  pelvic  mass  5 

Double  uterus  and/or  vagina  5 

Heart  disease — Valvular  or  congenital  4 
Prolapsed  cord  3 

Previous  extensive  vaginal  plastic  3 

Cervical  stenosis  or  conglutination  3 

Cerebral  hemorrhage  1 

Spinal  cord  tumor  with  paralysis  1 


Under  bony  pelvic  distortion  were  those 
due  to  previous  fractures  of  the  pelvis,  to 
poliomyelitis  as  a child,  osteitis  imperfecta 
and  one  bone  cyst  of  the  pubis.  The  ortho- 
pedist feared  a vaginal  delivery  would  re- 
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suit  in  fracture  of  the  pubis. 

Previous  uterine  surgery  consisted  of 
myomectomies  and  hysterotomies.  The  ob- 
structing pelvic  masses  consisted  of  cervi- 
cal fibroids,  ovarian  cysts  and  a pelvic 
kidney.  The  sections  for  prolapsed  cord 
all  resulted  in  living  babies. 


TABLE  6 

INCIO E X T A L . P R OC ED V R E S 


Tubal  ligation 

136 

Myomectomy 

12 

Appendectomy 

9 

Salpingectomy 

5 

Hernia  repair  (umbilical) 

4 

Repair  of  bladder  rent 

3 

Ovarian  surgery 

2 

Uterine  suspension 

i 

Breast  surgery 

i 

These  procedures  were  all  performed  in 
conjunction  with,  or  at  the  time  of,  the 
cesarean  section.  To  these  may  be  added 
the  40  hysterectomies,  though  it  is  diffi- 
cult to  classify  a hysterectomy  as  an  in- 
cidental procedure. 

The  bladder  lacerations  were  all  dis- 
covered at  the  time  and  repaired  without 
complications,  other  than  cystitis.  Two  of 
these  occurred  during  low  cervical  section, 
and  the  third  during  a total  hysterectomy 
at  the  time  of  the  third  section.  The 
breast  surgery  consisted  of  the  wedge  ex- 
cision of  a breast  mass  that  on  frozen 
section  was  diagnosed  as  an  adenofibroma. 

Maternal  morbidity  rates  have  been  ap- 
preciably reduced  in  recent  years.  The 
rate  for  the  1,000  cases  under  study  was 
15.5  per  cent — a total  of  155  cases  (19 
per  cent  in  1951  to  10.4  per  cent  in  1954). 
This  is  an  especially  good  result  when 
compared  with  one  recent  study  of  1,000 
major  gynecological  operations,  reported 
by  Sellers,  Ward  and  Davis 3 with  a mor- 
bidity of  23  per  cent.  Again,  credit  for 
the  improved  statistics  must  be  given  to 
intelligent  use  of  anesthetic  drugs,  prin- 
sipally  spinal  anesthesia,  adequate  use  of 
antibiotics  and  chemotherapy,  frequently 
prophvlactically,  and  blood  replacement. 
Good  prenatal  care  brings  the  majority  of 
patients  to  the  hospital  in  better  physical 
condition  than  is  usually  encountered  in  a 
charitable  institution. 


Bryant,6  in  reporting  on  sections  in 
Cincinnati,  compared  two  groups  of  elec- 
tive sec  cions,  one  with  prophylactic  anti- 
biotics, the  other  without.  The  incidence 
of  morbidity  varied  1.2  per  cent  in  the 
two  groups. 


TABLE  7 

FETA L MO R T A L I T V 


Total  number  of  births 

(including  15  twins) 

1015 

Neonatal  deaths 

28 

Stillborn 

33 

Gross  fetal  mortality 

6.0% 

Of  the  neonatal  deaths,  10  were  in  as- 
sociation with  praevia  and  abruptio,  and 
9 were  prematures;  while  20  of  the  still- 
borns  occurred  with  praevia  and  abruptio, 
and  only  6 were  premature.  Three  of  the 
stillborns  were  due  to  ruptured  uteri. 

With  the  increased  incidence  of  sections, 
there  is  a decreased  fetal  mortality. 
Broadening  the  indications  for  section  to 
include  fetal  indication,  such  as  prolapsed 
cord,  fetal  disti’ess,  and  supplanting  the 
more  difficult  and  hazardous  types  of 
vaginal  deliveries  with  section  have  defi- 
nitely lowered  fetal  mortality.  The  one 
factor  that  needs  more  help  is  the  avoid- 
ance of  prematurity.  This  is  usually  not 
preventable  in  the  bleeding  cases,  although 
in  labor  they  have  had  indications  for  sec- 
tion, but  too  many  premature  infants  are 
delivered  electively  because  of  previous 
sections.  This  is  why  we  need  the  continu- 
ation of  consultations  for  previous  sec- 
tions, with  the  consultant  examining  the 
patient  for  fetal  size  and  not  depending 
on  the  EDC  calculated  from  a woman’s 
hazy  memory  of  the  date  of  her  last 
menstrual  period. 

Although  no  attempt  was  made  to  tabu- 
late the  number  of  primary  sections  per- 
formed electively,  without  the  patient  hav- 
ing a trial  of  labor ; one  feels  that  too 
often,  too  great  a dependence  has  been 
placed  on  x-ray  pelvimetry.  This  refers 
specifically  to  cephalopelvic  disproportion 
without  trial  of  labor.  Clinical  evaluation, 
competent  consultation  and  adequate  trial 
of  labor  will  result  frequently  in  a normal 
vaginal  delivery  of  a normal,  healthy  in- 
fant and  prevent  adding  a scar  to  the 
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uterus  and  making  a needless  ‘obstetrical 
cripple’ ! 

Likewise,  I am  not  advocating  a return 
to  the  less  than  1 per  cent  section  inci- 
dence that  could  result  in  some  infants 
being  dragged  through  disproportionate 
pelves  and  cause  extensive  soft  tissue 
damage  to  the  maternal  pelvis  and  brain 
damage  to  the  infant. 

SUMMARY 

A review  of  1,000  consecutive  cesarean 
sections  in  a private  hospital  has  been 
presented. 

There  was  a section  incidence  of  6.71 
per  cent. 

The  low  cervical  type  section  was  pre- 
dominant with  a decrease  in  classical  sec- 
tions and  the  section  hysterectomies  show 
an  increase,  as  some  surgeons  are  remov- 
ing the  uterus  rather  than  ligating  the 
Fallopian  tubes  when  sterilization  is  in- 
dicated. 

Slightly  more  than  50  per  cent  of  the 
sections  were  secondary  or  repeat  sections. 

Fetopelvic  disproportion,  abruptio  pla- 
centa, and  placentae  praevia  were  the 
three  most  frequent  reasons  for  primary 
section. 

There  has  been  an  increase  in  incidental 
surgical  procedures  performed  at  the  time 
of  cesarean  section. 

The  fetal  mortality  (uncorrected)  was 
6.0  per  cent. 
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O 

THE  EVALUATION  OF 
STREPTOHYDRAZIDE*  IN  THE 

TREATMENT  OF 
PULMONARY  TUBERCULOSIS  t 
LOUIS  A.  MONTE,  M.  D. 

JOSEPH  E.  BLUM,  M.  D. 

OSCAR  BLITZ,  M.  D. 

New  Orleans 

Streptohydrazide  is  a crystalline  com- 
pound containing  the  equivalent  of  1 gm. 
of  streptomycin  base  and  236  mg.  of  izoni- 


azid.  Following  the  injection  intramuscu- 
larly, concentrations  1 in  the  blood  are 
similar  to  those  following  injection  of  1 
gm.  of  streptomycin,  and  satisfactory  ser- 
um concentrations  of  izoniazid  are  also 
reported.  Hobby 2 and  Lenert  have  re- 
ported therapeutic  effects  in  animals 
when  given  intermittently.  Oral  medica- 
tions, in  some  instances,  are  not  tolerated 
and  the  regulated  dosage  of  the  two  most 
beneficial  medications  by  injection  are  of 
distinct  value. 

Patients  admitted  to  the  L.S.U.  Tuber- 
culosis Service  at  Charity  Hospital  in  New 
Orleans  beginning  February  4,  1954,  were 
placed  by  rotation  in  one  of  the  eight  fol- 
lowing protocols : 

I.  INH  300  mg. /day  plus  PAS  12  gms. 
/day. 

II.  Streptomycin  gms.  1/day  x 30;  then 
b.i.w.  plus  PAS  12  gms./day  plus  INH 
300  mg./day. 

III.  Streptomycin,  gms.  1/day  x 30; 
then  b.i.w.  plus  INH  300  mg./day. 

IV.  Streptomycin  gms.  1/day  x 30; 
then  b.i.w.  plus  PAS  12  gms./day 

V.  Streptohydrazide  gms.  1/b.i.w. 

VI.  Streptohydrazide  gms.  1/day  x 30; 
then  b.i.w. 

VII.  Streptohydrazide  gms.  1/day  x 30; 
then  b.i.w.  plus  PAS  12  gms./day 

VIII.  Streptohydrazide  gms.  1/day  x 
30;  then  b.i.w.  plus  INH  300  mg./day 

Routine  laboratory  work,  consisting  of 
blood  count,  sedimentation  rate,  urinaly- 
sis, blood  urea  nitrogen,  icterus  index 
were  done  every  two  months ; seventy- 
two  hour  sputa  concentrations  and  cul- 
tures were  done  on  all  patients  every 
month.  Routine  14  by  17  EPA  chest 
x-rays,  including  other  indicated  views, 
were  obtained  at  monthly  and  two  month 
intervals. 

Weight,  cough,  laboratory,  x-ray  and 
toxic  manifestations  were  noted  and  ana- 


* Supplied  by  Charles  Pfizer,  Co.,  to  the 
L.S.U.  Tuberculosis  Service,  Charity  Hospital, 
New  Orleans,  Louisiana. 

f Presented  at  the  Seventy-sixth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society  at 
Alexandria,  Louisiana,  April  25,  1956. 
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lyzed  as  per  tables  1 to  9. 

OBSERVATIONS 

Toxic  Manifestations.  — Nausea,  diar- 
rhea, dizziness,  flushing,  chills,  fever, 
headache,  hysteria,  depression,  pruritus, 
rash,  palpitation,  hematuria  and  joint 


pains  occurred.  Izoniazid  had  to  be  dis- 
continued in  2 patients  because  of  de- 
pression and  nausea. 

Streptomycin  had  to  be  discontinued  in 
4 instances  because  of : Nervous  reaction, 
dizziness,  rash  and  pruritus,  and  chills 


TABLE  1 

I.N.H.  & P.A.S. — 12  PATIENTS 

Weight 

12  (86%)  Gained  6 - 14  lbs.  Stationary  2 

Loss  0 

Cough 

14  (100%)  Decreased 

Laboratory 

Urine:  No  abnormalities 

Sed.  rate : 2-56 

Icterus  index : 4-37  (no  clinical  jaundice) 

B.U.N.:  9-18 

Hematocrit:  33-46 

Sputum 

8 (80%)  Converted  4 - 8 weeks  Positive 

2 Negative  4 

X-ray 

6 Cavities:  4 (66%)  Disappeared  10  - 24  weeks  2 Unchanged 

6 Clearing  & contraction 

2 Unchanged:  1 Oleothorax  1 Cystic  bronchiectasis 

Toxicity 

1 Dizziness,  hysteria,  nausea  and  pruritus 
1 Rash  and  pruritus 

TABLE  2 

STREPTOMYCIN,  P.A.S.  & I.N.H.  — 12  PATIENTS 

Weight 

11  (91%)  Gained  9 - 55  lbs. 

Expired  1 

Cough 

9 (75%)  Decreased  Stationary  3 

Increased  0 

Laboratory 

Urine:  No  abnormalities 

Sed.  rate : 35-45 

Icterus  index : 3.8-28  (no  clinical  jaundice) 

B.U.N.:  5-25 

Hematocrit:  24  - 49 

Sputum 

10  (83%)  Converted  6-12  weeks 

Positive  2 

X-ray 

9 Cavities:  4 (44%)  Disappeared  8 - 12  weeks 

1 Plombage 

1 Lobectomy 

2 Nodular  cystic 

1 Expired 

3 Clearing  and  contraction 

Toxicity 

1 Depression  and  nausea  - I.N.H.  stopped  after  8 weeks 
1 Jumped  from  4th  floor  window  - still  lives 

TABLE  3 

STREPTOMYCIN  & I.N.H.  — 10  PATIENTS 

Weight 

10  (100%)  Gained  4-21  pounds 

Cough 

9 (90%)  Decreased  Stationary  1 

Increased  0 

Laboratory 

Urine:  1 Diabetic  controlled 

Sed.  rate : 6-50 

Icterus  index:  6.5-33  (no  clinical  jaundice) 

B.U.N.:  8.2-19 

Hematocrit:  34  - 52 

Sputum 

7 (78%)  Converted  3 - 22  weeks  Positive  2 

Negative  1 (Pott’s) 

X-ray 

2 Cavities:  1 Segmental  resection 

7 Clearing  and  contraction 
1 Pott’s 

1 Contraction 

Toxicity 

1 Rash  and  pruritus  (controlled  with  benadryl) 

1 Dizziness;  streptomycin  stopped  & P.A.S.  substituted 
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and  fever  (streptohydrazide  and  INH  sub- 
stituted in  1 instance  without  return  of 
symptoms).  Streptohydrazide  had  to  be 
discontinued  in  3 instances  because  of 
tingling  after  60  gms.,  vertigo  39  gms., 
and  transfer  of  patient  to  mental  hospital. 
PAS  had  to  be  discontinued  in  3 instances 
because  of  nausea,  chills  and  fever,  and 
nausea  and  diarrhea.  One  patient  could 


tolerate  none  of  the  anti-tuberculosis 
drugs  used. 

Deaths. — 

1)  Multiple  abcesses;  sputum  converted 
1)  Addison’s  disease 
Laboratory  Studies. — 

Sputa  studies  revealed  conversions  by 
culture  in  50  to  91  per  cent.  There  was 
little  difference  in  the  first  4 protocols 


Weight 


Cough 


Laboratory 


Sputum 


X-ray 


Toxicity 


Weight 


Cough 


Laboratory 


Sputum 


X-ray 


Toxicity 


Weight 


Cough 


Laboratory 


Sputum 


X-ray 


Toxicity 


TABLE  4 

STREPTOMYCIN  & P.A.S.  — 10  PATIENTS 

8 (80%)  Gained  7 - 34  pounds  Stationary  1 Unable  to  weigh  1 

8 (80%)  Decreased  Stationary  2 Increased  0 

Urine:  No  abnormalities  B.U.N. : 5-21.2 

Sed.  rate:  22  - 62  Hematocrit:  33-46 

Icterus  index : 3.1-26.7  (No  clinical  jaundice) 

7 (78%)  Converted  4 - 16  weeks  Positive  2 Negative  1 (effusion) 

5 Cavities:  3 Decreased  in  size;  2 lobectomies 

4 Contraction  and  clearing 
1 Stationary 

1 Nausea;  P.A.S.  discontinued  & I.N.H.  substituted 

1 Rash  and  pruritus;  streptomycin  discontinued  & I.N.H.  substituted 
1 Chills  and  fever;  streptohydrazine  & I.N.H.  substituted 


TABLE  5 

STREPTOHYDRAZIDE  GMS.  1 B.I.W.  - 10  PATIENTS 


9 (90%)  Gained  2-31  pounds  Stationary  1 

7 (70%)  Decreased  Stationary  3 Increased  0 

Urine:  No  abnormalities  B.U.N. : 7.4-25 

Sed.  rate:  14-55  Hematocrit:  33-51 

Icterus  index : 4.9-37  (no  clinical  jaundice) 

5 (50%)  Converted  5 - 22  weeks  Positive  5 

8 Cavities:  3 (38%)  Disappeared  (6,  11,  & 12  months)  5 Decreased 

2 Unchanged 

1 Depression,  excitation  (stabbed  patient) 


TABLE  6 

STREPTOHYDRAZIDE  GMS.  1/I>  x 30.  THEN  B.I.W. — 15  PATIENTS 
12  (80%)  Gained  5 - 40  pounds  Loss  2 Expired  1 

15  (100%)  Decreased 

Urine:  1 Diabetic  controlled  B.U.N.:  6-25.6 

Sed.  rate:  36  - 50  Hematocrit:  30-52 

Icterus  index : 4.5-26.4  (no  clinical  jaundice) 

8 (57%)  Converted  4 - 52  weeks  Positive  6 Negative  1 

8 Cavities:  3 (371/2%)  Disappeared  (4,  12,  & 52  weeks)  5 Unchanged 

6 Stationary 
1 Expired 


1 Vertigo 
1 Tingling 
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TABLE  7 

STREPTOHY  I)  I!  AZIDE  GMS.  1/D  x 30  THEN  B.I.W.  & P.A.S.  — 12  PATIENTS 

Weight  9 (75%)  Gained  4 - 23  pounds  Stationary  2 Loss  1 

Cough  8 (66%)  Decreased  Stationary  4 

Laboratory  Urine:  1 Hematuria  reaction  to  all  chemotherapy  B.U.N. : 5-27.6 

Sed.  rate:  28  - 56  Hematocrit:  29-61 

Icterus  index:  5-27.2  (no  clinical  jaundice) 


Sputum  7 (58%)  Converted  5 - 25  weeks  Positive  5 Negative  2 


X-ray 

9 Cavities:  4 (44%)  Disappeared  5 - 25  weeks 

5 Clearing  and  contraction 

2 Worsening 

1 Clearing  and  contraction 

Toxicity 

1 Headache  and  flushing 
1 Vertigo 

1 Chills,  fever,  palpitation  and  hematuria 
1 Nausea,  diarrhea;  P.A.S.  discontinued 

TABLE  8 

S T R EPTOHYDR AZIDE  GMS.  1/  x 30  THEN  B.I.W.  & I. 

N.H.  — 13  PATIENTS 

Weight 

12  (92%)  Gained  8 - 50  pounds 

Stationary  1 

Cough 

13  (100%)  Decreased 

Laboratory 

Urine:  1 Diabetic  controlled 

Sed.  rate : 13-52 

Icterus  index : 4.1-22.2  (no  clinical  jaundice) 

B.U.N. : 7.4-20.2 

Hematocrit:  32-50 

Sputum 

10  (91%)  Converted  4 - 16  weeks 

Positive  1 Negative  2 

X-ray 

5 Cavities:  2 (40%)  Disappeared  10  - 22  weeks 

3 Contracted 

2 Cystic 

6 Clearing  and  contraction 

Toxicity 

1 Joint  pain,  depressive  reaction 
1 Febrile  reaction 

TABLE  9 

1 

14  Pts. 

2 

12  Pts. 

3 

10  Pts. 

4 

10  Pts. 

5 

10  Pts. 

6 

15  Pts. 

7 

12  Pts. 

8 

13  Pts. 

Weight 

Gain 

12(86%) 
6 - 14 

11(91%) 
9 - 55 

10(100%) 
4 - 21 

8(80%) 
7 - 34 

9(90%) 
2 - 31 

12(80%) 
5 - 40 

9(75%) 
4 - 23 

12(92%) 
8 - 50 

Cough 

14 

9 

9 

8 

7 

15 

8 

13 

Decreased 

(100%) 

(75%) 

(90%) 

(80%) 

(70%) 

(100%) 

(66%) 

(100%) 

Sputum 

8(80%) 

10(83%) 

7(78%) 

7(78%) 

5(50%) 

8(57%) 

7(58%) 

10(91%) 

Conversion 

4 - 8 

6 - 12 

3 - 22 

4 - 16 

5 - 22 

4 - 52 

5 - 25 

4 - 16 

Positive 

2 

2 

2 

2 

5 

6 

5 

1 

Negative 

4 

0 

1 

1 

0 

1 

2 

2 

X-ray 

Cavities 

6 

9 

2 

5 

8 

8 

9 

5 

Closed 

4(66%  ) 

4(44%) 

0 

0 

3(38%) 

3(37%%) 

4(44%) 

2(40%) 

Toxicity 

Skin 

2 

0 

1 

1 

0 

0 

0 

0 

Nerve 

1 

2 

1 

0 

1 

1 

2 

1 

G.  I. 

1 

1 

0 

1 

0 

0 

1 

0 

Febrile 

0 

0 

0 

1 

0 

0 

1 

1 
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78  to  83  per  cent,  the  greatest  being  in 
the  last  4,  50  to  91  per  cent.  The  reason 
for  the  difference  is  not  known,  as  sensi- 
tivity studies  were  not  done. 

Routine  blood  counts  failed  to  reveal 
evidence  of  abnormalities  caused  by  any 
of  the  medications  used. 

The  sedimentation  rate  proved  of  no 
value  in  our  analysis. 

The  icterus  index  was  unreliable.  No 
clinical  jaundice  was  noted  in  spite  of  the 
high  values.  Some  of  the  specimens  were 
hemolyzed,  giving  high  values. 

The  blood  urea  nitrogen  proved  of  no 
value  in  our  analysis. 

Hematuria  was  observed  in  only  1 in- 
stance where  all  medications  were  not 
tolerated.  Transient  traces  of  albumin 
were  noted  in  5 instances.  Pyuria  was 
noted  once,  and  cleared  spontaneously. 
Trace  of  sugar  was  noted  in  3 instances ; 
all  cleared  on  re-examination.  Three  dia- 
betics were  controlled  with  the  usual  dia- 
betic regime. 

X-ray  Changes. — 

X-ray  changes  were  also  interesting  in 
that  the  highest  percentage  of  cavity  clo- 
sures, 67  per  cent,  was  in  the  INH  & PAS 
group.  When  all  three  drugs  were  admin- 
istered there  was  44  per  cent  closure 
similar  to  the  streptohydrazide  & PAS 
group.  With  streptomycin  plus  INH  and 
streptomycin  plus  PAS  no  cavity  closures 
occurred;  whereas  with  streptohydrazide 
twice  weekly  and  streptohydrazide  daily 
for  thirty  days  then  twice  weekly,  cavity 
closure  was  identical,  38  per  cent.  Strep- 
tohydrazide daily  for  thirty  days  then 
twice  weekly  plus  INH  group  showed  a 
40  per  cent  cavity  closure. 

SUMMARY 

1.  Streptohydrazide  intermittently  and 
in  combination  with  PAS  and  INH  has 
been  compared  with  protocols  using  com- 
binations of  streptomycin,  INH  and  PAS. 
Our  findings  suggest  that  its  use  is  at 
least  equal  to  the  other  combinations  ex- 
cept INH  & PAS,  which  proved  to  be  the 
best  protocol. 

2.  Toxic  signs  and  symptoms  were  no 
more  frequent  than  in  the  other  protocols. 


3.  In  certain  instances  where  oral  medi- 
cation is  not  feasible,  or  when  symptoms 
necessitate  discontinuance,  also,  we  have 
found  that  in  certain  instances  the  claim 
is  made  that  the  medication  has  been  tak- 
en orally;  whereas  upon  close  checking 
there  was  no  medication  dispensed  or 
taken,  the  injectable  combination  offers 
a definite  advantage. 

4.  Other  than  INH  and  PAS,  which 
proved  the  best  protocol,  there  was  little 
to  differentiate  the  other  seven  protocols. 
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THE  USE  AND  MISUSE  OF  NEEDLE 
BIOPSY  IN  THE  DIAGNOSIS  OF 
MALIGNANT  DISEASE  * 
EDWARD  T.  KREMENTZ,  M.  D.  f 
New  Orleans 

Needle  biopsy  has  long  been  advocated 
as  a valuable  aid  in  the  diagnosis  of  ma- 
lignant disease.  It  also  has  been  con- 
demned as  a dangerous  and  harmful  pro- 
cedure. At  present,  needle  biopsy  is  gain- 
ing widespread  use  and  it  is  our  purpose 
to  call  attention  to  sites  where  this  tech- 
nique is  suitable  and  safe,  and  to  point  out 
where  the  method  is  unsatisfactory  based 
on  reports  in  the  literature  and  observa- 
tions made  on  the  Tulane  Surgical  Service 
at  Charity  Hospital. 

Hannover,13  the  Danish  pathologist  was 
one  of  the  first  to  use  diagnostic  surgical 
biopsies  prior  to  the  middle  of  the  last 
century.  Bouisson,1  Professor  of  Surgery 
at  Montpellier,  biopsied  ulcerating  lesions 
for  study  in  1845.  Histologic  examination 
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of  curetted  material  from  the  uterus  was 
advised  by  Kiwisch  10  in  1847.  In  1851, 
Schuh 31  used  the  microscope  in  the  study 
of  certain  surgical  conditions. 

The  use  of  a needle  to  obtain  tissue  for 
diagnosis  became  popular  almost  as  soon 
as  any  type  of  biopsy  was  performed.  As 
in  a number  of  procedures  developed  for 
medical  use,  needle  biopsy  probably  was 
separately  discovered  and  utilized  by  many 
more  physicians  than  those  who  actually 
made  formal  reports  on  its  use.  Sedillot 1 
at  Paris  in  1846,  using  needle  puncture 
in  the  exploration  of  tumors  with  an  in- 
strument similar  to  a grooved  director, 
obtained  bits  of  tissue  for  microscopic 
examination.  Kuss,1  at  Strasburg  in  1846, 
devised  a cannula  with  a harpoon-like 
stylet  to  capture  tiny  pieces  of  tumor  for 
study.  Bouisson,1  in  1852,  reported  on  the 
use  of  needle  biopsy  for  diagnosis  in  ma- 
lignant disease.  Wintrich,42  also  in  1852, 
reported  on  this  type  of  procedure  for  the 
diagnosis  of  breast  lesions. 

The  first  American  report  occurred  in 
the  Transactions  of  the  American  Surgical 
Association,  in  1889,  when  J.  Collins  War- 
ren 41  of  Boston  reported  a cannula-like 
punch  biopsy  needle  for  use  in  the  early 
diagnosis  of  cancer.  The  needle  was  de- 
signed by  Dr.  S.  J.  Mixter  and  had  been 
used  in  over  100  cases  at  the  time  of  the 
report. 

Dr.  Nicholas  Senn,33  Professor  of  Sur- 
gery at  Rush  Medical  College,  in  his  book 
The  Pathology  and  Treatment  of  Tumors, 
published  in  1895,  described  the  use  of 
aspiration  biopsy.  Dr.  Senn  called  atten- 
tion to  the  fact  that  “only  specimens  which 
represented  both  cells  and  stroma  in  their 
proper  relations”  enabled  the  microscopist 
to  interpret  the  character  of  the  tumor. 
Dr.  Senn  also  pointed  out  that  other  work- 
ers, Bruns  and  Middledorpf  in  addition  to 
those  mentioned  above,  had  devised  trocars 
for  the  purpose  of  removing  particles  of 
tumor  tissue  for  microscopic  examination. 
Ward,39  in  1914,  used  needle  biopsy  to 
study  cellular  material  obtained  from 
lymph  nodes  in  patients  with  lymphoblas- 
toma. In  1921,  Guthrie 11  employed  needle 
biopsy  in  the  study  of  Hodgkin’s  disease. 


Modern  use,  however,  dates  from  1930 
when  Martin  and  Ellis18- 19  reported  on  a 
simple  method  of  needle  biopsy  from 
Memorial  Hospital  at  New  York  City. 
Subsequent  reports  on  needle  biopsy  have 
pointed  out  extensive  utilization  of  the 
procedure  and  have  indicated  its  merits 
and  the  dangers  encountered. 

TECHNIQUE 

The  needle  that  we  find  most  satisfac- 
tory for  general  use  is  the  Vim-Silverman 
biopsy  needle.  (Fig.  1)  This  needle  comes 
in  lengths  of  6 centimeters  and  8.5  centi- 
meters, the  outer  sheath  is  14  gauge,  and 
the  inner  stylet  is  17  gauge.  We  prefer  to 
use  the  shorter  needle  where  possible,  but 
with  deep-seated  tumors,  the  longer  needle 
is  necessary.  The  technique  used  consists 
of  raising  a small  bleb  in  the  skin  over- 
lying  the  tumor  with  1 per  cent  procaine. 
The  underlying  tissue  between  the  skin 
and  the  neoplasm  is  similarly  infiltrated 
with  cai’e  being  taken  to  avoid  injecting 
the  tumor.  Actually,  very  little  pain  is  en- 
countered in  obtaining  the  biopsy  speci- 
men. A stab  wound  large  enough  to  admit 
the  needle  is  made  with  a bistoury  knife 
(No.  11  Bard-Parker  blade)  through  the 
skin  bleb.  The  needle  with  its  stylet  in 
place  is  introduced  and  advanced  to  the 
edge  of  the  tumor.  The  stylet  is  removed 
and  the  split  blade  obturator  is  inserted 
through  the  cannula  into  the  mass  for  a 
distance  of  1 to  2 centimeters.  The  can- 
nula is  advanced  over  the  obturator  with 
a rotary  movement  until  the  obturator  is 
enclosed.  The  cannula  and  obturator  are 
then  both  rotated  180  degrees  in  unison 
and  withdrawn  together.  A core  of  tumor 
is  generally  found  between  the  blades  suf- 
ficient to  make  a satisfactory  microscopic 
diagnosis.  Occasionally,  a second  attempt 
will  have  to  be  made  to  obtain  the  required 
tissue. 

The  technique  recommended  by  Martinis 
is  even  more  simple  and  consists  of  using 
a sharp  18  gauge  needle  which  is  attached 
to  a tightly  fitting  syringe.  Using  a simi- 
lar technique  to  that  mentioned  above,  the 
needle  is  advanced  to  the  tumor,  and  then 
with  the  piston  of  the  syringe  partially 
withdrawn  to  produce  a vacuum,  the  nee- 
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die  is  introduced  into  the  neoplasm  and 
advanced  and  withdrawn  several  times. 
The  material  obtained  in  the  needle  is  ex- 
pressed onto  a slide  and  smeared  and 


fixed.  Should  any  larger  fragments  be 
present,  these  are  saved  for  paraffin  sec- 
tions. A quick  staining  method  is  used  on 
the  smeared  material  obtained  from  the 


Figure  1 


A.  Vim-Silverman  biopsy  needle  with  stylet. 

B.  Split  bladed  inner  needle. 

C.  The  cannula  with  stylet  in  place  is  advanced  to  the  tumor. 

D.  The  stylet  is  replaced  with  the  inner  needle  which  is  inserted  into  the  mass. 

E.  The  cannula  is  advanced  over  the  inner  needle. 

F.  Needle  and  cannula  are  rotated  180°  and  withdrawn  with  the  specimen. 


296 


Krementz — Needle  Biopsy  in  the  Diagnosis  of  Malignant  Disease 


tumor,  and  the  diagnosis  may  be  made  on 
the  appearance  of  the  cells.  We  generally 
find  it  more  satisfactory  to  obtain  a frag- 
ment of  tissue  for  paraffin  section  and 
routine  hematoxin  and  eosin  stain.  It  is 
extremely  important  to  have  sufficient 
specimen  to  demonstrate  the  relation  of 
the  malignant  cells  to  their  stroma,  and 
while  an  impression  made  on  cytological 
study  is  highly  suggestive,  it  should  not 
be  accepted  as  the  final  diagnosis. 

A third  technique  utilizes  the  Turkel 36 
needle  which  consists  of  an  outer  12  gauge 
needle  with  a 14  gauge  spear-pointed  sty- 
let. This  needle  with  the  stylet  in  place  is 
introduced  through  the  skin  and  soft  tis- 
sues until  the  tumor  is  approximated. 
The  stylet  is  removed  and  an  inner  needle 
is  inserted  which  consists  of  a hollow  ob- 
turator with  a serrated  edge  that  cuts 
tissue  when  turned  in  a clockwise  direc- 
tion. When  the  cutting  obturator  is  in 
contact  with  the  tumor,  it  is  advanced 
with  a clockwise  rotation  until  the  desired 
amount  of  tissue  is  obtained.  A syringe 
is  then  attached  to  the  obturator ; gentle 
suction  is  produced,  and  the  needle  is  re- 
moved with  the  specimen  held  in  the  ob- 
turator. This  needle,  originally  designed 
for  sternal  punctures,  has  received  con- 
siderable attention  and  modifications  are 
now  available  for  use  in  biopsying  bone, 
liver,  prostate,  breast,  and  soft  tissue 
masses.30-30  (Figure  2) 

There  is  a fourth  type  of  needle  de- 
scribed by  Semple32  which  utilizes  the 
tissue-holding  action  of  a harpoon  with 


OUTER  kJEEDLC 


Stylet 


Figure  2 — The  Turkel  needle  consists  of  an 
outer  needle  with  a cutting  stylet  (partially  in- 
serted as  depicted  above)  and  an  inner  needle 
with  a serrated  cutting  tip.  The  latter  has  a 
stylet  to  protect  teeth  and  push  specimen  out 
of  the  needle.  (Modified  after  — Trephine  In- 
struments, Inc.  Catalog) 


the  cutting  action  of  a trephine.  The  tre- 
phine is  introduced  with  a pointed  stylet 
in  place.  This  is  then  advanced  to  the 
tumor;  the  stylet  is  removed,  and  a 
harpoon-like  needle  is  passed  down  the 
trephine  into  the  mass.  The  harpoon  is 
then  withdrawn  slightly.  This  compresses 
the  tissue  on  the  edge  of  the  trephine 
which  by  a rotary  cutting  action  frees  a 
fragment  of  tumor  which  is  withdrawn 
with  the  entire  instrument.  (Figure  3) 
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Harpoon-tikc  stylets 


Figure  3 — Harpoon  biopsy  needle  consists  of 
trephine  with  the  pointed  stylet  which  is  ad- 
vanced to  the  tumor.  The  cutting  stylet  is  re- 
placed with  a harpoon-like  stylet  and  this  is  in- 
serted into  the  tumor.  The  harpoon  is  with- 
drawn slightly  compressing  the  tissue  against 
the  trephine  which  by  a rotary  cutting  action 
frees  the  specimen.  (Modified  after  J.  E. 
Semple,  M.  D.,  British  Med  J.,  June,  1951). 32 


Occasionally  on  attempting  to  aspirate 
a tumor  one  will  find  a cyst  filled  with 
fluid  or  an  abscess  with  purulent  material. 
The  cyst  fluid  should  be  removed  for  cell 
block  studies  and  pus  obtained  should  be 
held  for  culture  or  other  diagnostic  studies 
that  are  indicated. 

There  are  a number  of  limitations  which 
apply  to  needle  biopsy  that  apply  to  all 
types  of  biopsies.  One  problem  consists  of 
obtaining  an  adequate  and  representative 
specimen,  and  even  with  an  open  biopsy 
it  is  sometimes  difficult  to  obtain  the  por- 
tion of  tissue  that  will  give  the  correct 
diagnosis.  The  needle  biopsy  is  particul- 
arly subject  to  failures  from  this  point  of 
view  and  may  be  on  the  basis  of  technical 
or  operative  difficulties.  The  removal  of 
a portion  of  the  tumor  which  contains 
none  of  the  diagnostic  cells  is,  of  course, 
of  no  aid  and  may  be  misleading  in  pro- 
viding false  information. 
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Another  difficulty  with  needle  biopsy  is 
that  the  tumor  must  be  controlled  or  im- 
mobilized with  one’s  hand  as  the  needle  is 
being  introduced.  Depending  on  the  con- 
sistency of  the  tumor  and  the  sharpness 
of  the  needle,  this  requires  more  or  less 
manipulation  of  the  neoplasm,  which  is  to 
be  avoided  or  kept  at  a minimum,  as  will 
be  indicated  subsequently. 

Some  of  the  other  dangers  that  follow 
needle  biopsy  consist  of:  (1)  infections 

occurring  in  the  wound,  (2)  hemorrhage 
from  friable  vessels  encountered  in  the 
tumor,  and  (3)  injury  to  vital  organs, 
nerves  or  blood  vessels  closely  associated 
with  the  neoplasm.  Careful  technique, 
skill,  and  judgement  will  limit  the  extent 
of  these  complications. 

Another  difficulty  to  be  feared  is  ulcer- 
ation of  the  skin  over  the  tumor  allowing 
a fungating  mass  to  appear,  particularly 
if  the  underlying  tumor  is  under  any 
pressure.  This  danger  is  more  prevalent 
with  incisional  biopsy  than  with  needle 
biopsy  and  in  some  instances  needle  biopsy 
may  be  elected  in  an  attempt  to  prevent 
fungation. 

The  most  feared  complication  from  bi- 
opsy is  the  dissemination  of  tumor  cells 
following  the  diagnostic  procedure.  As  a 
result  of  trauma,  a malignant  tumor  may 
extend  locally,  to  regional  lymph  nodes,  or 
by  blood-borne  metastases.  A great  deal 
of  work  has  been  done  along  these  lines 
and  it  is  appropriate  to  review  the  perti- 
nent material. 

Any  type  of  incision  into  a malignant 
tumor  has  always  been  condemned  by 
some  members  of  the  medical  profession. 
In  the  past,  B'loodgood,  Sir  Watson  Che- 
ney, and  Czerny 8 all  went  on  record  as 
being  strongly  opposed  to  biopsy.  On  the 
other  hand,  Ewing 8 believed  that  the  in- 
formation from  biopsy  was  usually  deci- 
sive and  essential,  and  he  stated  that  he 
had  never  seen  any  untoward  results, 
whereas  in  cases  of  failure  to  biopsy  he 
had  seen  many  hopeless  situations  arise. 

In  1913,  Tyzzer37  working  with  experi- 
mental tumors  in  mice  concluded  that  the 
incomplete  removal  of  cancer  did  not  in- 
crease metastases,  but  did  accelerate  the 


growth  of  metastatic  lesions.  He  also 
showed  that  massage  of  a malignant  tu- 
mor did  cause  an  increase  in  distant 
spread.  It  was  later  pointed  out  that 
Japanese  waltzing  mouse  carcinoma  em- 
ployed by  him  did  not  always  metastasize. 

In  1919,  Wood,43  using  the  Flexner- 
Jobbling  carcinoma  in  673  rats,  concluded 
that  probitory  incision  did  not  increase 
metastases.  In  1946,  Maun  and  Dunning,20 
realizing  that  many  clinicians  were  prone 
to  avoid  incisional  removal  of  tumor  for 
biopsy,  because  of  the  fear  of  disseminat- 
ing malignant  cells  and  believing  that  ex- 
perimental evidence  and  medical  opinion 
were  not  in  accord,  decided  to  investigate 
the  problem  using  more  biologically  uni- 
form material.  They  concluded  from  their 
work  with  rats  and  four  different  tumors 
that  biopsy  did  not  affect  the  survival 
period  or  the  per  cent  of  metastases,  but 
that  removal  of  a primary  tumor  de- 
creased metastases  and  increased  the  sur- 
vival rate. 

Patterson  and  Nuthall,26  in  1939,  pub- 
lished an  article  evaluating  the  risk  of  in- 
cisional biopsy  in  ulcerating  squamous 
carcinoma.  This  was  a superficial  biopsy 
with  a minimal  amount  of  manipulation. 
Two  groups  of  well  - selected  cases  of 
squamous  carcinoma  of  the  buccal  cavity 
were  employed  and  it  was  noted  that  20.5 
per  cent  of  the  cases  not  biopsied  devel- 
oped metastases,  whereas  19  per  cent  of 
the  cases  biopsied  developed  metastases. 
This  was  a clinical  study  involving  166 
cases  and  the  authors  concluded  that  bi- 
opsy of  ulcerating  squamous  carcinoma 
did  not  increase  metastases.  In  1946,  a 
report  from  the  Central  Institute  of  Radio- 
therapy 22  in  Helsinki  based  on  8,000  cases 
stated  that  biopsy  did  not  stimulate 
growth  or  increase  metastases  if  taken 
prior  to  or  during  radiological  therapy. 
In  1947,  Ochsner,  DeBakey  and  Dixon 23 
condemned  needle  biopsy  for  possible 
cancer  of  the  lung,  because  of  several 
cases  in  which  seeding  had  occurred  along 
the  path  of  the  needle ; they  did  not  men- 
tion distant  metastases.  Ellis,9  in  1947, 
stated  that  needle  biopsy  caused  less  dis- 
turbance and  was  therefore  less  dangerous 
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than  other  methods  of  study  for  non- 
ulcerating lesions,  and  he  believed  that  his 
procedure  was  extremely  practical  for 
otherwise  inaccessible  tumors.  Dukes,7  in 
1949,  stated  that  any  type  of  injury  or 
rough  manipulation  may  accelerate  the 
growth  of  a tumor  and  cited  work  done 
on  a large  group  of  patients  in  the 
Strangeways  Laboratory  at  Cambridge  in 
which  the  taking  of  biopsies  had  no  ad- 
verse effect  on  the  survival  rate  of  pa- 
tients with  uterine  or  cervical  carcinoma. 
In  a consideration  of  needle  biopsy,  Rose- 
mond,  Burnett,  and  Hall,-”  in  1949,  fol- 
lowed 67  patients  for  five  months  to  four 
years  after  operation  and  biopsy  from 
lung  lesions,  and  decided  that  the  spread 
of  tumor  cells  along  the  needle  track  had 
been  overemphasized.  In  doing  so,  they 
mentioned  that  the  majority  of  patients 
had  died  of  distant  metastases.  In  dis- 
cussion of  this  article,  Wood  objected  to 
aspiration  biopsy  on  the  basis  that  tumor 
seeding  along  the  needle  track  does  occur 
and  that  vascular  metastases  increase.  In 
1951,  Crile  and  Vickery6  reported  an  ex- 
ample of  seeding  along  the  needle  track 
in  a patient  with  thyroid  carcinoma.  In 
1954,  Robbins  et  al 2S  at  the  Memorial 
Hospital  concluded  on  the  basis  of  a sta- 
tistical study  that  aspiration  biopsy  of 
breast  cancer  had  no  deleterious  effects 
on  long-term  survival  rates  among  their 
patients. 

In  the  Department  of  Surgery  at  Tulane 
University  School  of  Medicine,  it  was 
found  that  no  statistically  significant  dif- 
ference could  be  demonstrated  between  the 
biopsy  and  control  groups  in  a study  con- 
ducted on  the  effect  of  needle  biopsy  on 
the  spread  of  metastases  using  the  Brown- 
Pearce  and  the  V-2  tumors  in  rabbits.17 
It  was  also  noted  in  several  experimental 
animals  that  seeding  along  the  needle 
track  did  occur  and  therefore  the  track 
should  be  excised  or  included  in  the  plan 
of  therapy. 

It  is  obvious  from  the  above  review  that 
the  problem  has  not  been  finally  resolved 
as  to  the  safety  or  danger  in  the  use  of 
needle  biopsy.  There  are  particular  situ- 
ations, however,  in  which  needle  biopsy  is 


effective  and  in  the  following  paragraphs 
we  will  discuss  them  by  site. 

SITES 

Neck.  Tumors  that  occur  in  the  neck 
frequently  offer  problems  in  differential 
diagnosis  that  require  biopsy  to  solve,  and 
the  lesions  are  relatively  superficial  and 
easily  approached.  This  is  particularly 
true  in  metastatic  lesions  involving  cervi- 
cal lymph  nodes  where  the  primary  is  not 
obvious.  It  must  be  emphasized  that  a 
careful  search  for  a primary  lesion  in  the 
nasopharynx,  oropharynx,  and  larynx 
should  be  carried  out  and  that  as  a rule 
biopsy  of  a primary  carcinoma,  if  dis- 
cernible, should  always  be  attempted  be- 
fore the  secondary  lesion.  The  routine 
studies  whereby  the  diagnosis  of  a specific 
infection  or  granuloma  can  be  established 
prior  to  biopsy  should  not  be  overlooked. 
In  the  case  where  the  tumor  consists  of 
a carcinomatous  cervical  node,  a needle 
biopsy  here  instead  of  an  incisional  biopsy 
will  make  subsequent  surgery  easier  if  a 
radical  neck  dissection  has  to  be  per- 
formed. In  a patient  with  a lymphoma  in- 
volving cervical  or  other  lymph  nodes,  we 
prefer  to  utilize  excisional  biopsy  as  the 
pathologist  usually  needs  the  entire  lymph 
node  intact  so  that  the  architecture  of  the 
gland  as  well  as  the  cells  present  may  be 
studied  in  order  to  establish  the  diagnosis. 

The  diagnosis  of  tuberculous  lymph- 
adenitis may  be  made  on  the  clinical  find- 
ings, but  if  the  diagnosis  is  not  obvious, 
aspiration  biopsy  is  desirable  as  there  is 
less  chance  for  ulceration  and  establish- 
ment of  draining  sinus  tracts. 

The  use  of  needle  biopsy  in  thyroid  les- 
ions is  more  debatable.  Several  investi- 
gators have  recommended  its  use,  par- 
ticularly in  diagnosing  thyroiditis  and 
its  variations.5-  °- 12  We  favor  surgical 
exposure  in  the  diagnosis  of  thyroid 
masses.  In  several  instances  when  we 
have  elected  to  do  needle  biopsy  for  thy- 
roid lesions,  the  patients  have  had  diffi- 
culty due  to  hemorrhage  in  the  thyroid 
gland  or  the  neck.  One  such  patient  was 
an  elderly  woman  with  a thyroid  mass  in 
which  we  wished  to  rule  out  malignant 
disease.  The  patient  refused  operation  and 


Krementz — Needle  Biopsy  in  the  Diagnosis  of  Malignant  Disease 


299 


needle  biopsy  was  attempted.  Tissue  was 
obtained  suggesting  a nodular  goiter;  how- 
ever, the  hematoma  that  ensued  required 
the  patient  to  be  kept  under  close  super- 
vision for  several  days,  and  left  a residual 
mass  that  obscured  accurate  observation 
of  the  thyroid  for  a period  of  several 
months.  With  another  patient  in  whom 
we  wished  to  establish  the  diagnosis  in 
suspected  thyroiditis,  we  failed  to  obtain 
a specimen  due  to  the  fibrosis  of  the  gland 
and  again  were  troubled  with  a hematoma 
which  required  careful  observation. 

Soft  tissue  tumors  of  the  neck  or  other 
peripheral  sites,  in  which  a microscopic 
diagnosis  aids  the  planning  of  definitive 
treatment,  are  also  suitable  for  the  use 
of  needle  biopsy. 

Breast.  The  breast  is  a very  satisfac- 
tory site  for  the  use  of  a needle  biopsy. 
Radical  mastectomy  if  the  tumor  is  ma- 
lignant also  permits  the  removal  of  the 
needle  track  which  we  believe  should  be 
performed  following  the  biopsy  of  a ma- 
lignant lesion.  We  have  also  found  it  ex- 
pedient to  use  needle  biopsy  in  some  les- 
ions which  may  be  benign  and  if  con- 
firmed, the  tumor  can  be  excised  on  an 
outpatient  basis.  We  also  find  that  having 
a positive  needle  biopsy  in  cancer  cases 
saves  considerable  anesthesia  time  in  the 
operating  room  as  the  frozen  section,  re- 
prepping and  draping  can  be  avoided.  It 
also  provides  for  a better  surgical  field 
as  a recent  incisional  biopsy  wound  with 
its  dangers  of  spillage  of  tumor  cells  can 
be  avoided.  The  negative  needle  biopsy  in 
the  breast  as  in  any  other  area  is  mean- 
ingless and  should  we  obtain  a negative 
biopsy  we  then  resort  to  conventional  bi- 
opsy and  frozen  section. 

There  have  been  a few  instances  in 
which  attempted  needle  biopsy  in  breast 
lesions  has  met  with  failure  due  to  the 
dense  fibrosis  of  the  tissue  to  be  biopsied. 
This  type  of  disease  generally  is  seen  with 
chronic  cystic  mastitis  in  which  there  is 
marked  fibrous  involution ; however,  use 
of  the  Turkel  needle  should  obviate  this 
situation. 

Lung.  Our  feeling  is  that  the  needle  bi- 
opsy has  little  or  no  place  in  the  manage- 


ment of  lung  lesions.  Several  patients 
with  seeding  along  the  needle  track  fol- 
lowing biopsy  have  been  noted  in  this 
clinic  as  has  been  reported  above.23  The 
author  has  observed  another  patient  at 
the  New  Haven  Hospital  with  a clinical 
diagnosis  of  carcinomatous  seeding  along 
the  needle  track  following  biopsy  of  a lung 
cancer.  Should  needle  biopsy  be  essential 
in  establishing  a microscopic  diagnosis 
prior  to  x-ray  or  nitrogen  mustard  ther- 
apy, the  x-ray  field  should  be  designed  to 
include  the  needle  track. 

Liver.  The  use  of  needle  biopsy  in  diag- 
nosis of  liver  lesions  has  become  well- 
established.2'  10- 21  • 40- 44  Certain  hazards  ex- 
ist in  this  situation  and  there  is  a definite 
mortality  which  was  only  0.085  per  cent 
in  the  series  of  20,016  needle  biopsies  of 
the  liver  reviewed  by  Zamcheck  and  Klaus- 
enstock.44  In  a recent  paper  by  Morey 
et  al 21  the  mortality  was  0.72  per  cent. 
A number  of  other  patients  will  have  com- 
plications due  to  bleeding,  pain,  or  bile 
peritonitis.  The  incidence  of  successful 
diagnosis  with  needle  biopsy  for  meta- 
static or  primary  lesions  of  the  liver  varies 
considerably.  In  a series  reported  by  Fin- 
ley and  Brownson,10  liver  biopsy  revealed 
neoplasm  in  19  of  25  cases  in  which  there 
was  clinical  suspicion  of  cancer.  Ward 
et  al 40  were  able  to  demonstrate  82  posi- 
tive diagnoses  in  111  patients  with  proven 
primary  or  secondary  hepatic  neoplasms. 
Bowden  and  Kravitz 2 found  neoplastic 
disease  in  42  of  76  patients  with  suspected 
hepatic  metastases.  Sixteen  of  the  re- 
mainder were  later  shown  to  be  free  of 
liver  involvement  and  in  18  cases  the  bi- 
opsy was  falsely  negative.  The  success  re- 
ported in  establishing  malignant  disease 
with  liver  biopsy  is  rather  remarkable  in 
view  of  the  large  areas  of  liver  which  are 
grossly  uninvolved  as  is  frequently  demon- 
strated at  laparotomy  or  autopsy.  In  situ- 
ations where  laparotomy  can  be  avoided 
by  needle  biopsy,  the  procedure  would 
seem  to  be  indicated. 

Abdomen.  As  to  needle  biopsy  of  other 
abdominal  organs,  the  danger  of  perfora- 
tion of  the  bowel  is  such  that  the  proced- 
ure is  not  warranted  unless  it  is  done  at 
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time  of  laparotomy.  In  this  regard,  the 
operator  may  find  a Silverman  needle 
helpful  in  biopsying  pancreatic  or  liver 
lesions. On  the  other  hand,  diagnostic 
paracentesis  with  a Potter  needle  is  fre- 
quently useful  in  the  management  of  acute 
abdominal  conditions,  as  reported  by 
Thompson  and  Brown  !r>  at  Charity  Hospi- 
tal, and  should  not  be  overlooked. 

Kidney.  Several  workers  have  advo- 
cated the  use  of  needle  biopsy  in  diagnosis 
of  renal  diseases  and  the  mortality  seems 
relatively  low.3- 14- 25  In  a series  reported 
by  Parrish  and  Howe, 23  out  of  600  col- 
lected cases,  there  were  two  deaths,  a 
mortality  of  0.3  per  cent.  In  this  same 
paper,  renal  biopsy  established  a definitive 
diagnosis  in  91  per  cent  of  the  patients, 
confirming  the  clinical  diagnosis  in  only 
39  per  cent  of  the  cases.  These  consisted 
of  almost  entirely  nonmaligant  conditions. 
In  9 per  cent  neither  the  pathologist  nor 
the  clinician  could  arrive  at  a definitive 
diagnosis.  In  general,  the  usefulness  of 
needle  biopsy  in  primary  renal  malignancy 
has  not  been  demonstrated  and  also,  the 
danger  of  rupturing  the  renal  capsule  in 
the  patient  with  carcinoma  of  the  kidney 
would  further  tend  to  condemn  the  pro- 
cedure. 

Bone.  Needle  biopsy  of  metastatic  or  pri- 
mary lesions  in  bone  in  relatively  inacces- 
sible areas  such  as  the  bodies  of  the  ver- 
tebrae makes  this  technique  useful.24-23-38 
The  Turkel  needle  is  particularly  designed 
for  trephining  of  bone  and  has  been 
found  satisfactory  in  the  more  accessible 
lesions  of  bone  as  well. 

Prostate.  Needle  biopsy  has  proven  to 
be  effective  in  the  diagnosis  of  prostatic 
malignancy.4- 13-27-3n- 32  Kaufman,  Rosen- 
thal and  Goodwin 15  reported  a high  de- 
gree of  correlation  between  digital-rectal 
evaluation  and  open  surgical  biopsy  (74 
per  cent),  and  needle  biopsy  (73  per  cent). 
Prostatic  smear  in  this  same  series  of  110 
cases  showed  correlation  of  45  per  cent 
when  compared  to  the  results  of  surgical 
biopsy.  In  the  advanced  lesions  which 
could  only  be  treated  by  endocrine  therapy 
there  was  a high  degree  of  correlation 
while  in  the  remaining  less  advanced  cases 


the  correlation  was  lower.  In  these  latter 
cases,  the  therapy  of  choice  would  be 
radical  prostatectomy  and  presumably  the 
patient  would  have  a somewhat  better 
chance  of  successful  control  if  needle  bi- 
opsy was  not  performed,  due  to  the  danger 
of  local  implantation  of  carcinoma.  An 
article  by  Clai'k  et  al,4  in  1953,  reported 
a case  of  implantation  of  prostatic  car- 
cinoma in  the  site  of  perineal  needle  bi- 
opsy. In  the  more  advanced  lesions  it 
would  certainly  seem  to  be  an  indicated 
procedure,  especially  when  one  reviews  the 
figures  from  various  tumor  registries  as 
prostatic  cancer  is  a malignant  lesion  com- 
monly treated  on  the  basis  of  clinical  im- 
pression rather  than  tissue  examination. 
In  the  Tumor  Registry  of  Charity  Hospi- 
tal in  391  cases  of  prostatic  carcinoma  in 
a three  year  period,  1948-50,  we  found 
that  24  per  cent  of  the  cases  were  treated 
on  the  basis  of  clinical  impression  alone. 
In  Kaufman  et  al 15  series  of  110  cases, 
the  bladder  was  perforated  10  times  and 
the  rectum  4 times  without  untoward 
sequelae. 

CONCLUSIONS 

Needle  biopsy  is  a technique  that  is  use- 
ful as  an  aid  in  the  diagnosis  of  malignant 
lesions.  The  danger  of  the  dissemination 
of  distant  metastases  following  the  use 
of  needle  biopsy  apparently  is  slight  if 
manipulation  and  trauma  are  kept  at  a 
minimum.  Spread  along  the  needle  track 
may  occur,  therefore  in  those  cases  where 
the  potential  seeding  of  the  track  can  be 
controlled  by  excision,  radiation,  or  sys- 
temic therapy,  the  procedure  may  be 
elected.  In  those  instances  where  seeding 
will  not  affect  the  patient  more  adversely 
than  his  disease,  it  may  be  used  to  estab- 
lish a tissue  diagnosis. 

ACKXOWLEDGM  E X T 

The  author  gratefully  acknowledges  the 
assistance  of  Dr.  John  P.  Schneider  in  the 
preparation  of  portions  of  the  material 
used  in  this  paper. 

REFERENCES 

1.  Bouisson.  F. : Memoire  sur  l’exploration  sous  cu- 

tanee  des  tumeurs.  Proposition  d'un  nouvel  instrument 
pour  ie  diagnostic  des  tumeurs  solides.  Arch.  gen.  de 
ined..  4tli  ser..  20:5.  1S52. 

2.  Bowden.  L.  and  Kravitz,  S. : Needle  biopsy  of  the 
liver.  A diagnostic  aid  in  the  treatment  of  cancer,  Cancer, 
0:1010  (Sept.)  195.3. 


Langford — New  Drugs — When  Should  We  Use  Them? 


301 


3.  Casey,  W.  C.  and  Woolf,  W. : Needle  biopsy  of  tbe 
kidneys,  California  Med.,  83:353  (Nov.)  1955: 

4.  Clark,  B.  G.,  Leadbetter,  W.  I*'.,  and  Campbell,  S.  J.: 
Implantation  of  cancer  of  t lie  prostate  in  site  of  perineal 
needle  biopsy.  Report  of  a case,  .1.  Urology,  70:93i,  1953. 

5.  Crile,  G.  W.,  Jr.  and  Hazard,  J.  B. : Classification  of 
thyroiditis,  with  special  reference  to  use  of  needle  biopsy, 
J.  Clin.  Endocrinol.,  11:1123,  1951. 

6.  Crile,  G.  W.,  Jr.  and  Vickery,  A.  L. : Special  uses  of 
Silverman  biopsy  needle  in  office  practice  and  at  opera- 
tion, Am.  J.  Surg.,  83:83,  1952. 

7.  Dukes,  C.  E. : Biopsy.  Practitioner,  163:7  (July) 
1949. 

8.  Editorial  Comment  and  Correspondence.  M.  ltec., 
91:286,  371,  376,  1917. 

9.  Ellis,  F. : Needle  biopsy  in  the  clinical  diagnosis  of 
tumors,  British  .J.  Surg.,  34:240  (Jan.)  1947. 

10.  Findley,  .T.  W.,  Jr.  and  Brownson,  B.  C. : Cancer  of 
the  liver.  Needle  biopsy  as  a means  of  detection,  Cali- 
fornia Med.,  83:360  (Nov.)  1955. 

11.  Guthrie,  C.  G. : Gland  puncture  as  a diagnostic 
measure,  Bull.  John  Hopkins  Hosp.,  32:266,  1921. 

12.  Hamlin,  E.,  Jr.  and  Vickery,  A.  L. : Needle  biopsy 
of  the  thyroid  gland,  New  England  J.  Med.,  254:742 
(April  19)  1956. 

13.  Hannover,  A.:  Das  Epithelioma;  eine  eigentiimliehe 
Gesclnvulst,  die  Man  im  allgemeinen  bisher  als  Krebs 
angeshen  hat,  Leipzig,  Leopold  Voss.  5,  p.  553,  1852. 

14.  Iversen.  P.  and  Brun,  C. : Aspiration  biopsy  of  kid- 
ney, Am.  J.  Med.,  11  :324  (Sept.)  1951. 

15.  Kaufman,  J.  J.,  Rosenthal,  M.,  and  Goodwin,  W. 
E. : Needle  biopsy  in  diagnosis  of  prostatic  cancer,  Cali- 
fornia Med.,  81:308  (Nov.)  1954. 

16.  ICiwisch,  von  Rotterau:  Klinisclie  Vorlesungen  liber 
Krankheiten  des  weiblichen  Geschlecbtes,  ed.  2,  Prague, 
1847. 

17.  Krementz,  E.  T. ; Robertson,  G.  W. ; Spencer,  N.  R., 
and  Schneider,  J.  1’.:  Unpublished  data. 

18.  Martin,  II.  E.  and  Ellis,  E.  B. : Biopsy  by  needle 
and  aspiration,  Ann.  Surg.,  92:169  (July-Dee.)  1930. 

19.  Martin,  II.  E.  and  Ellis,  E.  B. : Aspiration  biopsy. 
Surg.,  Gynec.  & Obst.  59:578  (Oct.)  1934. 

20.  Maun.  M.  E.  and  Dunning,  W.  F. : Is  biopsy  of 

neoplasms  dangerous?  Surg.,  Gynec.  & Obst.,  82:567 
(May)  1946. 

21.  Morey,  D.  A.  J.,  Means,  R.  L.,  and  Plummer,  K : 
Effectiveness  and  complications  of  needle  biopsy  of  the 
liver.  J.A.M.A..  158:1489  (Aug.  27)  1955. 

22.  Mustakallio,  S. : (reviewed  by  Q.  Review  of  Surgery, 
5:21  (Feb.)  1948).  Does  biopsy  in  cases  of  malignant 
tumor  harm  the  patient?  Ann.  Chir.  et  gynaer.  Fenniae, 
35:82  1946. 

23.  Ochsner,  A.;  DeBakey,  M.,  and  Dixon,  J.  L. : Pri- 
mary cancer  of  the  lung,  J.A.M.A.,  135:321  (Oct.  11)  1947. 

24.  Ottolenghi,  C.  E. : Diagnosis  of  orthopaedic  lesions 
by  aspiration  biopsy  : results  of  1,061  punctures,  J.  Bone 
& Joint  Surg.,  37 A :443  (June)  1955. 

25.  Parrish,  A.  E.  and  Howe.  .T.  S. : Kidney  biopsy.  A 
review  of  one  hundred  successful  needle  biopsies,  A.M.A. 
Arch.  Inter.  Med.,  96:712  (Dec.)  1955. 

26.  Paterson,  R.  and  Nuttall.  It.  N. : An  evaluation  of 
tlie  risk  of  biopsy  in  squamous  carcinoma,  Am.  .T.  Cancer, 
37:64  (Sept.)  1939. 

27.  Rinker,  J.  R.  and  Shuman,  W.  G. : Perineal  punch 
biopsy  of  the  prostate  with  statistical  analysis,  J.  Urol- 
ogy, 67  :709  (May)  1952. 

28.  Robbins,  G.  F..  Brothers,  J.  H.  III.  Eberhart,  W.  F., 
and  Quan,  S. : Is  aspiration  biopsy  of  breast  cancer  dan- 
gerous to  the  patient?  Cancer,  7:774  (July)  1954. 

29.  Rosemond,  G.  P.,  Burnett,  W.  E.,  and  Hall,  .T.  H. : 
Value  and  limitations  of  aspiration  biopsy  for  lung 
lesions.  Radiology,  52:506  (April)  1949. 

30.  Roth,  A.  A.  and  Turkel,  H. : A technique  of  pros- 
tatic biopsy.  J.  Urology,  51:66  (Jan.)  1944. 

31.  Schuh.  F. : Ueber  Erkenntnis  der  Pseudoplasmen. 
Vienna,  1851. 

32.  Semple,  P.  E. : Carcinoma  of  the  prostate.  A com- 


parison of  methods  of  diagnosis.  Iiriti:  h Med.  J.,  i :1236 
(June  2)  1951. 

33.  Senn,  Nicholas:  The  Pathology  and  Surgical  Treat- 
ment of  Tumors.  W.  B.  Saunders  Co.,  Philadelphia,  pp. 
17-702,  1895. 

34.  Siffert,  R.  S.  and  Arkin,  A.  M : Trephine  biopsy  of 
bone  with  special  reference  to  the  lumbar  vertebral 
bodies,  J.  Bone  & Joint  Burg.,  31A:146  (Jan.)  1949. 

35.  Thompson,  C.  T.  and  Brown,  D.  R. : Diagnostic 
paracentesis  in  the  acute  abdomen,  Surgery,  35:916  (June) 
1954. 

36.  Turkel,  H.  and  Bethell,  F.  H. : Biopsy  of  bone  mar- 
row performed  by  a new  and  simple  instrument,  .T.  Lab. 
& Clin.  Med.,  28:1246  (July)  1943. 

37.  Tyzzer,  E.  E. : Factors  in  the  production  and 

growth  of  tumor  metastases,  J.  Med.  Research,  28:309 
(July)  1913. 

38.  Vails,  J..  Ottolenghi,  C.  E.,  and  Schajowicz,  F.  : As- 
piration biopsy  in  diagnosis  of  lesions  of  vertebral  bodies, 
J.A.M.A.,  136:376  (Jan. -April)  1948. 

39.  Ward,  G.  R. : Bedside  Haematology,  Philadelphia, 
W.  B.  Saunders  Co.,  p.  129,  1914. 

40.  Ward,  .T.,  Schiff,  L.,  Young,  P.,  and  Gall,  E.  A. : 
Needle  biopsy  of  the  liver.  IX.  Further  experiences  with 
malignant  neoplasm,  Gastroenterology,  27 :300  (Sept.) 
1954. 

41.  Warren,  J.  Collins:  The  early  diagnosis  of  malig- 
nant growths,  Tr.  Am.  Surg.  Assoc.,  7:9,  1889. 

42.  Wintrich : Einige  worte  ueber  die  I’aracentese  der 
brust  nebst  angabe  eines  neuen  instrumentes  zu  gefal- 
slosen  ausfiilbrong  derselben,  Illust.  med.,  Zlg.  Miinehen, 
1:32,  1852. 

43.  Wood,  F.  C. : Diagnostic  incision  of  tumors,  J.A. 
M.A.,  73:764  (Sept.  6)  1919. 

44.  Zamcheck,  N.  and  Klausenstock,  O. : Medical  Prog- 
ress: Liver  biopsy.  II.  The  risk  of  needle  biopsy,  New 
England  J.  Med..  249:1062,  1952. 

O 

NEW  DRUGS— WHEN  SHOULD  WE 
USE  THEM? 

RICHARD  B.  LANGFORD,  M.  D. 

Shreveport 

Each  year  several  thousand  new  drug 
products  are  placed  on  the  market.  This 
includes  new  dosage  forms  of  old  drugs, 
new  drug  combinations,  and  drugs  which 
have  not  previously  been  available  in  any 
form. 

Unfortunately,  many  of  these  have  been 
inadequately  tested  before  being  placed  on 
the  market.  This  is  brought  out  from 
time  to  time  in  the  medical  literature  in 
reports  of  previously  unreported  toxic  re- 
actions. Occasionally,  toxic  effects  become 
apparent  only  after  prolonged  use.  Thera- 
peutic benefits  resulting  from  the  use  of 
many  new  drugs  frequently  do  not  seem 
so  wonderful  after  several  months  use  as 
they  did  at  first.  This  may  be  due  to  loss 
of  enthusiasm  on  the  part  of  the  physician 
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prescribing  the  drug  or  on  the  part  of  the 
patient. 

The  information  we  receive  concerning 
these  new  drugs  comes  from  several 
sources.  Most  are  reported  first  in  experi- 
mental journals  but  these  are  read  pri- 
marily by  research  workers  and  full  time 
medical  school  teachers.  Several  months 
(sometimes  several  years)  later  the  clini- 
cal journals  intended  for  practicing  physi- 
cians may  have  adequate  reports  on  the 
new  preparations.  Ordinarily,  the  drug 
will  be  released  for  our  use  before  or  very 
soon  after  the  reports  in  clinical  journals. 
In  order  that  we  may  be  informed  about 
these  new  drugs,  the  manufacturer  or  dis- 
tributor sends  literature  to  us  in  the  form 
of  advertisements  in  medical  journals  and 
in  colorful  folders  which  seem  to  arrive 
by  the  bushel  in  our  office  mail.  We  may 
even  receive  bright  sample  packages. 
Shortly  after  this,  a representative  (or 
drug  detail  man)  calls  at  our  office  to 
tell  us  in  person  about  the  new  prepara- 
tion. The  individual  is  usually  impressed 
with  the  superiority  of  his  company’s 
product  over  that  of  its  competitors.  His 
judgment  in  the  matter  is  colored  by  the 
fact  that  his  company  emphasizes  to  him 
the  beneficial  effects  and  minimizes  the 
side  effects  and  toxic  effects  in  order  not 
to  dampen  his  enthusiasm  in  advertising 
the  product.  In  turn,  his  income  frequent- 
ly is  dependent  directly  or  indirectly  upon 
the  volume  of  sales  of  his  company’s  prod- 
ucts in  the  area  in  which  he  works. 

During  the  period  of  development  of  a 
new  drug,  one  of  our  popular  magazines 
is  very  likely  to  gather  together  a few 
fragments  of  information  and  publish  a 
report  for  our  patients  to  read.  Many 
patients  take  any  such  magazine  article 
to  mean  that  the  new  drug  is  just  the 
thing  they  have  been  needing  and  conse- 
quently we  are  approached  from  another 
direction  with  a request  that  we  prescribe 
the  new  drug. 

Most  present  day  physicians  are  famil- 
iar with  the  events  which  transpired  when 
Demerol  (meperidine  hydrochloride)  was 
first  placed  on  the  market.  At  that  time 
it  was  thought  to  be  an  effective  drug  in 


producing  pain  relief  and  at  the  same  time 
it  was  felt  that  it  would  not  produce  ad- 
diction. Subsequently  it  was  found  that 
addiction  was  easier  to  produce  with 
Demerol  than  with  morphine. 

Several  years  ago  folic  acid  was  brought 
out  as  an  effective  oral  treatment  for 
pernicious  anemia.  It  will  correct  the 
anemia  of  pernicious  anemia  but  will  not 
prevent  (and  may  even  help  produce)  the 
development  of  the  serious  central  nervous 
system  damage  which  usually  accompanies 
the  untreated  disease. 

Phenylbutazone  (Butazolodin)  which  is 
effective  against  arthritis,  was  found  to 
produce  bone  marrow  damage  in  a high 
percentage  of  cases.  There  have  been  sev- 
eral other  drugs  in  this  category. 

Benzchlorpropamide  (Hibicon)  was 
brought  out  several  months  ago  and  now 
has  been  taken  off  of  the  market.  I am 
not  sure  about  the  reason  for  this  but 
evidently  there  is  some  question  regard- 
ing its  ability  to  produce  toxic  effects 
after  long  term  use. 

More  recently,  chlorpromazine  hydro- 
chloride (Thorazine)  and  meprobamate 
(Equanil  and  Miltown)  have  been  intro- 
duced as  drugs  to  relax  all  of  our  nervous 
patients.  Thorazine  has  been  shown  to 
produce  jaundice  quite  frequently  and  to 
produce  agranulocytosis  on  certain  occa- 
sions. Equanil  has  not  been  available  for 
many  months  but  untoward  reactions  are 
coming  to  light.1 

Many  more  examples  of  reactions  or 
inadequacy  of  new  drugs  could  be  cited. 
For  a slightly  different  approach  to  the 
same  subject  one  might  profit  by  reading 
the  excellent  article  by  David  P.  Barr.2 

What  does  this  mean  to  the  practition- 
er? The  most  important  point  is  that  each 
of  us  should  make  a point  of  finding  what 
the  various  drugs  will  and  will  not  do  be- 
fore prescribing  them.  We  should  con- 
sider the  hazards  of  the  drug  we  plan  to 
use  and  should  attempt  to  decide  in  our 
own  mind  if  the  beneficial  effects  expected 
warrant  exposing  the  patient  to  the  haz- 
ards. Many  diseases  are  self-limited,  and 
in  such  cases  we  must  make  every  attempt 
to  see  to  it  that  our  therapy  does  not 
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actually  increase  the  burden  of  recovery. 
We  should  limit  the  number  of  drugs 
given  to  an  individual  patient  to  those 
which  we  feel  certain  that  he  needs.  The 
more  drugs  we  give  to  each  patient,  the 
more  risk  we  run  of  producing  a toxic  or 
an  allergic  reaction.  The  physician  must 
accept  the  fact  that  untoward  reactions 
will  occur  from  time  to  time,  even  when 
meticulous  care  is  used.  We  should  at- 
tempt to  keep  the  number  of  such  re- 
actions at  a minimum.  Our  judgment 
should  be  much  better  than  that  of  our 
patients  regarding  their  need  for  treat- 
ment, so  accordingly,  the  decision  to  use 
a certain  drug  should  be  based  on  our 


judgment  rather  than  the  patients’  re- 
quest. 

In  answer  to  the  title  of  this  paper 
“New  Drugs  — When  Should  We  Use 
Them”?  it  is  simple  enough  to  say:  (1) 
When  we  know  what  the  action  of  the 
drug  is,  (2)  when  we  know  that  it  is  rela- 
tively safe  and  (3)  when  we  feel  that  it 
is  the  best  drug  for  the  individual  we 
are  treating. 
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TREATMENT  OF  EPILEPTIC 
SEIZURES 

In  a recent  report  of  the  Council  on 
Pharmacy  and  Chemistry  by  Yahr  and 
Merritt,*  some  of  the  broad  aspects  of  the 
problem  and  the  current  status  of  the  drug 
therapy  of  epileptic  seizures  are  presented. 
This  report  clarifies  and  summarizes  much 
that  will  be  helpful  to  the  physician  in 
treating  the  individual  who  has  epileptic 
seizures.  It  points  out  that  since  convul- 
sive seizures  may  precede  other  symptoms 
of  disorders  of  the  nervous  system  by 


many  years  constant  re-evaluations  are 
necessary. 

Considerable  progress  has  been  made  in 
the  past  two  decades  in  both  diagnosis  and 
treatment  of  epilepsy.  Epilepsy  is  a symp- 
tom-complex characterized  by  periodic 
transient  episodes  of  alteration  in  the  state 
of  consciousness,  which  may  be  associated 
with  convulsive  movements,  and/or  dis- 
turbances in  feeling  or  behavior.  The  au- 
thors point  out  that  before  beginning  treat- 
ment it  is  important  to  define  properly 
the  type  of  seizure  and  detect,  if  possible, 
the  underlying  disease  process,  as  there 
are  many  conditions  and  diseases  of  the 
nervous  system  in  which  convulsive  phe- 
nomena are  prominent.  The  combined  tech- 
niques of  electroencephalography,  pneu- 
moencephalography, and  angiography  have 
made  it  possible  to  verify  specific  seizure 
types  and  to  uncover  pathological  processes 
previously  not  diagnosed  except  at  oper- 
ation or  autopsy. 

When  a structural  defect  or  physiologic- 
al disturbance  of  the  brain  can  be  demon- 
strated the  convulsive  disorder  is  described 
as  symptomatic  of  such  condition.  When 
adequate  inquiry  reveals  no  organic  back- 
ground for  the  seizures  there  remains,  as 
we  all  know,  a large  group  of  cases  wrho 
have  seizures  called  epilepsy.  Clinical 
manifestations  that  occur  during  this  seiz- 
ure are  related  to  the  site  of  origin  of  the 
abnormal  discharge  that  initiates  the  seiz- 
ure and  to  the  rapidity  and  extent  of  the 
spread  of  the  discharge.  Classification  is 
made  on  this  basis  and  not  on  the  patho- 
logical process  responsible  for  the  attacks. 
The  attacks  are  grouped  as  grand  mal, 
focal,  psychomotor,  and  petit  mal. 

Grand  mal  seizures  occur  with  or  with- 
out aura  and  are  characterized  by  sudden 
loss  of  consciousness  folowed  by  general- 
ized tonic  and  clonic  spasms  of  the  mus- 
culature. 

Focal  seizures  have  some  clinical  mani- 
festation that  indicates  their  site  of  origin 
as  in  the  cerebrum.  A classical  example  of 
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focal  attack  is  the  so-called  Jacksonian 
seizure. 

Psychomotor  attacks  are  characterized 
by  automatic  pattern  movements  with 
clouding  of  consciousness  and  postictal  am- 
nesia for  the  episode,  which  may  extend 
over  two  or  three  minutes. 

The  typical  petit  mal  attack  is  character- 
ized by  sudden  brief  lapse  in  consciousness 
with  minor  motor  movements  of  the  head, 
eyes,  or  extremities.  The  duration  is  five 
to  thirty  seconds. 

The  objective  of  the  anticonvulsant  ther- 
apy is  to  establish  and  maintain  a reservoir 
of  drugs  sufficient  to  control  the  seizures 
while  producing  a minimum  of  side  reac- 
tions. The  drugs  currently  employed  are : 

Barbituric  Acid  Derivatives.  — Pheno- 
barbital,  mephobarbital,  metharbital  and 
primidone. 

Hydantoin  Derivatives.  — Diphenylhy- 
dantoin  sodium  (Dilantin)  and  methyl- 
phenylethylhydantoin  (3-methyl-5,  5-phen- 
y lethylhydantoin ) . ( Mesantoin ) 

Oxazolidine  Derivatives. — Trimethadione 
(Tridione)  and  paramethadione.  (Para- 
dione) 

Phenylacetylurea  Derivative.  — Phenace- 
mide.  (Phenurone) 

Succinimide  Derivative. — Phensuximide. 

Carbonic  Anhydrase  Inhibitor.  — Aceta- 
zolamide. 

It  is  pointed  out  that  the  anticonvulsants 
have  no  fixed  dosage  and  the  dose  to  be 
employed  is  the  amount  necessary  to  con- 
trol seizures  unless  toxic  reactions  make 
necessary  reduction  of  the  dose  or  with- 
drawal. When  toxic  reactions  occur  it  is 
advised  that  the  dose  be  reduced  and  an- 
other drug  added  as  it  is  frequently  found 
that  the  combination  of  drugs  is  more  ef- 
fective than  a single  drug.  This  is  true  if 
more  than  one  type  of  seizure  exists.  Dili- 
gence and  patience  are  necessary  to  find 
by  this  method  of  trial  and  error  the  best 
possible  combination  of  drugs  and  the 
optimal  dosage  schedule  for  each  individual 
patient.  The  initial  drug  of  choice  for  all 
types  of  seizures  except  petit  mal  are  di- 
phenylhydantoin  sodium  and/or  phenobar- 
bital.  When  the  drowsiness  and  lethargy 


of  phenobarbital  effect  does  not  disappear 
with  the  continued  use  of  the  drug,  these 
symptoms  may  be  relieved  by  the  use  of 
amphetamine  sulphate  in  doses  of  5 to  20 
mg.  daily.  The  toxic  effect  uniquely  seen 
with  diphenylhydantoin  sodium  is  hyper- 
trophy of  the  gums  and  this  requires  spe- 
cial attention  to  the  gums  with  the  empha- 
sis on  good  dental  hygiene.  Methylphenyl- 
ethylhvdantoin  (Mesantoin)  has  drowsi- 
ness as  a frequent  side  effect  and  also  al- 
lergic skin  eruptions.  A more  serious  toxic 
effect  is  degeneration  of  the  bone  marrow 
which  may  occur  during  its  administra- 
tion. Patients  taking  this  drug  should  have 
a complete  blood  cell  count  once  a month 
throughout  the  period  of  treatment. 

Mephobarbital  and  metharbital  have  an 
effect  similar  to  phenobarbital  and  less 
sedative  action.  Primidone  because  of  un- 
desirable side  effects  is  seldom  given  in 
full  therapeutic  dose;  when  used  it  is  best 
combined  with  other  drugs,  usually  di- 
phenylhydantoin sodium. 

The  use  of  bromides  entails  frequent  de- 
termination of  serum  bromide  levels.  Their 
administration  now  is  chiefly  for  patients 
in  whom  all  other  drugs  have  failed. 

Phenacemide  is  of  infrequent  use  be- 
cause of  its  toxic  effects. 

Acetazolamide  (Diamox)  is  a type  of 
agent  recently  employed  in  the  treatment 
of  epileptic  seizures.  The  drug  has  acidi- 
fying and  dehydrating  properties.  To 
which  of  these  properties  anticonvulsant 
action  can  be  attributed  is  unknown.  The 
toxic  effects  of  long  continued  usage  may 
be  serious  in  some  patients. 

The  treatment  of  petit  mal  requires  spe- 
cial considerations  whether  it  exists  alone 
or  in  connection  with  the  other  three  types 
of  seizures.  Particular  drugs  for  its  con- 
trol are  necessary  and  these  are  not  effec- 
tive against  the  other  types  of  seizures. 
The  drugs  to  be  used  for  petit  mal  are 
trimethadione,  paramethadione,  and  phen- 
suximide, in  that  order.  Any  of  the  three 
may  have  some  undesirable  side  reactions. 
Possibly  combination  of  the  first  two  may 
give  better  effect  than  either  one  alone. 
Toxic  reactions  may  be  aplastic  anemia, 
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agranulocytosis  and  nephroses. 

The  status  epilepticus  exists  when  seiz- 
ures occur  with  such  frequency  that  recov- 
ery from  effects  of  one  attack  does  not 
occur  before  the  next  attack  supervenes. 

This  condition  is  a medical  emergency 
best  handled  in  the  hospital.  Adequate  sup- 
port is  essential  with  attention  to  the  need 
for  fluids,  electrolyte  balance,  possible  de- 
hydration, and  suppoi't  of  nutrition.  The 
drugs  recommended  are  phenobarbital  so- 
dium, amobarbital  sodium,  and  paralde- 
hyde. 

Yahr  and  Merrit  list  the  causes  for  fail- 
ure and  emphasize  that  good  results  are 
dependent  upon  thorough  evaluation  of  the 
neurological  status,  critical  classification 
of  the  type  of  seizure,  and  painstaking  es- 
tablishment of  adequate  drug  therapy. 
They  consider  that  seizures  can  be  com- 
pletely controlled  in  50  per  cent  of  the  pa- 


tients and  greatly  reduced  in  another  35 
per  cent.  Some  of  the  faults  to  be  avoided 
are  improper  classification  of  the  seizure 
type,  failure  to  recognize  the  progressive 
neurological  disease,  failure  to  use  proper 
drugs,  to  administer  proper  dosage,  and 
the  frequent  shifting  of  drugs.  They  con- 
sider that  two  to  three  years’  treatment 
should  continue  after  the  last  seizure,  and 
when  medication  is  discontinued  it  must  be 
done  gradually  over  a period  of  a year  or 
so.  They  urge  the  proper  indoctrination  of 
patients  as  to  the  aims  and  methods.  They 
urge  that  the  patient  be  made  to  feel  that 
with  the  control  of  his  seizures  the  oppor- 
tunity for  assuming  his  rightful  place  in 
society  exists.  The  article  is  a clear  and 
compact  summary  that  the  physician  will 
find  a valuable  help  in  the  care  of  the  epi- 
leptic or  the  one  who  seems  to  be  an  epi- 
leptic. 
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ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


THE  SEARS-ROEBUCK  FOUNDATION 

A year  ago  the  Sears-Roebuck  Foundation,  in 
cooperation  with  the  American  Medical  Associ- 
ation, made  a grant  of  $125,000  for  the  estab- 
lishment of  a Revolving  Assistance  Fund.  The 
purpose  of  this  fund  was  to  make  loans  to  physi- 
cians desii’ing  to  establish  or  improve  medical 
facilities  in  areas  where  the  medical  care  is  in- 
adequate. It  is  the  intention  of  the  Foundation 
to  continue  to  make  this  grant  to  the  Revolving 
Fund  each  year.  Evaluation  of  all  applications 
is  done  by  a Medical  Advisory  Board  composed 
of  prominent  and  highly  qualified  physicians  ap- 
pointed by  the  Trustees  of  the  American  Medical 
Association. 

In  the  short  time  the  fund  has  been  in  exist- 
ence, 22  loans  have  been  made  affecting  33  physi- 
cians from  13  states.  Loans  ranged  from  $3,000 
to  $25,000,  and  total  loans  amounted  to  $179,500. 
Loans  have  gone  to  general  practitioners,  special- 
ists, partnerships  and  medical  groups.  The  sole 
criteria,  besides  medical  proficiency,  have  been 
the  need  of  the  community  for  medical  care.  So 
that  the  Revolving  Fund  may  grow,  all  repay- 
ments, principal  and  interest,  go  into  the  fund 
for  future  loans.  There  is  no  charge  to  this 
fund  for  administration  of  the  program.  This  is 


met  by  another  Foundation  grant. 

In  1956  it  was  necessary  to  have  two  cut-off 
dates  in  processing  applications — April  1 and 
October  1.  Applications  received  before  April 
are  decided  upon  before  June  15.  Applications 
received  before  October  1,  shall  be  acted  upon 
by  December  15.  The  Foundation  is  now  accept- 
ing applications  for  the  last  half  of  1956. 

This  is  a great  opportunity  offered  physicians 
and  communities  to  provide  a real  service  to 
people  in  respective  sections  of  our  state  not  now 
having  adequate  medical  coverage  or  medical  fa- 
cilities. This  is  a 10-year,  non-secured  loan  rang- 
ing from  zero  to  six  per  cent  interest  depending 
on  the  rapidity  of  repayment. 

Undoubtedly,  there  are  many  physicians  in  our 
state  who  are  not  aware  of  this  opportunity  to 
improve  existing  facilities  or  to  establish  them- 
selves in  private  practice  in  rural  or  suburban 
areas.  The  April  1 cut-off  date  is  ideal  for 
graduating  interns  since  loans  are  approved  in 
June  which  is  generally  the  time  they  graduate. 
The  October  cut-off  date  is  ideal  to  aid  those 
established  physicians  who  have  poor  medical  fa- 
cilities and  are  now  in  a position  to  incur  the  re- 
sponsibility of  building  or  improving  their  medi- 
cal units. 
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This  revolving  assistance  fund  has  great  po- 
tential. It  is  now  growing  very  rapidly.  The 
future  of  this  fund,  to  be  of  the  greatest  service 
to  the  medical  profession  in  the  field  of  medical 
distribution,  depends  entirely  upon  how  well 
physicians  and  communities  become  informed  of 
the  existence  of  such  wonderful  advantages  and 
opportunities  offered  by  the  existence  of  this 
fund. 


Physicians  who  are  completing  their  internship 
and  residencies  have  a golden  opportunity  to  lo- 
cate in  desirable  communities  by  obtaining  finan- 
cial assistance  through  this  fund. 

We  sincerely  hope  many  of  our  physicians  will 
avail  themselves  of  the  offer  by  this  foundation, 
thereby  relieving  themselves  of  financial  troubles 
in  getting  happily  located  to  practice  their  chosen 
profession. 
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PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

Calcasieu 

East  Baton  Rouge 

Morehouse 

Natchitoches 

Orleans 

Ouachita 

Rapides 

Sabine 

Tangipahoa 

Second  District 

Shreveport 

Vernon 


Date 

Fourth  Tuesday  every  other  month 
Second  Tuesday  of  every  month 
Third  Thursday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Thursday  of  every  month 
First  Monday  of  every  month 
First  Wednesday  of  every  month 
Second  and  fourth  Thursdays 
of  every  month 

Third  Thursday  of  every  month 
First  Tuesday  of  every  month 
First  Thursday  of  every  month 


Place 

Lake  Charles 
Baton  Rouge 
Bastrop 

New  Orleans 

Monroe 

Alexandria 


Independence 

Shreveport 


NEWS  ITEMS 

Dr.  Irwin  M.  Marcus  addressed  the  Louisiana 
Chapter  of  the  American  Association  of  Psychi- 
atric Social  Workers  on  “Levels  of  Group  Psycho- 
therapy” on  June  28th  at  L.S.U.  Medical  School. 

The  Louisiana  Group  Psychotherapy  Society 
was  recently  accepted  as  an  affiliate  organization 
by  the  American  Group  Psychotherapy  Associ- 
ation. The  officers  elected  are:  Dr.  Irwin  M. 

Marcus,  President;  Dr.  Robert  Lancaster,  Presi- 
dent-elect; Dr.  Irvin  Kraft,  Treasurer;  Dr.  Mor- 
ton Enelow,  Corresponding  Secretary;  Mr.  Knox 
Price,  Secretary. 

The  New  Orleans  Psychoanalytic  Society,  a 
member  of  the  American  Psychoanalytic  Associ- 
ation, elected  as  its  new  officers  Dr.  Henry 
Miles,  President;  Dr.  Theodore  Watters,  Presi- 
dent-elect; Dr.  Irwin  M.  Marcus,  Secretary- 
Treasurer. 


FURTHER  DRUG  EXPERIMENTS  MAY 
EXPLAIN  EPILEPSY 

A new  drug,  which  almost  completely  con- 
trolled epileptic  seizures  in  34  of  126  patients, 
eventually  may  help  explain  the  physiological 
basis  of  the  seizures,  three  Boston  physicians 
said  recently. 

The  drug  acetazolamide  (Diamox)  caused  a 
90  to  99  per  cent  reduction  in  seizures  in  12 
other  patients,  a 50  to  90  per  cent  reduction 


in  22,  and  a smaller  reduction  in  the  remaining 
58,  the  doctors  said  in  the  Jan  28  Journal  of 
the  American  Medical  Association. 

Epilepsy  is  characterized  by  sudden  disturb- 
ances of  brain  function,  resulting  in  temporary 
loss  of  consciousness.  The  attacks  range  from 
minor  to  major  ones.  It  may  have  a hereditary 
basis  or  have  other  causes,  including  brain  in- 
jury, a disease  in  another  organ  which  acts  on 
the  brain,  emotional  disturbances,  and  alcohol- 
ism. 

In  the  past  it  has  been  found  that  changes 
in  the  amount  of  carbon  dioxide  in  the  blood, 
which  affect  the  body’s  acidity,  influence  the 
course  of  epilepsy.  An  increase  in  acidity  has 
been  helpful  for  young  persons  and  certain 
other  types  of  epileptics.  This  acidosis  has  been 
achieved  by  diets,  inhalation  of  carbon  dioxide, 
and  other  methods,  but  all  of  them  have  been 
limited  in  use. 


RECOVERY  FROM  PULMONARY  EMBOLISM 

FOLLOWS  PROLONGED  LEVOPHED  USE 

Large  doses  of  Levophed  (nor-epinephrine) , 
administered  by  intravenous  drip  continuously 
over  a period  of  11  days,  were  responsible  for 
the  recovery  of  a patient  with  massive  pulmo- 
nary embolism,  according  to  Dr.  J.  de  Swiet  of 
Llanelly  Hospital,  England. 

He  states  in  the  British  Medical  Journal  (2: 
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1252,  1955)  that  medical  literature  reports  only 
one  previous  instance  of  Levophed’s  use  to  treat 
this  “common  and  often  fatal  emergency.”  It 
remains  the  “most  sinister”  of  post-operative 
complications.  The  value  of  Levophed,  the  au- 
thor comments,  is  known  to  many  doctors,  but 
“deserves  to  be  widely  appreciated.” 

Massive  pulmonary  embolism  was  diagnosed 
in  a 49-year-old  male  patient  following  a partial 
gastrectomy,  precipitating  severe  hypotensive 
shock.  An  intravenous  infusion  of  Levophed 
was  started  in  an  initial  strength  of  four  mg. 
in  a liter  of  saline  solution  at  an  average  drip 
rate  of  30  drops  a minute.  The  concentration 
of  the  solution  and  the  rate  of  infusion  were 
varied  according  to  blood  pressure  readings. 

PAN-PACIFIC  SURGICAL  ASSOCIATION 
Seventh  Congress 
Honolulu,  Hawaii 
November  14-22,  1957 

The  Seventh  Congress  of  the  Pan-Pacific  Surgi- 
cal Association  will  be  held  in  Honolulu,  Hawaii 
November  14-22,  1957.  All  members  of  the  pro- 
fession are  cordially  invited  to  attend  and  are 
urged  to  make  arrangements  as  soon  as  possible 
if  they  wish  to  be  assured  of  adequate  facilities. 

An  outstanding  scientific  program  by  leading 
surgeons  with  sessions  in  all  divisions  of  surgery 
and  related  fields  promises  to  be  of  interest  to 
all  doctors. 

Further  information  and  brochures  may  be  ob- 
tained by  writing  to  Dr.  F.  J.  Pinkerton,  Director 
General  of  the  Pan-Pacific  Surgical  Association, 
Room  230,  Young  Building,  Honolulu,  Hawaii. 

COURSE  IN  POSTGRADUATE 
GASTROENTEROLOGY 

The  American  College  of  Gastroenterology  an- 
nounces that  its  Annual  Course  in  Postgraduate 
Gastroenterology  will  be  given  at  The  Roosevelt 
in  New  York  City,  on  18,  19,  20  October  1956. 

The  Course  will  again  be  under  the  direction 
and  co-chairmanship  of  Dr.  Owen  H.  Wangen- 
steen, Professor  of  Surgery  of  the  University  of 


Minnesota  Medical  School,  who  will  serve  as 
surgical  co-ordinator  and  Dr.  I.  Snapper,  Director 
of  Medical  Education;  Beth-El  Hospital,  Brooklyn, 
N.  Y.,  who  will  serve  as  medical  co-ordinator.  Drs. 
Wagensteen  and  Snapper  will  be  assisted  by  a 
distinguished  faculty  selected  from  the  medical 
schools. 

The  subject  matter  to  be  covered  in  the  course, 
from  a medical  as  well  as  surgical  viewpoint,  will 
cover,  essentially,  the  advances  in  diagnosis  and 
treatment  of  gastrointestinal  diseases  and  a com- 
prehensive discussion  of  diseases  of  the  mouth, 
esophagus,  stomach,  pancreas,  spleen,  liver  and 
gallbladder,  colon  and  rectum,  with  special  studies 
of  radiology  and  gastroscopy. 

For  further  information  and  enrollment  write 
to  the  American  College  of  Gastroenterology,  De- 
partment P.G.,  33  West  60th  Street,  New  York 
23,  N.  Y. 


CLEANER  AIR  MADE  POSSIBLE  BY  NEW 
ELECTRONIC  FILTER 

The  power  of  the  electron,  widely  used  in 
industrial  smoke  abatement  and  dust  reclamation 
programs,  has  been  harnessed  this  spring  to 
help  keep  the  home  cleaner. 

Now  on  the  market  are  three  RCA  WHIRL- 
POOL room  air  conditioners  with  built-in  elec- 
tronic filters. 

An  electronic  charge  on  the  filter  grabs  par- 
ticles from  the  air,  as  it  circulates  and  recircu- 
lates through  the  air  conditioner,  and  holds  them 
fast.  Air-borne  matter  one-tenth  the  size  of 
particles  which  can  be  efficiently  held  by  ordi- 
nary mechanical  filters  is  stopped  before  it 
enters  the  home. 

For  the  housewife,  the  electronic  filter  means 
a reduction  of  dust,  soot,  and  pollens  in  the 
home.  With  less  dirt,  cleaning  is  easier  and  life 
and  beauty  of  fabrics  and  painted  surfaces  are 
prolonged. 

Cleaner  air  made  possible  by  the  new  filter  is 
easier  to  breathe — an  important  comfort  factor 
in  the  pollen  season. 


WOMAN'S  AUXILIARY  TO  THE  LOUISIANA  STATE  MEDICAL  SOCIETY 

EXECUTIVE  BOARD 

The  1956-57  Executive  Board  and  Executive  Committee  of  the  Woman’s  Auxiliary  to  the  Lou 
isiana  State  Medical  Society  is  composed  of  the  following  members: 


Officers 

President: 

Mrs.  W.  A.  K.  Seale,  Sulphur 
Presideftt-Elect: 

Mrs.  Boni  DeLaureal,  New  Orleans 
First  Vice-President: 

Mrs.  Henry  W.  Jolly,  Jr.,  Baton  Rouge 
Second  Vice-President: 

Mrs.  C.  Prentice  Gray,  Jr.,  Monroe 
Third  Vice-President: 

Mrs.  H.  Whitney  Boggs,  Shreveport 


Recording  Secretary: 

Mrs.  Edwin  Guidry,  New  Orleans 
Treasurer : 

Mrs.  Spencer  B.  McNair,  New  Orleans 
Parliamentarian : 

Mrs.  Aynaud  Hebert,  New  Orleans 
Corresponding  Secretary: 

Mrs.  P.  L.  McCreary,  Lake  Charles 
Historian : 

Mrs.  J.  T.  Willis,  Alexandria 

Consultant  and  Advisor 

Mrs.  Arthur  A.  Herold,  Shreveport 
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Councilors 

First  District: 

Mrs.  Robert  Rougelot,  Jr.,  New  Orleans 
Second  District: 

Mrs.  Roy  B.  Harrison,  New  Orleans 
Third  District: 

Mrs.  Edward  M.  Harrell,  Lafayette 
Fourth  District: 

Mrs.  C.  E.  Boyd,  Shreveport 
Fifth  District: 

Mrs.  Eldredge  Carroll,  Columbia 
Sixth  District: 

Mrs.  Jacob  0.  Hoth,  Baton  Rouge 
Seventh  District: 

Mrs.  Walter  Moss,  Lake  Charles 
Eighth  District: 

Mrs.  John  A.  Worley,  Alexandria 

Committee  Chairmen 

Archives: 

Mrs.  C.  Grenes  Cole,  New  Orleans 
A.M.E.F. : 

Mrs.  D.  B.  Barber,  Pineville 
Bulletin : 

Mrs.  R.  R.  Ward,  Bogalusa 
Cancer : 

Mrs.  Leon  F.  Gray,  Shreveport 
Civil  Defense: 

Mrs.  Jared  Garber,  Lake  Charles 
Commemoration  Fund: 

Mrs.  Henson  Coon,  Monroe 
Crusade  for  Freedom : 

Mrs.  J.  W.  Swafford,  Sulphur 
Doctor’s  Day: 

Mrs.  H.  W.  Richmond,  Oakdale 
Editor  of  Publications: 

Mrs.  Edwin  Guidry,  New  Orleans 
Essay  Contest: 

Mrs.  F.  Warren  Raggio,  Lake  Charles 
Finance : 

Mrs.  William  J.  Rein,  New  Orleans 
Health  and  Safety: 

Mrs.  M.  C.  Wiginton,  Hammond 
Heart  : 

Mrs.  Jules  M.  Davidson,  New  Orleans 
L.O.S.L. : 

Mrs.  Henry  W.  Jolly,  Baton  Rouge 
Mental  Health: 

Mrs.  Pierre  A.  Donaldson,  Reserve 
Nurse  Recruitment: 

Mrs.  Joseph  T.  Brierre,  New  Orleans 
Organization : 

Mrs.  Boni  J.  DeLaureal,  New  Orleans 
Press  and  Publicity: 

Mrs.  Philips  Carter,  New  Orleans 
Printing: 

Mrs.  Abram  0.  Goldsmith,  New  Orleans 


Program : 

Mrs.  Robert  P.  Howell,  Lake  Charles 
Publicity : 

Mrs.  Mildred  G.  Carter 
Public  Relations: 

Mrs.  C.  P.  Gray,  Jr.,  Monroe 
Red  Cross: 

Mrs.  H.  Whitney  Boggs,  Shreveport 
Revisions  of  By-Laws: 

Mrs.  Edwin  Socola,  New  Orleans 
Romance  and  Research  of  Medicine: 

Mrs.  L.  L.  Sherman,  Golden  Meadow 
Today’s  Health : 

Mrs.  Creighton  Shute,  Opelousas 
Yearbook : 

Mrs.  Collins  P.  Lipscomb,  Ponchatoula 

Parish  Presidents  (Incomplete) 

Allen : 

Mrs.  L.  F.  Gray 
Assumption : 

Caddo : 

Mrs.  Harold  Quinn 
Calcasieu : 

Mrs.  B.  M.  Woodard 
East  Baton  Rouge: 

Mrs.  Dwight  S.  Danburg 
Iberia : 

Mrs.  H.  M.  Flory 
Iberville : 

Mrs.  J.  P.  Musso 
Jefferson : 

Mrs.  A.  A.  Massony 
Jefferson  Davis: 

Mrs.  J.  G.  McClure 
Lafayette : 

Mrs.  R.  H.  Robinson 
Lafourche : 

Mrs.  R.  Morvant 
Orleans: 

Mrs.  Abe  Golden 
Ouachita : 

Mrs.  Henry  E.  Guerriero 
Rapides: 

Mrs.  Robert  U.  Parrott 
St.  Landry : 

Mrs.  F.  Creighton  Shute 
St.  Tammany: 

Mrs.  Herbert  E.  Cannon 
Tangipahoa : 

Mrs.  James  S.  Andres 
Terrebonne : 

Mrs.  Hanson  L.  Dupont 
Vermillion : 

Mrs.  Shelly  Mouledous 
Washington : 

Mrs.  Bruce  H.  Clements 


EXECUTIVE  COMMITTEE 

Mrs.  W.  A.  K.  Seale  Mrs.  Spencer  B.  McNair  Mrs.  Creighton  Shute 

Mrs.  P.  L.  McCreary  Mrs.  Edward  M.  Harrell  Mrs.  Aynaud  Hebert,  Ex-Officio 

Mrs.  Mildred  G.  Carter,  Publicity  Chairman 
Woman’s  Auxiliary  to  the  L.S.M.S. 
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Book  Reviews 


BOOK  REVIEWS 


Angiographic  Localization  of  Intracranial  Masses; 

by  Arthur  Ecker,  M.  D.,  Ph.  D.  and  Paul  A. 

Riemenschneider,  M.  D.,  Springfield,  Illinois, 

Charles  C Thomas,  1955.  pp.  433,  413  Illustra- 
tions. Price  $13.50. 

Radiologists  and  neurosurgeons  will  find  in  the 
first  section  of  this  atlas,  useful  diagrams  of  the 
angiographic  patterns  made  by  the  more  common 
brain  tumors,  and  in  the  second  section,  good  re- 
pi'oductions  of  angiograms  from  100  cases  illus- 
trating the  experiences  of  the  authors  at  the  new 
Upstate  Medical  Center  of  the  State  University 
of  New  York.  This  work  is  a substantial  contri- 
bution to  a subject  which  has  received  less  atten- 
tion in  the  United  States  than  in  Europe  since 
the  introduction  of  angiography,  in  1927,  by  Egaz 
Moniz  and  Almeida  Lima. 

Carotid  and  vertebral  angiograms  are  illustrat- 
ed. The  authors  employed  the  open  technique  for 
the  former  and  the  indirect  method  (injecting  the 
exposed  right  common  carotid  artery  retrograde 
to  the  direction  of  flow,  with  the  right  brachial 
artery  occluded)  for  the  latter,  and  special  atten- 
tion was  given  to  careful  posturing  of  the  head. 
Anterior-posterior  and  lateral  projection  were 
commonly  used,  and  exposures  were  made  in  ar- 
terial and  venous  phases.  Occipital  and  optic 
foramen  views,  as  well  as  submento-vertex  pro- 
jection are  also  shown  in  a few  cases. 

The  data  is  presented  from  the  point  of  view 
of  the  location  of  an  intracranial  mass.  Of  the 
supratentorial  lesions  thei'e  were:  30  gliomas,  10 
meningiomas,  19  hematomas,  7 infection  processes, 
4 pituitary  adenomas,  2 each — pinealomas,  cra- 
niopharyngiomas, metastatic  carcinomas,  and  mel- 
anomas. There  were  also  5 brain  stem  lesions, 
including  3 hematomas,  1 glioblastoma,  and  1 
aneurysm.  Finally,  there  were  11  posterior  fossa 
lesions;  notably,  3 hemangiomas,  3 medulloblasto- 
mas, 2 acoustic  tumors,  and  1 each — metastatic 
carcinoma,  glomus  jugularis  tumor,  and  cerebellar 
abcess.  Little  effort  is  made  to  evaluate  the 

relative  merits  of  other  diagnostic  methods,  al- 
though case  histories  are  given  for  the  reader  to 
draw  his  own  conclusions. 

Displacements  of  vessels  by  supratentorial  le- 
sions are  presented  in  the  following  detailed 
groups : 

I.  Perisellar — intra,  pre,  and  supra. 

II.  Perisylvian — infra,  inter,  and  supra. 

III.  Midline — 1.  callosal — anterior  and  posterior 
2.  parasagittal — frontal,  fronto-parietal,  and 
parietal. 

IV.  Frontal — lateral,  medial  (anterior  callosal), 
polar,  central,  and  basal. 

V.  Temporal — medial,  infromedial,  and  posteri- 
or. 


VI.  Occipital. 

These  amplify  the  well  established  patterns  given 
by  Carl  List  and  Almeida  Lima  and  are  made  very 
clear  by  diagrams.  Downward  displacements  of 
the  anterior  choroidal  artery  and  increased  kink- 
ing of  distal  poi-tions  of  the  larger  vessels  are 
particularly  noted.  The  occurrence  of  edema  and 
glial  invasion  of  the  brain  may  make  precise  in- 
terpretations of  these  displacements  hazardous. 
Of  course,  the  clinically  probable  tissue  diagnosis 
may  help  x-ray  interpretation. 

Similar  displacements  of  posterior  fossa  le- 
sions include:  1.  Depression  of  the  posterior  in- 

ferior cerebellar  artery  into  the  foramen  magnum. 
2.  Upward  displacement  of  the  anterior  choroidal 
artery.  3.  Small  curvilinear  displacements  of 
larger  vessels. 

Recent  description  of  the  anterior  choroidal 
artery  by  Cooper  in  100  cases  presumed  to  be 
normal  should  be  consulted  for  details  not  in- 
cluded in  the  author’s  discussion.  Dural  venog- 
raphy is  not  included,  and  the  intrinsic  circula- 
tion of  tumors  is  likewise  not  presented.  From  a 
surgical  point  of  view  this  is  unfortunate,  since 
one  of  the  most  helpful  aspects  of  angiography  is 
the  demonstration  of  the  vascular  channels  related 
to  a tumor.  Not  only  can  the  feeding  artery  or 
venous  drainage  be  attacked  with  greater  assur- 
ance when  it  is  known,  but  the  tissue  diagnosis 
may  be  partially  limited  by  the  size  and  position 
of  the  vessels. 

The  data  suggesting  compression  of  the  optic 
chiasm  by  the  intracranial  internal  corotid  and 
its  branches  is  as  yet  fragmentary.  The  cases 
presented  are  suggestive,  but  require  confirmation 
by  other  observers  before  this  condition  can  be 
diagnosed  with  certainty. 

W.  Randolph  Page,  M.  B. 


PUBLICATIONS  RECEIVED 

Budlong  Press,  Chicago:  A Doctor’s  Marital 

Guide  for  Patients,  by  Bernard  R.  Greenblat, 
M.  D. 

Philosophical  Library,  N.  Y. : Plastic  Repair 

of  Genito-Urinary  Defects,  by  George  Bankoff, 
M.  D. 

W.  B.  Saunders  Co.,  Phila. : The  Recovery 
Room,  Immediate  Postoperative  Management,  by 
Max  S.  Sadove,  M.  D.,  and  James  H.  Cross,  M.  D., 
with  contributions  by  24  authorities;  Treatment 
of  Heart  Disease,  a Clinical  Physiologic  Ap- 
proach, by  Harry  Gross,  M.  D.,  and  Abraham 
Jezer,  M.  D. ; Collected  Papers  of  The  Mayo 
Clinic  and  The  Mayo  Foundation,  edited  by  Rich- 
ard M.  Hewitt  (Vol.  XLVII). 
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PROVED  ANTICHOLINERGIC  EFFICIENCY 


Pro-Banthine®  Provides 


Rapid  Relief  in  Acute  Pancreatitis 


Sites  of  Action  of  Pro-Banthine 


Pro-Banthine  inhibits  excessive  vagal  stimulation 
of  the  stomach  and  pancreas  and  reduces1-2 
both  gastric  and  pancreatic  secretions. 


PELVIC  NERVE 


With  use  of  the  Levin  tube  and  a 
drug  “such  as  Pro-Banthine  . . . 
most  cases  of  acute  pancreatitis3 
will  subside  in  a few  hours,  or  at 
the  most,  in  a few  days.” 

Schwartz  and  Hinton  achieved4 
dramatic  relief  of  pain  in  four  of 
six  patients  with  acute  hemor- 
rhagic or  edematous  pancreatitis 
within  twenty  to  thirty  minutes 
after  giving  Pro-Banthine  intra- 
muscularly. A dose  of  15  to  30 
mg.  may  be  repeated1  parenter- 
ally  at  intervals  of  six  hours. 

Pro-Banthine  bromide  (brand 
of  propantheline  bromide)  also 
has  proved  highly  effective  in  the 
therapy  of  peptic  ulcer,  hyper- 
trophic gastritis,  diverticulitis,  bil- 
iary dyskinesia,  ileostomies  and 
genitourinary  spasm.  G.  D.  Searle 
& Co.,  Research  in  the  Service  of 
Medicine. 


1.  Jones,  C.  A.:  Arch.  Int.  Med.  96:332 
(Sept.)  1955. 

2.  Zollinger,  R.  M.:  Postgrad.  Med.  15: 
323  (April)  1954. 

3.  Woodward,  E.  R.:  M.  Clin.  North 
America  36:115  (Jan.)  1954. 

4.  Schwartz,  I.  R.,  and  Hinton,  J.  W.: 
Personal  communication,  February, 
1955. 


Sites  of  Action  of  Pro-BanthTne.  The  principal  site  of  action  of 
Pro-Banthine  is  on  the  parasympathetic  system  where  it  exerts  a dual 
action  while  exerting  a single  and  lesser  action  on  the  sympathetic 
system:  (1)  parasympathetic  effector;  (2)  parasympathetic  ganglion; 
(3)  sympathetic  ganglion  (see  arrows). 


s 


ACHROMYCIN 

Tetracycline  Lederle 


Achromycin  is  unsurpassed  in  its  range  of 
effectiveness.  Each  successive  month  more 
physicians  are  confirming  this  fact  for  them- 
selves in  their  own  daily  practice  in  the  ther- 
apy of  respiratory,  genitourinary,  dermato- 
logic and  other  infections. 

Achromycin  can  be  of  service  to  you  because 
of  these  important  advantages: 

• true  broad-spectrum  action 

• rapid  diffusion  and  penetration 

• prompt  control  of  infection 

• proved  effective  against  a wide  variety  of 
infections  caused  by  Gram-positive  and 
Gram-negative  bacteria,  rickettsiae,  and 
certain  viruses  and  protozoa 

• side  effects,  if  any,  usually  minimal 

• produced  under  exacting  quality  control 
in  Lederle’s  own  laboratories  and  offered 
only  under  the  Lederle  label 

• a complete  line  of  dosage  forms 


ACHROMYCIN  SF 


Achromycin  Tetracycline  with  Stress  For- 
mula Vitamins  for  severe  or  prolonged  ill- 
ness. Attacks  the  infection  — defends  the  pa- 
tient — hastens  normal  recovery.  Offered  in 
Capsules  of  250  mg.  and  in  an  Oral  Suspen- 
sion, 125  mg.  per  5 cc.  teaspoonful. 


filled  sealed  capsules 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 


*R£G.  U.  S.  PAT.  Oee, 

PHOTO  DATA:  8X10  GROVFR  VIEW  CAMERA 
100  SEC.  AT  F.22  EXISTING  LIGHT 
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DOCTORS  EVERYWHERE  NOW  KNOW  WHY 

Viceroys  Are  Smoother 


THE  VICEROY  TIP  HAS 


Professional  men  who  have  studied  the 
microscopic  analysis  of  the  Viceroy  filter 
now  know  why  the  Viceroy  taste  is 
smoother— never  rough.  Only  Viceroy  has 
20,000  tiny  filters  in  every  tip— twice  as 


many  filters  as  the  other  two  largest-selling 
filter  brands.  That  is  why  Viceroys  are 
smoother  by  far— never,  never  rough.  That 
is  w'hy  so  many  doctors  now  smoke  and 
recommend  Viceroys. 


Yes,  smoother  taste  because  there  are 

TWICE  AS  MANY  FILTERS 
IN  EVERY  VICEROY  TIP 

as  the  other  two  largest-selling  filter  brands! 


Viceroy's  exclusive  filter  is  made  from 
pure  cellulose— soft,  snow-white,  natural! 


WI 


Viceroy 

filter  °Jip 

CIGARETTES 

KING-SIZE 
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NOW  AVAILABLE . . . 


a unique  new  anliliiolie 
of  major  Importance 
PROVED  EFFECTIVE  AGAINST 
SPECIFIC  ORGANISMS 

( staphylococci  anti  protfus) 

RESISTANT  TO  AEE  OTHER 


ANTIMICRORIAL  AGENTS 


gram-negative  pathogens. 


ACTION — bactericidal  in  optimum  concen- 
tration even  to  resistant  strains. 

TOXICITY — generally  well  tolerated.  This  is 
more  fully  discussed  in  the  package  insert. 

ABSORPTION — oral  administration  produces 
high  and  easily-maintained  blood  levels. 

INDICATIONS — cellulitis,  pyogenic  derma- 
toses, septicemia,  bacteremia,  pneumonia 
and  enteritis  due  to  Staphylococcus  and  infec- 
tions involving  certain  strains  of  Proteus  vul- 
garis; including  strains  resistant  to  all  other 
antibiotics. 

DOSAGE— four  capsules  (one  gram)  initially 
and  then  two  capsules  (500  mg.)  twice  daily. 

SUPPLIED— 250  mg.  capsules  of  ‘Cathomy- 
cin’,  bottles  of  16. 

‘CATHOMYCIN*  is  a trademark  of  Merck  & Cosine* 


MERCK  SHARP  Be  DOHME 

DIVISION  OF  MERCK  6 CO  . INC 
PHILADELPHIA  I . PA 


22 


ADVERTISEMENT  DEPARTMENT 


HARD-TO-KILL  TRICHOMONADS 

EXPLODE 

WITHIN  15  SECONDS’  CONTACT 
WITH  VAGISEC  LIQUID 


With  the  Davis  technique, f using  Vagisec®  liquid  and  jelly,  flare-ups  of 
vaginal  trichomoniasis  rarely  occur.  Vagisec  liquid  actually  explodes 
trichomonads  within  15  seconds  after  douche  contact.1  Better  than  90  per  cent 
apparent  cures  follow  use  of  this  new  trichomonacide,2  developed  as  “Car- 
lendacide”  by  Dr.  Carl  Henry  Davis,  noted  gynecologist  and  author,  and 
C.  G.  Grand,  research  physiologist.3 

SA7o  trichomonad  escapes—  The  overwhelming  action  of  Vagisec  liquid  dooms 
the  trichomonad.  One  chelating  agent  and  two  surface-acting  agents  com- 
bine in  attack  to  weaken  the  cell  membrane,  to  remove  waxes  and  lipid 
materials  from  the  membrane  surface,  and  to  denature  the  protein.  With 
its  cell  wall  destroyed,  the  parasite  imbibes  water,  swells  and  explodes.  All 
this  occurs  within  15  seconds.  Only  scattered  fragments  remain. 

No  other  agent  or  combination  of  agents  kills  the  trichomonad  in  this  specific 
fashion  or  with  the  speed  of  Vagisec  liquid.3  W'hen  the  patient  uses  Vagisec 
jelly  as  well  — the  recommended  routine  — these  good  effects  continue  in- 
definitely.4 

Reaches  bidden  trichomonads  — Unlike  many  agents,  Vagisec  liquid  thorough- 
ly penetrates  and  dissolves  the  cellular  debris  and  mucoid  material  lining  the 
vaginal  surface.3  It  reaches  hidden  trichomonads  — often  the  cause  of  treat- 
ment failure  — as  well  as  parasites  swimming  freely  in  the  canal. 

Jbe  Davis  technique  — Office  therapy  with  Vagisec  liquid  is  combined  with 
home  treatment.  Both  liquid  and  jelly  are  prescribed. 

office  treatment—  Wipe  vaginal  walls  dry  with  cotton  balls, 
then  wash  thoroughly  for  about  three  minutes  with  a f.fOO  dilution 
of  Vagisec  liguid.  Remove  excess  fluid  with  cotton  balls.  Dr.  Davis 
recommends  three  treatments  the  first  week,  two  the  second  and  one 
the  third. 

home  treatment  — Patient  douches  with  Vagisec  liguid  every  night 
or  morning  and  then  inserts  Vagisec  jelly.  Tfome  treatment  is  con- 
tinued through  two  menstrual  periods,  but  omitted  on  office  treat- 
ment days.  Douching  is  contraindicated  in  pregnancy. 

1 Husband  re-inf ects  wife  — Since  “trichomonads  may  be  passed  from  the  in- 
fected male  to  the  uninfected  partner  during  coitus,”5  prevent  re-infection  by 
recommending  the  use  of  prophylactics.  Specify  RAMSES,®  the  finest  possible 
rubber  prophylactic,  transparent,  very  thin  yet  strong;  or  XXXX  (fourex)  ® 
skins,  of  natural  animal  membrane  — pre-moistened.  Your  prescription  of 
one  of  these  brands  insures  the  protection  afforded  by  Schmid  quality  pro- 
phylactics and  assures  full  acceptance  of  your  regimen.  At  all  pharmacies. 


Active  ingredients  in  Vagisec  liquid:  Polyoxy- 
ethylene nonyl  phenol.  Sodium  ethylene  diamine 
tetra-acetate,  Sodium  dioctyl  sulfosuccinate.  In 
addition,  Vagisec  jelly  contains  Boric  acid,  Alco- 
hol 5%  by  weight. 


Vagisec,  RAMSES  and  XXXX  (fourex)  are 
registered  trade-marks  of  Julius  Schmid,  Inc. 

fPat.  App.  for 

JULIUS  SCHMID,  inc. 

gynecological  division 
423  West  55th  St.,  New  York  19,  N.  Y. 


7op  to  bottom: 

2 sec.  CONTACTS 
4 sec.  COMPLEXES 
6 sec.  DISSOLVES 
8 sec.  DENATURES 
10  sec.  SWELLS 

15  sec.  EXPLODES 

16  sec.  SCATTERS 


•References ; 1.  Davis,  C.  H.: 
J.A.M.A.  157:126  (Jan.  8)  1955. 
2.  Davis,  C.  H.:  West.  J.  Surg. 
63:53  (Feb.)  1955.  3.  Davis, 
C.  H.,  and  Grand,  C.  G. : Am. 
J.  Obst.  & Gynec.  68:559 
(Aug.)  1954.  4.  Davis,  C.  H. 
(Ed.):  Gynecology  and  Obstet- 
rics (revision),  Hagerstown, 
Md.,  W.  F.  Prior,  1955,  vol.  3, 
chap.  7,  pp.  23-33.  5.  Draper, 
J.  W. : Internat.  Rec.  Med. 
168:563  (Sept.)  1955. 


anxiety  is  part 
of  EVERY  ILLNESS1 


The  physically  sick  patient  faces  two  stresses — the  sickness  and  the 
anxiety  that  it  brings.1  All  too  often,  the  anxiety  is  a threat  to  the 
patient’s  progress.  It  may  intensify  symptoms,  give  uncertainty  to 
therapy,  and  impair  rapport. 

To  combat  the  anxiety  component  of  physical  illness,  Equanil  pro- 
motes equanimity,  relieves  muscle  tension,  and  encourages  normal 
sleep.2  By  these  specific  actions,  Equanil  gives  breadth  to  the  treat- 
ment program — expands  the  physician’s  resources. 

Supplied:  Tablets,  400  mg.,  bottles  of  50. 

Usual  Dose:  1 tablet,  t.i.d. 

1.  Braceland,  F.J.:  Texas  State  J.  Med.  51:287  (June)  1955. 

2.  Lemere,  F.:  Northwest  Med.  54:1098  (Oct.)  1955. 


Philadelphia  1,  Pa. 


T T T T 1 


Meprobamate 

(2-methyl-2-n-propyl-l,3-propanediol  dicarbamate) 


Licensed  under  U.S.  Patent  No.  2,724,720 


^Trademark 


anti-anxiety  factor  with  muscle-relaxing  action 
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TIMBERLAWN  SANITARIUM 

For 


Nervous  and  Mental  Diseases 

Phone  Fairdale  2678  DALLAS  1,  TEXAS  P.  0.  Box  1769 

★ ★ 

Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational  ther- 
apy. All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 

THE  STAFF 

Guy  F.  Witt,  M.D.,  Medical  Director  Howard  M.  Burkett,  M.D.,  Associate  Psychiatrist 

Perry  C.  Talkington,  M.D.  ) _ James  K.  Peden,  M.D.,  Associate  Psychiatrist 

Chas.  L.  Bloss,  M.D.  J ° irec  °r!  Fred  H.  Jordan,  M.D.,  Resident  Psychiatrist 

Mrs.  Anne  Gilcrease,  R.N.,  Director  of  Nurses 
Ralph  M.  Barnette,  Jr.,  Business  Manager 
Miss  Geraldine  Skinner,  Director  of  Occupational  Therapy 


For  the  modification  of 
measles  and  the  prevention 
or  attenuation  of  infectious 
hepatitis  and  poliomyelitis. 

LEDERLE  LABORATORIES  DIVISION 

AMERICAN  Cya/w/wd  COMPANY 

PEARL  RIVER,  NEW  YORK 


organomercurial  diuretics 
" . ..permit  ingestion  of 
enough  salt  to  make  food 
palatable;  without  them, 
many  patients  would  lose 
their  appetites,  a conse- 
quence of  the  salt-free  diet 
which  has  occasionally  been 
known  to  cause  serious 
malnutrition."^ 

^Modell,  W. : The  Relief  of  Symptoms,  Phil- 
adelphia, W.  B.  Saunders  Company,  1955, 
pp.  265-266. 
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NOW  AVAILABLE... 

a unique  new  antibiotic 
of  major  Importance 
PROVED  EFFECTIVE  AGAINST 
SPECIFIC  ORGANISMS 

(staph if  lococci  and  proteus ) 

RESISTANT  TO  ALL  OTHER 


ANTIMICRORIAL  AGENTS 


gram-negative  pathogens. 

ACTION — bactericidal  in  optimum  concen- 
tration even  to  resistant  strains. 

TOXICITY — generally  well  tolerated.  This  is 
more  fully  discussed  in  the  package  insert. 

ABSORPTION — oral  administration  produces 
high  and  easily-maintained  blood  levels. 

INDICATIONS  — cellulitis,  pyogenic  derma- 
toses, septicemia,  bacteremia,  pneumonia 
and  enteritis  due  to  Staphylococcus  and  infec- 
tions involving  certain  strains  of  Proteus  vul- 
garis; including  strains  resistant  to  all  other 
antibiotics. 

DOSAGE— four  capsules  (one  gram)  initially 
and  then  two  capsules  (500  mg.)  twice  daily. 

SUPPLIED — 250  mg.  capsules  of  ‘Cathomy- 
cin’,  bottles  of  16. 

‘CATHOMYCIN’  is  a trademark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  a DOHME 

DIVISION  OF  MERCK  6 CO  INC 
PHILADELPHIA  I . PA 
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TRICHOMONAS 

MONILIA 

BACTERIA 


A welcome  clinical  advance 
effective  medication 
in  an  appealing  form 


Soft  and  pliant  aS  a tampon,  the  Milibis  vaginal  suppository  offers  proved  therapeutic 
action*  in  a vehicle  giving  unusual  clinical  advantages  to  both  patients  and  physician. 

O'  COVERS  CERVIX  AND  VAGINAL  WALL -The  pliant  Milibis  suppository 
disintegrates  readily  and  molds  itself  to  the  cervix  as  well  as  the 
columns  and  rugae  of  the  vaginal  vault. 


SHORT  DOSAGE  SCHEDULE  —The  short  course  of  treatment  with 
Milibis— only  10  suppositories  in  most  cases— together  with  the  clean,  odorless, 
non-staining  qualities  eliminates  psychic  barriers  which  often  interrupt 
longer  treatments  before  complete  cure. 


MILIBIS 


Vaginal  Suppositories 


Supplied:  boxes  of  10 


LABORATORIES 

New  York  18.  N.  Y. 


*97  per  cent  effective  in  a study  of  564  cases; 
94  per  cent  effective  in  a series  of  510  cases. 


Milibis  (brond  of  glycobiorsol),  trademark  reg.  U.S.  Pat.  Off. 
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because  a diuretic 
should  be  able  to  control 
any  degree  of  failure 


PATIENTS  IN  FAILURE  NEED  AN  ORGAN OME RCURI AL 

Certain  diuretics  are  apt  to  mask  the  gradual  onset  of  severe  failure  because  they 
are  effective  only  in  the  milder  ambulatory  cardiacs.  The  recurrent  accumulation  of 
fluid  permitted  by  intermittent  or  arbitrarily  limited  dosage  must  eventually  pro- 
gress to  more  severe  decompensation. 

Because  they  can  control  any  grade  of  failure,  the  organomercurials  improve  prog- 
nosis and  prolong  life. 

NEOHYDRIN 

BRAND  OF  CH  LORM  ERODR  I N 110.3  mg.  of  3-chloromercuri-2-methoxypropylurea 

EQUIVALENT  TO  10  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 

a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


01)5* 
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KARO®  SYRUP  . . . meets  the  need 


for  individualized  infant  formulas 


In  meeting  the  nutritional  needs  of 
formula-fed  infants,  the  methods  used 
are  dependent  upon  the  digestive 
capacity  and  tolerance  of  each  infant. 

But,  whether  the  formula  calls  for 
sweet,  acid,  evaporated,  dried  or  pro- 
tein milk — Karo  syrup  meets  the  need 
for  a well-tolerated  and  easily  di- 
gested source  of  carbohydrate.  This 
fluid  mixture  of  dextrins,  maltose 
and  dextrose  is  completely  utilized 
without  inducing  flatulence,  colic, 
fermentation  or  allergy. 

Either  light  or  dark  Karo  may  be 


used  in  prescribing  formulas  for  in- 
fants because  of  equivalent  digestive 
and  nutritive  values.  Each  fluid  ounce 
(2  tablespoonfuls)  yields  120  calories. 

Mothers  wall  appreciate  the  ease  of 
making  formulas  with  Karo  syrup... 
as  well  as  its  ready  availability  and 
economy. 


1906  • 50th  ANNIVERSARY  • 1956 
CORN  PRODUCTS  REFINING  COMPANY 

17  Battery  Place,  New  York  4,  N.  Y. 
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A tranquilizer  well  suited  for  prolonged  therapy 

NO  ORGANIC 
CONTRAINDICATIONS 

reported  to  date 


• well  tolerated,  non-addictive,  essentially  non-toxic 

• no  blood  dyscrasias,  liver  toxicity,  Parkinson -like  syndrome  or  nasal  stuffiness 

• chemically  unrelated  to  chlorpromazine  or  reserpine 

• does  not  produce  significant  depression 

• orally  effective  within  30  minutes  for  a period  of  6 hours 

Indications:  anxiety  and  tension  states,  muscle  spasm. 

Milt  own 

THE  ORIGINAL  MEPROBAMATE 

DISCOVERED  AND  INTRODUCED  by  Wallace  Laboratories,  New  Brunswick,  N.  J. 

2-methyl.2-n-propyl-1,3-propanediot  dicorbamate — U.  S.  Patent  2,724,720 

SUPPLIED:  400  mg.  scored  tablets.  Usual  dose:  1 or  2 tablets  t.l.d. 


Literature  and  Samples  Available  on  Request 
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in  inflammatory  skin  diseases 


all  the  benefits  of  the  “predni- steroids” 
plus  positive  antacid  action 
to  minimize  gastric  distress 


ROUTINELY  ACHIEVED  WITH 


Clinical  evidence1-2'3  indicates  that 
to  augment  the  therapeutic  advan- 
tages of  prednisone  and  predniso- 
lone, antacids  should  be  routinely 
co-administered  to  minimize  gas- 
tric distress. 

References:  1.  Boland,  E.  W.,  J.A.M.A. 
160:613,  (February  25,)  1956.  2.  Margolis, 
H.  M.  et  al,  J.A.M.A.  158:454,  (June  11,) 
1955.  3.  Bollet,  A.  J.  et  al,  J.A.M.A. 
158:459,  (June  11.)  1955. 


Multiple 

Compressed 

Tablets 


(Buffered  Prednisone) 


CoHydeltra 

"'(Buffered  Prednisolone) 


2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
50  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  a CO  . INC. 
PHILADELPHIA  I.  PA. 


‘CO-DELTRA'  and  'CO-HYDELTRA'  are  the  traiemarts  of  Merck  & Co.,  Inc. 
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to  augment  the 
therapeutic  advantages  of  the  “predni- steroids” 
antacids  should  be  routinely  co-administered 
to  minimize  gastric  distress 


*•  " ' • ■ ••  j?  . 

in  bronchial  asthma 


ROUTINE 

CO-ADMINISTRA  TION 
MEANS 


Multiple 

Compressed 

Tablets 


(Buffered  Prednisolone) 


All  the  benefits  of  the 
“predni-steroids”  plus 
positive  antacid  action  to 
minimize  gastric  distress. 

References:  X.  Boland,  E.  W., 

J.A.M.A.  160:613,  (February 
25.)  1956.  2.  Margolis,  H.  M. 
el  al,  J.A.M.A.  158:454,  (June 
11,)  1955.  3.  Bollet,  A.  J.  et  al, 

J.A.M.A.  158:459,  (June  11,) 

1955. 

•CO-DELTRA’  and  ‘CO-HYDELTRA-  are  the  trademarks  of  Merck  & Co..  Inc. 


Meltra 


(Buffered  Prednisone) 


2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
50  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  a CO..  INC. 
PHILADELPHIA  1.  PA. 
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OranO 


POLYMYXIN  B-BACITRACIN  OINTMENT 


to  cmmi  bAMd,-ighe$um  itLmfbtf 
CJt/H 


For  topical  use:  in  Vi  oz.  and  1 oz.  tubes. 


For  ophthalmic 


use:  in  ’/»  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  n.  y. 
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results  are  obtained 
with  Sterane'  — 3 to  5 
times  more  active  than 
hydrocortisone  or  cortisone. 

BREATHING 

capacity  is  greatly  enhanced. 
“Relief  of  symptoms  is  more 
complete  and  maintained  for 
longer  periods  with  relatively 
small  doses.”2 


BALANCE 


of  minerals  and  fluids  usually 
remains  undisturbed.  This 
proves  “especially  advan- 
tageous in  those  patients  with 
cardiac  failure  requiring 
therapy  . . .”3 


in  bronchial  asthma 


brand  of  prednisolone 


Supplied^:  White,  5 mg.  oral  tablets, 
bottles  of  20  and  100.  Pink,  1 mg. 
oral  tablets,  bottles  of  100. 

Both  deep-scored. 


I.  Johnston,  T.  G.,  and  Cazort,  A.  G. : 

J.  Allergy  27 :90, 1956.  2.  Schwartz,  E 
New  York  J.  Med.  56:570, 1956. 

3.  Schiller,  I.  W., et  ah:  J.  Allergy 
27:96,  1956. 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  New  York 
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WHAT  IS  THE  DIFFERENCE 
BETWEEN  A TRANQUILIZER 
AND  A SEDATIVE? 


Comparison  of  the  effect  of  Raudixin  ( tranquilizer ) and  a 
barbiturate  (sedative)  on  the  cortical  electroencephalogram 


No  drug. 


After  Raudixin.  E.  E.  G.  not  altered. 


After  barbiturate.  Typical  “spindling”  effect. 


Because  barbiturates  and  other  sedatives  depress  the  cerebral  cox*- 
tex,  the  sedation  achieved  is  accompanied  by  a reduction  in  mental 
alertness. 

Raudixin  acts  in  the  area  of  the  midbi'ain  and  diencephalon,  and  * 
does  not  depress  the  cei'ebral  cortex.  Consequently,  the  ti'anquiliz- 
ing  (ataractic)  effect  achieved  is  generally  fi-ee  of  loss  of  alertness. 


RAUDIXIN 

Squibb  Whole  Root  Rauwolfia  Serpentina 


dosage:  100  mg.  b.i.d.  initially;  may  be  adjusted  within  a range  of  50 
mg.  to  500  mg.  daily.  Most  patients  can  be  adequately  maintained  on 
100  mg.  to  200  mg.  per  day. 


supply:  50  mg.  and  100  mg.  tablets;  bottles  of  100,  1000  and  5000. 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 


'RAUDIXIN'  © IS  A SQUIBB  TRADEMARK 
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The  Low  Calorie  Diet 
goes  to  work 

For  your  patient  who  works  and  eats  out,  a diet  that 
calls  for  lamb  chops  when  lamb  chops  aren’t  on  the  menu 
is  an  invitation  to  "slip  off.”  But  a diet  outline  that  allows 
for  substitution  leaves  no  excuse.  And  learning  to  fill  in 
the  details  gives  your  patient  incentive  to  stick  to  his  diet. 

Here's  what  he  should  learn  — 

That  a chocolate  bar  doesn’t  equal  a hamburger  — except 
in  calories.  An  alternative  must  be  equivalent  nutritionally 
as  well  as  calorically. 

That  fresh  fruits  and  vegetables  such  as  celery,  carrots, 
and  radishes  make  satisfying  between-meal  nibbles  without 
adding  too  many  calories. 

That  spices  and  herbs,  lemon  and  vinegar,  and  dill  pickles 
add  zest  and  variety  with  few  or  no  calories. 

Here's  what  he  should  do  — 

Keep  an  accurate  daily  record  of  his  calorie  count— 
between-meal  snacks  included! 

At  cocktail  parties,  reach  for  a radish  rose  or  carrot  stick 
instead  of  a high-calorie  canape.  And  choose  the  drink  that 
lasts  a long  time. 

Keep  his  diet  out  of  the  conversation.  Sympathy  from 
friends  leads  only  to  sympathy  for  himself.  And  self-pity  is 
death  to  a diet. 

The  patient  with  a diet  outline  that  permits  personal 
choice  learns  good  diet  habits.  Then  with  a glass  of  beer* 
to  brighten  simple  meals,  he’s  more  likely  to  follow  a 
balanced  maintenance  diet  later.  And  the  pounds  he 
takes  off,  stay  off. 


United  States  Brewers  Foundation 

Beer — America's  Beverage  of  Moderation 

104  Calories/8  OZ.  qIqSS  (Average  of  American  Beers! 


If  you’d  like  reprints  of  12  special  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 


ADVERTISEMENT  DEPARTMENT 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREMARIN" 

widely  used 
natural , oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.Y.  • Montreal,  Canada 
5646 


in  its  completeness 


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 

Physiologically  Standardized 
therefore  always 
dependable. 


Clinical  samples  sent  to 
physicians  upon  request. 


Davies,  Rose  & Co.,  Ltd. 
Boston,  18,  Mass. 
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If  you  could 


why  this  remarkable  "new  way  in  x- 
\ machine  has  come  so  far  so  fast. 


with  a user  of  the  Picker  Anatomatic 
Century  x-ray  unit  you'd  soon  know 


new  way  in  x-ray" 


He'd  probably  tell  you  first  how  incredibly  easy  it  is  to  use 

• • • 


P.P.S.  Next  best  thing  is  to  call  your  local  Picker  man  in  and 
let  him  tell  you  about  this  great  new  machine  (find  him  in  your 
'phone  book)  or  write  Picker  X-Ray  Corporation,  25  South  Broadway, 
White  Plains,  N.  Y. 


P.S.  Somewhere  along  the  line  the  matter  of  price  would 
come  up  ...  he'd  most  likely  comment  on  how  little  he  paid 
to  get  so  much.  Or  he  might  even  be  among  those  who  rent 
their  x-ray  machine  (Picker  has  an  attractive  rental  plan, 
you  know) . 


Picker  office  for  LOUISIANA  and  Mississippi  is  1220  St.  Charles  Avenue,  New  Orleans  13,  La. 
Alexandria,  La.,  3020  Dennis  Street  Jackson,  Miss.,  2364  Payden  Street 
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THE  LEONARD  WRIGHT  SANATORIUM 

Tel.  Lakeside  4-4101  BYHALIA,  MISSISSIPPI  Reservations  Necessary 


• Located  24  miles  S.  E.  of  Memphis,  Tenn.,  on  highway  78.  20  acres  of  beautifully  landscaped 
grounds  sufficiently  removed  to  provide  restful  surroundings  and  a capacity  limited  to  insure  individual 
treatment.  The  building  is  AIR  CONDITIONED. 

• Specializing  in  the  treatment  of  ALCOHOLIC  and  DRUG  ADDICTION  and  MILD  NERVOUS  DIS- 
ORDERS. ACE  and  ACTH  therapy  if  indicated.  Antabuse  is  given  if  requested. 

• The  Sanatorium  is  a Member  of  THE  AMERICAN  HOSPITAL  ASSOCIATION  and  of  THE  NA- 
TIONAL ASSOCIATION  of  PRIVATE  PSYCHIATRIC  HOSPITALS. 


in  very  special  cases 
a very  superior  brandy 
specify 

★ ★ ★ 


8A  Proof  Schieffelin  & Co.,  New  York 


PERSPIRATION  PROOF 
Insoles  do  not  crack  or  curl 
from  perspiration* 


• Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

• The  patented  arch  support  construction  Is  guaran- 
teed not  to  break  down. 

★ Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifccotions. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  moke  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  “The  Preservation  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot.1' 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency . Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 


J 
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NOW  AVAILABLE... 


a unique  new  antibiotic 
of  major  importance 
PROVED  EFFECTIVE  AGAINST 
SPECIFIC  ORGANISMS 

{staphylococci  and  proteus ) 


RESISTANT  TO  ALL  OTHER 

ANTIMICRORIAL  AGENTS 


( Crystalline  Sodium 

SPECTRUM — most  gram-positive  and  certain 
gram-negative  pathogens. 


ACTION — bactericidal  in  optimum  concen- 
tration even  to  resistant  strains. 


TOXICITY — generally  well  tolerated.  This  is 
more  fully  discussed  in  the  package  insert. 

ABSORPTION — oral  administration  produces 
high  and  easily-maintained  blood  levels. 

INDICATIONS — cellulitis,  pyogenic  derma- 
toses, septicemia,  bacteremia,  pneumonia 
and  enteritis  due  to  Staphylococcus  and  infec- 
tions involving  certain  strains  of  Proteus  vul- 
garis,, including  strains  resistant  to  all  other 
antibiotics. 

DOSAGE— four  capsules  (one  gram)  initially 
and  then  two  capsules  (500  mg.)  twice  daily. 

SUPPLIED— 250  mg.  capsules  of  ‘Cathomy- 
cin’,  bottles  of  16. 

‘CATHOMYCIN’  is  a trademark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  INC 
PHILADELPHIA  I.  PA. 
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MEDICAL  BOOKS 

Of  All  Publishers 

Any  book  on  Medicine,  Surgery,  and 
Nursing 

J.  A.  MAJORS  COMPANY 

We  appreciate 

our  Advertisers 

1301  Tulane  Ave. 
NEW  ORLEANS  12,  LA. 

Patronise  them 

Catalogs  cheerfully  sent  upon  request 

INDEX  TO  ADVERTISERS 
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PROFESSIONAL  CARDS 


The  Baton  Rouge  Clinic 

134  North  19th  St.  Telephone  8-5361 

Internal  Medicine 

Cheney  Joseph,  M.  D. 

Charles  Prosser,  M.  D. 

Roger  J.  Reynolds,  M.  D. 

Obstetrics  & Gynecology 
Melvin  Schudmak,  M.  D. 

J.  P.  Griffon,  M.  D. 


Ear,  Nose  & Throat 
Gerald  Joseph,  M.  D. 


Eye 

Dalton  S.  Oliver,  M.  D. 


Urology 

Mortimer  Silvey,  M.  D. 


Surgery 

Joseph  Sabatier,  M.  D. 
Charles  Mosely,  M.  D. 


SELLERS  AND  SANDERS  CLINIC 

4414  Magaolia  Street 
New  Orleans 

Gynecology  and  Obstetrics  Surgery 

Dr.  Thomas  Benton  Sellers  Dr.  John  T.  Sanders 

Dr.  Simon  V.  Ward  Dr.  Charles  R.  Walters 

Dr.  Julius  T.  Davis 

Green  Clinic 

709  South  Vienna  Street 

Ruston,  Louisiana 

Surgery 

Radiology 

Marvin  T.  Green,  M.D. 

M.  Ragan  Green,  M.D. 

LaMoyne  C.  Bleich,  M.D. 

Internal  Medicine 

Obstetrics  and  Gynecology 

Henry  S.  Roane,  M.D. 
Robert  W.  Sharp,  M.  D. 

Carl  L.  Langford,  M.D. 

Joe  L.  Smith,  Jr.,  M.D. 

David  M.  Hall,  M.D. 

Dentistry 

Pediatrics 

L.  Felton  Green,  D.D.S. 
Benjamin  C.  Baugh,  D.D. 

Bruce  W.  Everist,  M.D. 

Eye,  Ear,  Nose  and  Throat 

0.  Wharton  Brown,  Jr.,  M.D. 

Harold  H.  Harms,  M.D. 

DR.  IRVING  A.  LEVIN 

DR.  R.  ROSS,  JR. 

ANORECTAL  AND  COLON  DISEASES 
3424  Prytania  Street  TW.  5-2043 

New  Orleans,  La. 

SKIN  DISEASES 

802  Pere  Marquette  Bldg.  CA.  0202 

DR.  EUGENE  L.  WENK 

DR.  RICHARD  W.  VINCENT 

GERIATRICS 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

206  Physicians  & Surgeons  Bldg. 

1320  ALINE  STREET 

SHREVEPORT,  LA. 

TWinbrook  5-4561 
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DR.  NATHAN  H.  POLMER 

Physical  Medicine Rehabilitation 

2209  Carondelet  St. 

2-5  P.  M. 

Off.:  CA  0171  Res.:  CA  3946 

BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
CAnal  7697  By  Appointment 

DR.  B.  G.  EFRON 
DR.  STANLEY  COHEN 

ASTHMA,  HAY  FEVER,  AND  OTHER 
ALLERGIC  DISEASES 

1441  Delachaise  Street  New  Orleans 

THE  OWENS  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  Street 
New  Orleans  13,  Louisiana 
Telephone:  CAnal  0106 

DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  TW.  1-4094 

New  Orleans 

JAMES  W.  BURKS,  JR.,  M.  D. 

for 

DISEASES  OF  THE  SKIN 
SCAR  REMOVAL  BY  ABRASION 

925  Maison  Blanche  Bldg. 

New  Orleans  16,  La. 

RA.  4829 

DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Blanche  Building 

RA.  0873  By  Appointment 

KENNETH  A RITTER,  M.  D. 
ROBERT  a HEAD,  M.  D. 

Psychiatry  and  Neurology 
8211  Apricot  Street 
New  Orleans 

WA.  2324  By  Appointment 

J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studios 

Irregular  Antibody  Detorminations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  TW.  5-6681 

FRANK  H.  MAREK,  M.  D. 
Radiologist 

2204  So.  Ryan  Street  Lake  Charles,  La. 

Phono  4071  or  6-9242 

Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 

DR.  C.  S.  HOLBROOK 

PRACTICE  LIMITED  TO  NERVOUS 
AND  MENTAL  DISEASES 

Hours:  10  to  12,  by  Appointment 
Office:  3431  Prytanis  Street 
Opposite  Touro  Infirmary 

DR.  HARRY  ZOLLER 

TEMPORAL  BONE  SURGERY 
and 

FENESTRATION  FOR  OTOSCLEROSIS 

1109  Pere  Marquette  Building 
RA.  2535  By  Appointment 

DR.  CARL  N.  WAHL 
Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg. 
MAgnolia  3216 

DR.  REICHARD  KAHLE 

CARDIOVASCULAR  & THORACIC 
SURGERY 

1441  Delachaise  St.  By  Appointment 
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THE  CANCER  COMMISSION 
OF  THE  LOUISIANA  STATE  MEDICAL  SOCIETY 


International  Cancer  Cytology  Congress 

The  First  International  Cancer  Cytology  Congress, 
sponsored  jointly  by  the  International  Union  Against 
Cancer,  The  College  of  American  Pathologists,  The 
American  Society  of  Clinical  Pathologists  and  the  Inter- 
Society  Cytology  Council,  will  be  held  at  the  Drake 
Hotel,  Chicago,  on  October  9,  10,  and  11,  1956. 

It  is  evident  from  the  program,  that  the  planners 
have  evolved  a series  of  broad  discussions  on  the  prac- 
tical values  of  this  effective  diagnostic  technique.  It 
should  therefore  be  of  great  interest  to  practicing 
physicians  of  all  specialties  in  which  cytology  plays  a 
part. 

Copies  of  the  program  are  available  on  request  to  the 

AMERICAN  CANCER  SOCIETY 
Louisiana  Division,  Inc. 

822  Perdido  Street 
New  Orleans  12 


ooo 

Louisiana  State  Department  of  Health 

S.  J.  PHILLIPS,  M.D.,  M.P.H., 

State  Health  Officer 


physical  sluggishness  . . . 

decreased  mental 

and  emotional  control . . . 

decreased  function 
in  various  organ 

systems 


In  many  of  the  clinical  problems  caused  by  Metabolic 
Insufficiency  you  will  see  positive  improvement  within  several  days. 
This  is  because  'Cytomel’  stimulates  metabolism  at 
the  cellular  level. 

5 meg.  and  25  meg.  (scored)  tablets 


Cytomel 


a new  agent  for  treatment  of 
Metabolic  Insufficiency 

Smith,  Kline  & French  Laboratories,  Philadelphia 


^Trademark  for 
L*triiodothyronine,  S.K.F. 
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FOR  THOSE  WHO  DEVELOP 
NASAL  CONGESTION 
ON  RESERPINE  THERAPY 


'Sandril’  c 

(8KSERPINE,  UU.Y) 


'Pyronil’ 

(PYRROBUTAMINE,  LILLY) 


About  50%  of  all  patients 
experience  this  annoying  side- 
effect.  'Sandril’  c 'Pyronil’ 
relieves  75%  of  those  affected. 

Each  tablet  combines  0.25  mg. 
'Sandril’  and  7.5  mg.  'Pyronil.’ 
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COMMUNICABLE  DISEASE  CONTROL 

Communicable  diseases,  regarded  with  complacency  by  too  many  physicians,  are 
more  important  and  a greater  threat  to  our  health  today  than  years  ago. 

Communicable  diseases  considered  exotic  in  this  country  are  common  place  in 
many  countries  of  the  world. 

A commercial  airline  advertises  that  only  52  hours  travel  time  is  required  be- 
tween the  most  distant  parts  of  the  earth.  This  is  less  than  the  incubation  period  of 
many  of  the  dread  pestilential  diseases  such  as  malaria,  yellow  fever,  smallpox, 
cholera,  plague,  etc.,  which  occur  in  other  countries. 

It  is  possible  today,  with  air  travel  as  rapid  as  it  is  and  with  the  mass  move- 
ment of  people  which  is  going  on  throughout  the  world,  for  a person  in  the  incuba- 
tion stage  of  one  of  the  dread  epidemic  diseases  to  leave  an  endemic  area  and  be 
in  Louisiana  before  illness  develops.  A classical  example  of  this  is  the  Mexican  who 
in  1947  traveled  across  the  continental  United  States,  by  bus,  to  New  York  w'hile  in 
the  incubation  stage  of  smallpox. 

Today  while  physicians  read  of  these  diseases  and  their  manifestations  few  have 
personal  knowledge  of  them. 

The  above  facts,  coupled  with  the  threat  of  bacterial  warfare,  make  the  early 
recognition,  reporting  and  control  of  all  communicable  diseases  a matter  of  para- 
mount importance. 

To  facilitate  physicians  the  Louisiana  State  Board  of  Health  has  created  a full 
time  team  of  epidemiologists  who  are  available  to  assist  in  the  investigation  of  com- 
municable diseases  and  to  conduct  special  epidemiological  studies. 

Requests  for  the  team’s  assistance  should  be  made  to  the  State  Health  Officer. 


CZXXZ5 

Louisiana  State  Department  of  Health 

W.  J.  REIN,  M.D., 

State  Health  Officer 
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DRINK 


Every  Bottle  Sterilized 


Trasentine- 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
60  mg.  Trasentine ® hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbital , 


CIBA 

Summit,  N.  J, 
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Striking  relief  from  nausea  of  pregnancy 


MAREDOX 

brand  Cyclizine  Hydrochloride  and 
Pyridoxine  Hydrochloride 


Just  one  tablet  a day,  on  rising  or 
at  night,  restores  the  nausea-free 
status  to  most  pregnant  women. 

Each  tablet  of‘Maredox’  contains: 


‘Marezine’®  brand 

Cyclizine  Hydrochloride 50  mg. 

Pyridoxine  Hydrochloride 50  mg. 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC.,  Tuckahoe,  New  York 


METIMYD 


widest 

approach 


Schering 


to 


Ophthalmic 

Suspension 


eye  disorders  Cl — ^ 


combines  prednisolone  and  sulfacetamide 
antibacterial 
antiallergic 
anti-inflammatory 


also  available  as  Metimyd  Ointment  with  Neomycin 

Metimyd,*  brand  of  prednisolone  acetate  and  sulfacetamide  sodium. 


• t . m . 


MM-J-2-456 


Severing 


STERILE 

OPHTHALMIC 

PREPARATIONS 


m 

eye  disorders 


. infection 
. inflammation 

• injury 

• allergy 


Sodium  SULAMYD,®  brand  of  Sulfacetamide  Sodium  U.S.  P. 

METIMYD,*  brand  of  prednisolone  acetate  and  sulfacetamide  sodium. 

CORTICLORON,®  brand  of  cortisone  acetate  and  chlorprophenpyridamine  preparations. 


•T.  M 
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THE  EARLE  JOHNSON 
SANATORIUM 

‘In  the  Mountains  of  Meridian” 


“...in  patients 
with  moderately 


ROLAND  E.  TOMS,  M.  D. 
Psychiatrist-in-Chief 

I 

Diplomats  in  Psychiatry  of  tha  American  Board 
of  Psychiatry  and  Neurology. 

Specialised  treatments  in  mental  disorders  and  al- 
coholic and  drug  addictions,  including: 


Electro-convulsive  therapy 
Mid-brain  stimulation 
Deep  insulin  therapy 
Psychotherapy 
Geriatrics 

Write  P.  O.  Box  106 
or 

Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 


I 

: 

i 

j 

! 

i 

i 


* 


severe  and  severe 
cardiac  failure, 
neohydrin 
is  the  oral  diuretic 
of  choice."* 

sfcMoyer,  J.  H.,  and  others: 

J.  Chronic  Dis.  2:670,  1955. 

oien 


You  Know— 

that  we  know! 


TRUSTED  MANY  MILLIONS  OF  TIMES 


Prescription  Headquarters  Since  1905 


SEND  YOUR  PATIENTS  TO 

DREAMLAND  INN 

WAVELAND,  MISS. 

On  the  beautiful  Gulf  of  Mexico.  Only  48  miles 
from  New  Orleans.  Ambulance  service  to  return  pa- 
tients to  the  office  of  their  physician  for  treatment. 

24  Hour  Nursing  Service 
Excellent  Cuisine  Artesian  Water 

Healthy  Ozone  Pine  Air 

Air  Conditioned  Central  Heating  System 

Private  and  Semi-Private  Rooms 
Modern  Equipment  Reasonable  Rates 

Phones  Waveland  9110  and  Waveland  282 
200  -300  BEACH  BOULEVARD 

Licensed  and  Approved  by  the  Medical  Profession 


ESCHERICHIA  COLI  BACILLUS  PROTEUS 

( 1 48-227  STRAINS)  (63-104  STRAINS) 


AEROBACTER  AEROGENES 
(143-248  STRAINS) 


PSEUDOMONAS  AERUGINOSA 
(39-70  STRAINS) 


’This  graph,  based  on  in  vitro  s 
is  adapted  from  Horton  and  K 


when  more  than  one  organism  is  involved... 

Chloromycetin* 

for  today’s  problem  pathogens 


Therapeutic  advantages  of  Chloromycetin  (chloramphenicol,  Parke-Davis)  are  espe- 
cially appreciated  when  mixed  infections  are  encountered  because  it  provides  highly  effec- 
tive antibiotic  action  both  against  gram-negative  and  against  gram-positive  pathogens.1'7 
CHLOROMYCETIN  also  acts  against  many  pathogens  which  may  grow  when  originally 
sensitive  organisms  have  been  suppressed.2 

Unlike  some  antibacterial  agents  which  are  specific  for  one  type  of  organism  only,  or  others 
to  which  bacterial  resistance  readily  develops,  CHLOROMYCETIN  demonstrates  continued 
efficacy  against  a wide  variety  of  commonly  occurring  microorganisms:  “Sensitivity  of  many 
strains  of  pathogens  to  chloramphenicol  [CHLOROMYCETIN]  and  limited  tendency  of  these 
organisms  to  develop  resistance  to  this  antibiotic  explain  the  effectiveness  of  chloramphen- 
icol where  other  antibiotics  and  chemotherapeutic  agents  have  failed.  1 


CHLOROMYCETIN  is  a potent  therapeutic  agent,  and  because  certain  blood  dyscrasias  have  been  associated 
with  its  administration,  it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthermore,  as  with 
certain  other  drugs,  adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or  inter- 
mittent therapy. 

References:  (1)  Felix,  N.  S.:  Pediat.  Clin.  North  America  3:317,  1956.  (2)  Joron,  G.  E.;  Fowler,  A.  F; 
de  Vries,  J.;  Reid,  G.,  & Mathews,  W.  H.:  Canad.  M.  A.  ].  73:956,  1955.  (3)  Weil,  A.  J.,  & Stempel,  B.:  Anti- 
biotic Med.  1:319,  1955.  (4)  Perry,  R.  E.,  Jr.:  North  Carolina  M.  ].  16:567,  1955.  (5)  Jones,  C.  P;  Carter,  B.; 
Thomas,  W.  L.,  & Creadick,  R.  N.:  Obst.  & Gtjnec.  5:365,  1955.  (6)  Murphy,  F D.,  & Waisbren,  B.  A.,  in 
Murphy,  F D.:  Medical  Emergencies:  Diagnosis  and  Treatment,  ed.  5,  Philadelphia,  E A.  Davis  Company, 
1955,  p.  557.  (7)  Altemeier,  W.  A.;  Culbertson,  W.  R.;  Sherman,  R.;  Cole,  W.;  Elstun,  W.,  & Fultz,  C.  T. : 
J.A.M.A.  157:305,  1955.  (8)  Horton,  B.  E,  & Knight,  V.:  ].  Tennessee  M.  A.  48:367,  1955. 


PARKE,  DAVIS  & COMPANY 

DETROIT  32,  MICHIGAN 
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Browne- M cHardy  Clinic 


• Diagnostic  and  Tharapeutic 
Facilitias 


* Intarnal  Medicine  and 
Gastroenterology 

* Surgery 

* Orthopedics 

* Gynecology  and  Obstetrics 

* Radiology — X-ray  and 
Radium  Therapy 

* Laboratory  and  Research 
Departments 

* Urology 

* Endoscopy 

* Otolaryngology-Ophthalmology 

* Neuropsychiatry 

* Hotel  Facilities  Available 


3 6 3 6 ST.  CHARLES  AVENUE 

Phone  TW inbrook  9-2376  • New  Orleans,  La. 


NEW!  SAFE  WAY. 

TO  CONTROL 

BED  WETTING 

(NOCTURNAL  ENURESIS) 

NO  DRUGS!  NO  DIETS!  HARMLESS! 

Absolutely  safe  and  simple  to  use.  SLEEP-DRI  corrects  bed-wetting  by 
the  automatic  or  “conditioned  response”  method.  Most  Enuretics  are 
sound  sleepers,  with  no  actual  organic  disorder  . . . SLEEP-DRI  trains 
this  person  to  awaken  when  the  body  gives  its  warning. 

SAFE!  SIMPLE!  ECONOMICAL! 

The  principle  was  developed  by  doctors  . . . has  been  repeatedly  tested  by 
medical  authorities  in  many  countries.  The  length  of  time  required  to 
break  the  habit  varies  with  the  individual,  but  usually  this  is  accomplished 
in  two  to  four  weeks. 


PEACOCK, 


SURGICAL  COMPANY  'nc. 


V -.5 

(235  TEXAS  AVENUE 

SHREVEPORT.  LOUISIANA 


For 

Control 

of 


Acute 

Agitation 


• In  the  acute  alcoholic 


• In  the  acute  psychotic 
• In  the  drug  addict 

A potent  new  agent  in  chemopsychotherapeutics,  SPARINE 
has  demonstrated  a marked  ability  to  calm  and  relax 
acutely  agitated  patients.1,2  Without  inducing  disabling 
lethargy  or  dulling  perception,  SPARINE  . . is  effective 
in  . . . maintaining  these  subjects  in  a quiescent  detached 
state.  . . .M1 

Given  intravenously,  SPARINE  rapidly  brings  patients 
under  control.  Given  orally  or  intramuscularly,  it  pro- 
motes patient  accessibility,  fosters  psychotherapeutic  con- 
tact, and  facilitates  over-all  management.  Parenteral 
administration  of  SPARINE  is  not  painful  and  does  not 
cause  tissue  necrosis  at  the  site  of  injection. 

For  intravenous,  intramuscular,  or  oral  administration 

I.  Fazekas,  J.F.,  et  al.:  J.A.M.A.  161:46  (May  5)  1956.  2.  Mitchell,  E.H.: 

J. A.M.A.  161:44  (May  5)  1956. 

NEW  Potent  Ataractic  Drug 


Hydrochloride 

Promazine  Hydrochloride 

10-(7-dimethylamino-n-propyl)-phenothiazine  hydrochloride 


® 

Philadelphia  1,  Pa. 


^Trademark 


for  osteoporosis  of  menopause 


postmenopause 

Combined  estrogen-androgen 
therapy  with  GYNETONE  REPETABS  senility 

stimulates  protein  synthesis 

arthritis 

to  improve  bone-building  action 

and  to  enhance  calcium  long-term  ACTH,  cortisone 

redeposition*  with  minimal  side  and  hydrocortisone 

effects  of  either  hormone.  therapy 


GYNETONE  REPETABS 


when  bones  begin 
to  show  signs 
of  change 


cReifenstein,  E.  C.,  Jr.,  and  Albright,  F. : J.  Clin.  Investigation  20  :24,  1947. 


for  individualized  therapy:  two  strengths 


Gynetone  Repetabs  “.02”:  Ethinyl  Estradiol  U.S.P. 
0.02  mg.  plus  5 mg.  Methyltestosterone  U.S.P. 
Gynetone  Repetabs:  “.04”:  Ethinyl  Estradiol  U.S.P. 
0.04  mg.  plus  10  mg.  Methyltestosterone  U.S.P. 


I 


Gynetone,®  combined  estrogen-androgen. 
Repetabs.®  Repeat  Action  Tablets.  gt-63  256 
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for 

preventing  and 
treating  upper 
respiratory 
infections 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC  COMPOUND 


ACHROCIDIN  provides  in  one  tablet  all  the  drugs  which  are  often 
prescribed  separately  for  the  prevention  and  treatment  of  cold  com- 
plications—conditions  such  as  otitis,  adenitis,  sinusitis,  and  others. 
This  comprehensive  formula  1)  provides  potent  therapeutic  and 
prophylactic  action  against  a wide  variety  of  infective  organisms, 
2)  relieves  pain  and  discomfort,  3)  depresses  fever,  4)  alleviates 
nasal  congestion. 

Available  on  prescription  only 


Each  tablet  contains: 

Achromycin®  Tetracycline 125  mg. 

Phenacetin 120  mg. 

Caffeine 30  mg. 

Salicylamide 150  mg. 

Chlorothen  Citrate 25  mg. 

Bottle  of  2It  tablets. 

Average  adult  dose:  2 tablets,  4 times  daily 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
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Doc!  Will  You 
My  Office  Girl? 


“Don’t  believe  everything  you  read”  is  the  old  adage.  The  physician  who  accepts 
each  number  written  on  the  lab  report  of  his  patient  is  a numbers  man — “numerol- 
ogist.” 

Diagnostic  laboratories  will  be  better  when  the  practicing  physician  demands 
it.  How  accurate  is  a white  count  performed  by  a high  school  girl?  Does  the  labora- 
tory that  serves  your  patients  employ  technicians  or  TECHNOLOGISTS? 

IF  IT  TAKES  AT  LEAST  TWELVE  MONTHS  OF  APPROVED  HOSPITAL 
LABORATORY  TRAINING  FOR  A PERSON  WITH  COLLEGE  BACKGROUND  TO 
LEARN  THE  RUDIMENTS  OF  LABORATORY  ACCURACY  HOW  CAN  AN  OF- 
FICE SECRETARY  LEARN  IN  ONE  WEEK,  OR  ON  HER  AFTERNOONS  OFF? 


Accuracy  is  the  pass-word  and  this  demands  the  most  highly  trained  personnel, 
the  latest  equipment,  and  plenty  of  laboratory  space.  It’s  all  a matter  of  how  you 
look  at  it;  is  the  lab  a money-making  machine  or  is  the  lab  a diagnosis-making 
machine? 

Who  supplied  those  lab  facts?  What’s  behind  that  report?  The  doctor  who 
never  looks  deeper  than  the  number  on  the  report  isn’t  bothered  with  this.  But  he 
should  be!  For  his  patient’s  sake!  Accuracy  surveys  of  some  laboratories  in  the 
United  States  are  astonishing: 

63%  of  the  hemoglobins  were  unsatisfactory, 

42%  of  the  glucose  estimations  were  no  good, 

58%  of  the  serum  chlorides  were  unsatisfactory, 

62%  of  the  plasma  protein  determinations  were  off, 

66%  of  the  brucella  agglutinations  were  wrong, 

67%  of  the  serum  calciums  were  unsatisfactory, 

57%  of  the  blood  urea  nitrogens  (BUN)  were  no  good. 


A closer  study  of  these  surveys  shows  more  evidence  of  non-factual  “facts.’ 


One  calcium  of  12.6  mgs% 
One  calcium  of  6.6  mgs% 
One  BUN  of  45.0  mgs% 
Six  BUNS  of  45.0  mgs  % 
One  glucose  of  60.0  mgs% 
One  glucose  of  375.0  mgs% 

Other  surveys  are  even  more 


was  reported  as  26.6  mgs% 

was  reported  as  17.7  mgs% 

was  reported  as  93.7  mgs% 

were  reported  as  5.0  mgs% 

was  reported  as  571.0  mgs% 

was  reported  as  70.0  mgs% 

disheartening ! 


The  laboratories  directed  by  your  pathologists  are  staffed  by  Medical  Tech- 
nologists (A.S.C.P.)  who  have  the  approved  collegiate  background  and  twelve  months 
of  hospital  laboratory  training  which  is  essential  to  the  performance  of  consistently 
accurate  determinations. 


JlauiAia+ta  Patholoc^y  Society 

THE  MEMBERS  OF  THIS  SOCIETY  PLEDGE  FULL  SUPPORT  AND 
CO-OPERATION  TO  THEIR  FELLOW  LOUISIANA  PHYSICIANS 
IN  THE  PRACTICE  OF  MORAL  AND  ETHICAL  MEDICINE. 


rom  the  Literature 


. the  most  effective  antihypertensive  agent  available.”1 
. a simple  and  safe  regimen  for  the  ambulatory  management  of  hyper- 
tensive patients.”2 

. reduction  of  the  blood  pressure  may  be  achieved  in  substantially 
all  forms  of  hypertension.”3 

. possible  in  most  patients  to  get  a good  control  over  blood  pressure 
levels' with  comparatively  few  side-effects.”4 
. significant  falls  . . . occurred  in  systolic  and  diastolic  blood  pressure. 
. . . The  cardiac,  retinal  and  coronary  status  of  all  patients  was  im- 
proved.”5 


I.  Moser,  M.:  New  York 
State  J.  Med.  55:1999 
(July  15)  1955.  2.  Agrest, 
A.,  and  Hoobler,  S.W.: 

J. A.M.A.  15.7:999  (March 
19)  1955.  3.  Smirk,  F.H.: 
Am.  J.  Med.  17:839  (Dec.) 
1954.  4.  Smirk,  F.H.,  and 
McQueen,  E.G.:  J.  Chron. 
Dis.  1:516  (May)  1955. 
5.  Waldman,  S.-,  and  Pel- 
ner,  L.:  Am.  J.  M.  Sc.  23 1 :1 40 
(Feb.)  1956. 


TARTRATE 


Pentolinium  Tartrate 


Philadelphia  1,  Pa. 


Lowers  Blood  Pressure 
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oratories 


specific  against 
coccic  infections 


Specific— because  you  can  actually  pinpoint  the 
therapy  for  coccic  infections.  That’s  because 
most  bacterial  respiratory  infections  are  caused 
by  staph-,  strep-and  pneumococci.  And  these 
are  the  very  organisms  most  sensitive  to 
Erythrocin— even  when  in  many  cases  they 
resist  other  antibiotics. 


STEARATE 


Low  toxicity— because  Erythrocin  rarely  alters 
intestinal  flora.  Thus,  your  patients  seldom 
get  gastroenteral  side  effects.  Or  loss  of  vitamin 
synthesis  in  the  intestine.  Virtually,  no  allergic 
reactions,  either.  Filmtab  Erythrocin 
Stearate  ( 100  and  250  mg. ) , n n 
bottles  of  25  and  100.  vJJjuOtt 


with  little  risk  of 
serious  side  effects 


® Filmtab-film-sealed  tablets;  pat.  applied  for 


609216 


nCW  dimensions  in  the  treatment  of  seven1 


broadens  benefits 

• rapid  control  of  allergic  sneezing,  lacrimation,  nasal 
congestion;  relief  of  pruritus,  edema  and  erythema 

• up  to  5 times  more  effective  than  oral  hydrocortisone, 
milligram  for  milligram 


narrows  side  effects 

• minimizes  incidence  of  fluid  and  electrolyte  disturbance 

• dietary  regulation  usually  unnecessary 


lengthens  established  gains 

• permits  a smoother,  undisturbed  regimen 

• extends  and  maintains  benefits  to  more  patients 


— 


ty  fever  and  other  difficult  allergies. 

WETICORTEN 

(PREDNISONE) 

V 


or  outstanding  hormonal  control 
vith  minimal  electrolyte  disturbances 

n hay  fever  and  other  respiratory  allergies, 
contact  dermatitis  and  allergic  eczemas, 
drug  and  other  allergic  reactions, 
allergic  and  inflammatory  eye  disorders 


Meticorten,*  brand  of  prednisone. 

1.  2.5  and  5 mg.  tablets.  *T.M.  mc.j  soss 


Scherinq 


METICORTEN 


PREDNISONE 
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'Crystodigin’ 

(CRYSTALLINE  DIGITOXIN,  LILLY) 


Available  in  scored 
tablets  of  0.05  mg.  (orange), 
0.1  mg.  (pink),  0.15  mg. 
(yellow),  and  0.2  mg. 

(white)',  and  in 
1-cc.  and  10-cc.  ampoules, 
0.2  mg.  per  cc. 


permits  accurate  dosage  titration 

to  produce  the  maximum  therapeutic  effect 

Since  initial  digitalization  and  maintenance  dosage  must  be 
carefully  individualized,  'Crystodigin’  fulfills  the  important  re- 
quirements of  a preferred  digitalis.  'Crystodigin’  is  a crystalline- 
pure,  uniformly  potent  single  glycoside  that  is  completely  ab- 
sorbed in  the  gastro-intestinal  tract.  With  'Crystodigin,’  the 
maximum  therapeutic  effect  can  be  safely  determined  by  dosage 
titration  in  increments  as  small  as  0.025  mg. 
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RECENT  ADVANCES  IN 
SERODI AGNOSTIC  TESTS 
FOR  SYPHILIS* 

GEORGE  H.  HAUSER,  M.  D. 

LUCILLE  GODELFER,  M.  T.  (ASCP)f 
New  Orleans 

This  year  marks  the  fiftieth  anniversary 
of  the  discovery  by  Wassermann  and  his 
associates 1 that  the  application  of  the 
phenomenon  of  complement  fixation  could 
be  used  in  the  laboratory  diagnosis  of 
syphilis.  Through  the  years,  great  advances 
and  changes  in  the  original  technic  have 
taken  place  and  newer  methods  and  tests 
have  been  developed.  A brief  review  of 
the  immunology  of  syphilis  and  some  of 
the  significant  changes  that  have  been 
made  in  the  older  tests  using  lipoidal  anti- 
gen will  contribute  to  a better  understand- 
ing of  the  newer  tests  using  specific  tre- 
ponemal antigens. 

Wassermann  employed  an  aqueous  ex- 
tract of  syphilitic  fetal  liver  as  antigen  in 
his  original  test  believing  that  a specific 
antigenic  component  was  contained  in  it. 
Soon  thereafter,  it  was  found  that  any 
normal  mammalian  tissue  could  be  used  in 
preparation  of  antigen  and  that  an  alco- 
holic extract  was  far  more  sensitive  than 
an  aqueous  one.  It  was  also  discovered 
that  the  addition  of  cholesterol  further  en- 
hanced the  sensitivity  of  the  test.  It  be- 


*  Presented  at  the  Seventy-sixth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  Alex- 
andria, April  24,  1956. 

f Division  of  Laboratories,  Louisiana  State  De- 
partment of  Health. 


came  evident  that  the  Wassermann  re- 
action was  not  a specific  antigen-antibody 
reaction. 

The  term  reagin,  “because  it  reacts”, 
was  arbitrarily  assigned  to  the  active  sub- 
stance present  in  syphilitic  serum  and 
spinal  fluid  that  reacts  with  lipoidal  anti- 
gen. Thus  far,  neither  the  exact  chemical 
composition  nor  immunologic  properties  of 
reagin  have  been  determined.  It  has  been 
classified  as  an  antibody  because,  like  anti- 
bodies in  general,  it  reacts,  is  always  asso- 
ciated with  the  gamma  globulin  fraction 
of  serum  and  has  a molecular  weight  simi- 
lar to  that  of  antibodies. 

The  substance  responsible  for  the  re- 
activity of  the  alcoholic  tissue  extracts  was 
isolated  from  beef  heart  in  1941  by  Pang- 
born.2  This  substance  called  cardiolipin, 
was  found  to  be  a non-nitrogenous  phos- 
pholipid. Subsequent  publication  of  the 
method  of  isolation  and  purification 3 led 
to  the  beginning  of  a new  era  in  the  stand- 
ard serological  tests  for  syphilis  hereafter 
referred  to  as  STS.  Cardiolipin  alone  is 
feebly  antigenic  but  with  purified  lecithin 
and  cholesterol  in  proper  proportions  pro- 
duces satisfactory  antigens  for  complement 
fixation  and  flocculation  tests. 

The  cardiolipin  antigens  have  several 
distinct  advantages  over  the  cruder  lipoidal 
antigens.  Because  they  are  reproducible, 
they  allow  for  more  uniform  results ; the 
sensitivity  level  is  equal  to  or  slightly 
higher  than  that  of  tests  using  lipoidal 
antigens,  and  cardiolipin  tests  are  definite- 
ly more  specific,  as  shown  by  comparative 
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studies  and  evaluation  surveys. 

With  the  exception  of  Kahn,  the  authors 
of  the  Kline,4  Kolmer,5  Hinton6  and  Maz- 
zini 7 standard  STS  have  gradually  modi- 
fied the  techniques  of  their  tests  to  use 
cardiolipin  antigen.  Furthermore,  new 
tests  have  been  described,  several  of  which 
are  being  used  routinely  by  many  labora- 
tories in  the  United  States  and  other  coun- 
tries. It  is  interesting  to  note  that  one  of 
these,  the  VDRL  Slide  Test,8  as  shown  by 
the  report  of  the  1955  National  Evaluation 
Survey,  is  used  routinely  by  41  state  labo- 
ratories, experimentally  by  2 and  by  of- 
ficial laboratories  in  Hawaii,  Alaska,  and 
Puerto  Rico.  It  is  also  used  by  many  hos- 
pital and  private  laboratories.  For  those 
who  prefer  a tube  method,  the  VDRL  tube 
test,  using  the  same  basic  antigen  gives 
equally  good  results.  The  tube  test  is  also 
applicable  for  use  with  spinal  fluids ]0 
which  is  of  great  advantage  in  laboratories 
which  do  not  have  facilities  for  perform- 
ing complement  fixation  test. 

Another  test  which  is  worthy  of  mention 
is  the  APHA  Reference  Microflocculation 
Test.11  This  was  developed  by  a subcom- 
mittee of  the  American  Public  Health  As- 
sociation appointed  to  develop  a microfloc- 
culation test  for  syphilis  to  be  used  as  a 
reference  test  in  setting  the  level  of  re- 
activity, thereby  standardizing  the  serol- 
ogy of  syphilis.  A preliminary  study  by 
us  12  of  a comparison  of  this  test  with  other 
STS  on  a limited  number  of  specimens 
showed  the  reactivity  level  to  be  slightly 
higher  than  that  of  the  Kolmer  comple- 
ment fixation,  VDRL  and  Kahn  tests. 

The  cardiolipin  tests  are  not  sensitive 
enough  to  detect  reagin  in  all  stages  of 
syphilitic  infection,  but  they  are  generally 
considered  satisfactory  and  of  great  help 
to  the  physician  in  the  detection,  treatment 
and  control  of  syphilis.  However,  because 
of  the  large  number  of  nonspecific  reac- 
tions given  by  them  in  nonsyphilitic  infec- 
tions and  presumably  normal  individuals 
their  diagnostic  significance  has  been  ques- 
tioned. 

The  detection  and  recognition  of  non- 
specific reactions,  referred  to  as  “false- 
positive reaction”  were  known  to  the  early 


workers,  but  since  blood  tests  usually  were 
made  on  persons  who  showed  clinical  or 
presumptive  evidence  of  syphilis,  these  re- 
actions were  considered  a rarity.  With 
the  institution  of  the  so-called  mass  blood 
testing  programs,  such  reactions  assumed 
major  importance.  In  mass  testing  pro- 
grams thousands  of  persons  with  no  his- 
tory or  clinical  evidence  of  syphilis  were 
found  to  be  seropositive  by  one  or  more  of 
the  STS. 

Physicians  were  often  in  a dilemma  to 
decide  if  the  positive  reaction  was  due  to 
syphilis  or  if  it  was  produced  by  other 
conditions.  Many  patients  on  the  results 
obtained  by  one  or  more  of  the  STS  were 
erroneously  labelled  syphilitic.  They  suf- 
fered untold  embarrassment  because  of  the 
social  stigma  attached  to  the  disease;  were 
denied  employment,  marriage  license,  en- 
trance into  armed  services;  were  rejected 
as  blood  donors ; given  unnecessary  treat- 
ment, and  suffered  considerable  financial 
loss. 

Detailed  studies  of  the  false-positive 
phenomenon  have  been  made  by  many 
workers  and  much  valuable  information 
has  been  accumulated.  Reaction  with  STS 
in  patients  with  no  clinical  evidence  of 
syphilis  is  now  generally  believed  to  be  due 
to  latent  syphilis,  either  acquired  or  con- 
genital, or  what  is  now  termed  biologic 
false-positive  reaction  hereafter  referred 
to  as  BFP. 

Moore  and  Mohr  13  have  divided  the  BFP 
reactions  into  two  categories  (1)  “acute” 
and  (2)  “chronic”  and  have  listed  (Tables 
1 and  2)  some  of  the  diseases  and  condi- 
tions known  to  give  these  reactions. 

As  noted,  the  acute  BFP  reactions  are 
those  which  occur  during  or  shortly  after 
a large  number  of  bacterial,  spirochetal, 
plasmodial,  rickettsial,  protozoal,  and  viral 
infections.  In  this  type,  the  amount  of 
reagin  in  the  blood  of  the  patient  is  usually 
present  in  small  amounts,  is  fluctuating, 
and  disappears  rapidly. 

Chronic  BFP  reactions,  on  the  other 
hand,  are  marked  by  the  usual  absence  of 
a known  precipitating  factor  and  by  the 
fact  that  reagin  remains  in  the  blood  over 
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TABLE  1 

ACUTE  BIOLOGICALLY  FALSE  POSITIVE 
REACTIONS  IN  VARIOUS  NONSYPHILITIC 
CONDITIONS 
INFECTIONS 


Approxi- 

mate 

Incidence 

DISEASE  of  BFI’ 

Reactions 


% 

Bacterial 

Leprosy  60 

Tuberculosis,  advanced  3—5 

Pneumonia,  pneumococcal  2—5 

Subacute  bacterial  endocarditis  5 

Chancroid  - 5 

Scarlatina  5 

Spirochetal 

Leptospirosis  10 

Relapsing  fever  30 

Rat-bite  fever  20 

Plasmodial 

Malaria  100 

Rickettsial 

Typhus  20 

Protozoal 

Trypanosomiasis  10 

Viral 

Vaccinia  20 

Pneumonia,  “atypical”  20 

Measles  5 

Chickenpox  5 

Lymphogranuloma  venereum  20 

Infectious  hepatitis  10 

Infectious  mononucleosis  20 

Common  cold  ? low 


TABLE  2 

CHRONIC  BIOLOGICALLY  FALSE  POSITIVE 
REACTIONS  IN  NONINFECTIOUS  DISEASES  OR 
CONDITIONS 

Approxi- 
mate 
Incidence 
of  BFP 
Reactions 


% 

Lupus  erythematosus  (disseminated 

or  discoid)  20 

Rheumatoid  arthritis  5 

Blood  loss,  repeated  (as  in  multiple 

donations  for  transfusions)  ? low 

Pregnancy  ? low 


a period  of  many  months  or  years,  perhaps 
even  a lifetime.  Moore  and  Mohr 13  in  a 
preliminary  study  of  the  background  of 
patients  giving  chronic  BFP  reactions  are 
convinced  that  the  BFP  reaction  is  not  as 
innocuous  as  formerly  believed  and  that 
many  of  the  collagen  diseases  such  as  dis- 


seminated lupus  erythematosus,  periarter- 
itis nodosa,  rheumatoid  arthritis,  rheu- 
matic fever,  and  sarcoid  give  chronic  BFP 
reactions.  Moore  and  Lutz 14  in  a later 
study  of  the  clinical  etiological  background 
in  148  chronic  BFP  reactors  were  able  to 
verify  a diagnosis  of  systemic  lupus  ery- 
thematosus in  10  of  the  patients,  while  7 
of  the  group  developed  rheumatoid  arth- 
ritis and  45  showed  probable  collagen  vas- 
cular diseases. 

The  need  of  a specific  test  to  separate 
syphilitic  infection  from  chronic  BFP  was 
apparent.  Many  tests,  including  the  so- 
called  “verification  tests”  were  claimed  to 
be  capable  of  differentiating  positive  re- 
sults in  syphilis  from  those  produced  by 
BFP  reactors.  All  of  these  tests  used  li- 
poidal  antigens  and  depended  on  the  non- 
specific antibody  reagin.  They  proved  to 
be  no  more  specific  than  the  STS.  It  was 
obvious  that  a specific  test  was  not  possible 
until  the  development  of  an  in  vitro  method 
of  cultivating  virulent  Treponema  pal- 
lidum. 

In  1948,  Nelson15  was  successful  in  de- 
veloping a basal  medium  for  isolating  and 
sustaining  the  growth  of  the  virulent  Nic- 
hols strain  of  Treponema  pallidum  for  a 
period  of  six  to  eight  days.  Such  a medium 
led  to  the  development  by  Nelson  and 
Mayer  lf>  of  the  “treponemal  immobilization 
or  TPI  test’’.  This  test  procedure  proved 
capable  of  detecting  the  specific  antibody 
in  sera  from  syphilitic  animals  and  human 
beings.  In  addition,  the  antibody  was 
proved  to  be  distinct  from  reagin  and,  ex- 
cept for  the  related  treponematoses  (yaws, 
pinta,  and  bejel),  was  a specific  test  for 
detection  of  syphilitic  infection. 

The  work  of  Nelson  and  Mayer  was  en- 
thusiastically received  both  in  the  United 
States  and  abroad  and  soon  many  TPI 
laboratories  were  set  up  and  studies  were 
initiated  to  investigate  the  clinical  signifi- 
cance of  the  test. 

The  technic  of  the  test  as  described  by 
the  authors  consisted  in  incubating  a test 
mixture  of  treponemal  suspensions,  com- 
plement and  patient’s  sera  under  anaerobic 
conditions  at  37 °C  for  fifteen  to  eighteen 
hours.  The  mixture  was  then  examined  by 
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darkfield  microscopy.  In  mixtures  con- 
taining syphilitic  serum,  the  treponemes 
were  immobilized  while  in  normal  serum 
the  organism  remained  motile. 

Using  the  author’s  technic,  many  were 
unable  to  obtain  consistent  results.  One 
of  the  main  difficulties  encountered  was 
the  poor  survival  of  the  treponemes  in  the 
basal  medium  during  the  duration  of  the 
test.  To  overcome  this  difficulty  several 
modifications 17-21  of  the  original  basal 
medium  have  been  made  and  adopted  by 
different  workers.  Reproducibility  of  re- 
actions 22- 23  and  other  factors  were  also 
found  to  give  inconclusive  results. 

In  spite  of  many  obstacles  encountered 
with  the  TPI  test,  many  laboratories  are 
now  performing  it  satisfactorily.  From 
numerous  reports  in  the  literature,  the  test 
has  now  been  applied  to  thousands  of 
serums  and  spinal  fluids  from  both  normal 
and  syphilitic  patients.  Zellman 24  has 
made  a study  of  the  specificity  of  the  TPI 
test  and  has  used  the  results  obtained  by 
him  and  other  workers  in  the  United 
States,  France,  Scandinavia,  and  Germany 
to  compile  a detailed  statistical  analysis  of 
the  TPI  test  in  nonsyphilitic  and  syphilitic 
infections.  (Tables  3,  4,  and  5) 


Table  3 gives  an  analysis  of  the  TPI  test 
on  1,397  nonsyphilitic  individuals.  The 
treponemal  immobilizing  antibody  is  not 
present  in  the  serum  of  normal  individuals 
and  only  present  in  0.3  per  cent  of  indi- 
viduals in  nontreponemal  diseases.  This 
small  percentage  may  be  due  to  technical 
error.  The  high  specificity  of  the  test 
makes  it  an  ideal  test  for  the  differentia- 
tion of  syphilitic  infection  from  BFP  re- 
actions. 

Table  4 gives  an  analysis  of  the  TPI  test 
on  2,280  syphilitic  individuals.  The  TPI 
antibody  appears  in  the  serum  soon  after 
infection  and  remains  elevated  during  un- 
treated syphilis.  It  does  not  tend  to  dis- 
appear spontaneously  like  reagin.  For  this 
reason,  the  test  is  valuable  in  making  a 
diagnosis  of  latent  syphilis,  acquired  or 
congenital,  especially  in  cases  when  the 
reagin  tests  are  negative. 

If  treatment  is  instituted  early,  the  tre- 
ponemal antibody  disappears,  but  at  a 
slower  rate  than  reagin,  making  the  reagin 
tests  more  satisfactory  as  a treatment  con- 
trol. If  treatment  is  delayed  beyond  the 
secondary  stage,  the  treponema  antibody 
tends  to  remain  in  the  blood  indefinitely. 

The  inherent  technical  difficulties  in  the 


TABLE  3 


THE  TREPONEMAL 

IMMOBILIZATION  TEST 

IN  NONSYPHILITIC 

INDIVIDUALS 

Diagnostic 

Category 

Number  of 
Cases 

Positive 

TPI  Results 
Doubtful  Negative 

Normal 

389 

0 

0 

389 

100% 

Diseases  other  than  syphilis 

615 

1 

1 

613 

99.7% 

Nonsyphilitic  * 

393 

2 

0 

391 

99.5% 

Total  Nonsyphilitic 

1397 

3 

1 

1393 

99.8% 

* not  classified. 

TABLE  4 

THE  TREPONEMAL  IMMOBILIZATION  TEST  IN  SYPHILITIC  INDIVIDUALS 

Diagnostic 
Category  of  Syphilis 

Number  of 
Cases 

Positive 

TPI  Results 
Doubtful 

Negative 

Untreated  primary 

174 

97 

16 

61 

64.9% 

Untreated  secondary 

591 

553 

15 

23 

96.0% 

Untreated  symptomatic 

288 

228 

0 

0 

100% 

Untreated  congenital 

74 

68 

1 

5 

93.0% 

Treated  primary 

254 

109 

9 

136 

51.9% 

Treated  secondary 

257 

146 

12 

99 

61.4% 

Treated  late  symptomatic 

574 

549 

3 

22 

96.1% 

Treated  congenital 

128 

111 

3 

14 

89.0% 

Total  syphilitics 

2280 

1861 

59 

360 

84.2% 
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TPI  test  soon  gave  impetus  to  search  for 
a simpler  test  procedure  in  detecting  the 
specific  antibody.  Nelson,25  in  1952,  was 
able  to  demonstrate  the  in  vitro  phagocy- 
tosis of  Treponema  pallidum.  This  led  to 
the  recognition  of  a specific  reaction 26  be- 
tween normal  human  erythrocytes  and 
treponemes  sensitized  by  antibody  from 
syphilitic  serum.  The  term  immune  adher- 
ence or  TPIA  was  given  to  the  phenome- 
non and  a test  procedure  for  its  recognition 
developed. 

Briefly,  the  technic  of  the  test,  as  de- 
scribed by  Nelson,  consists  in  mixing  a 
heat-killed  suspension  of  treponemes  with 
patient’s  serum.  Human  complement  and 
a 50  per  cent  suspension  of  washed  human 
blood  cells  are  added  to  the  mixture  and 
after  thirty  minutes  at  37 °C  this  mixture 
is  centrifuged  and  the  treponemes  in  the 
supernatant  counted  by  darkfield  micro- 
scopy. Serums  from  syphilitic  patients 
show  a disappearance  of  treponemes  in  the 
supernatant,  while  no  such  disappearance 
occurs  in  nonsyphilitic  serum. 

The  immune  adherence  (TPIA)  test 
seems  to  have  several  distinct  advantages 
over  the  TPI  test.  The  test  procedure  is 
simpler  and  more  rapid.  An  important 
feature  is  that  heat-killed  Treponema  pal- 
lida are  used  as  antigen.  Antigens  may 
now  be  purchased  in  limited  amounts  com- 
mercially. 

Early  attempts  towards  the  development 
of  a satisfactory  agglutination  test  (TPA) 
for  detecting  agglutinins  in  response  to 
Treponema  pallidum  were  beset  with  dif- 
ficulties in  the  preparation  of  antigen.  The 
chief  obstacle  with  early  antigens  was  a 
tendency  towards  spontaneous  agglutina- 
tion of  the  organism.  Several  workers 27'30 
have  been  successful  in  overcoming  this 
difficulty  by  various  methods  and  have  de- 
scribed what  they  believe  to  be  quite  simple, 
sensitive,  and  specific  agglutination  tests. 
However,  McLeod  and  Stokes 31  found  that 
the  TPA  test  detects  at  least  two  anti- 
bodies, one  of  which  is  reagin.  They  feel 
that  “the  agglutination  technic  as  a spe- 
cific diagnostic  test  for  syphilis  must  await 
the  preparation  of  more  specific  antigens”. 

Portnoy  and  Magnuson32  have  recently 


described  the  preparation  of  an  antigen 
from  virulent  Treponema  pallidum  and  its 
satisfactory  use  in  a complement  fixation 
test  (TPCF).  In  the  preparation  of  the 
antigen,  the  serologically  active  substance 
was  extracted  from  Treponema  pallidum 
by  the  use  of  desoxycholate  solution.  The 
Kolmer  technique,  using  one-fifth  volume 
to  conserve  antigen,  was  used  in  the  test 
procedure. 

A preliminary  study  of  the  incidence  of 
TPCF  antibody  in  human  sera  from  169 
syphilitic  cases  and  383  sera  from  a gen- 
eral hospital  admission  indicate  that  the 
test  shows  a close  correlation  to  TPI,  sug- 
gesting a high  specificity.  The  TPCF  ap- 
pears to  be  more  sensitive  than  TPI  in 
detecting  primary  and  secondary  syphilis 
but  less  sensitive  than  TPI  in  latent  and 
late  syphilis. 

TPCF  antigen  in  limited  quantities  is 
available  from  one  biological  house  and 
another  announces  it  is  in  the  process  of 
manufacture.  Since  many  laboratories  have 
facilities  and  personnel  trained  in  comple- 
ment fixation  technique,  it  is  anticipated 
that  further  evaluation  will  be  made  of  the 
reliability  and  usefulness  of  the  test  as  a 
diagnostic  procedure.  However,  because 
of  the  limited  supply  and  high  cost  of  the 
antigen  at  the  present  time,  it  will  only  be 
used  on  selected  and  special  cases. 

TPCF  antigen  in  limited  amount  has 
recently  been  obtained  by  us  and  46  TPCF 
tests  run  in  our  laboratory,  the  results  of 
which  will  be  shown  in  the  following  tables. 

Table  5 shows  the  results  of  TPCF  and 
STS  on  14  sera  taken  from  hospital  pa- 
tients who  gave  no  history  or  clinical  evi- 
dence of  syphilis.  In  this  group  of  non- 
syphilitic cases,  the  TPCF  and  VDRL  slide 
test  were  nonreactive  in  all  14  cases,  while 
the  Kolmer  complement  fixation  test 
showed  reactive  reactions  in  2 of  the  14 
cases. 

Table  6 shows  results  of  tests  in  a group 
of  15  nonsyphilitic  individuals  suffering 
from  various  types  of  infections  known  to 
give  acute  BFP  reactions.  Of  the  group, 
14  gave  negative  and  one  anticomplemen- 
tary results  with  the  TPCF,  4 were  reac- 
tive in  both  the  Kolmer  complement  fixa- 
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TABLE  5 


RESULTS  OF  STS  AND 

TPCF 

TESTS 

(ROUTINE  NONSYPHILITIC 

HOSPITAL  CASES) 

Serum 

Kolmer 

VDRL 

TPCF  Clinical  Diag 

nosis 

Number 

CP 

Titer 

Age 

Color 

Sex 

Cases 

12MX 

— 

— 

17 

w 

F 

Surg. 

13M 

— 

— 

27 

w 

F 

OB 

14M 

— 

— 

25 

w 

F 

OB 

15M 

— 

— 

— 20 

w 

F 

OB 

16M 

— 

— - 

46 

w 

M 

Med. 

17M 

— 

— 

— 74 

w 

M 

Heart 

18M 

— 

— 

36 

w 

F 

Med. 

19M 

— 

— 

— 23 

w 

F 

OB 

20M 

— 

— 

24 

w 

F 

OB 

21M 

— 

— 

21 

w 

F 

OB 

22M 

— 

— 

32 

w 

M 

Surg. 

23MX2 

R(4) 

— 

28 

w 

F 

Surg. 

24M 

— 

— - 

— 52 

w 

M 

Heart 

26MX2 

R ( l ) 

• 

57 

w 

F 

Surg. 

TABLE  6 

RESULTS  OF  STS  AND 

TPCF 

TESTS 

(DISEASES  OTHER  THAN  SYPHILIS) 

STS 

Clinical  Diagnosis 

Serum 

Kolmer 

VDRL 

TPCF  Age 

Color 

Sex 

Number 

CP 

Titer 

Case 

9821 

Anti 

— 

Anti  30 

c 

M 

Arrested  leprosy 

9822 

— 

— 

— 61 

c 

M 

Lepromatous  leprosy 

1H 

R(4) 

4 

— 28 

w 

M 

Infectious  mononucleosis 

10071 

— 

— 

— 36 

c 

F 

Inactive  T.B. — Preg. 

10072 

— 

— 

— 28 

c 

M 

Arrested  T.B. 

10073 

R<4) 

4 

— 37 

c 

F 

Active  T.B. 

10074 

— 

— 

— 28 

c 

F 

Active  T.B. 

10075 

— 

— 

34 

c 

F 

Active  T.B. 

10076 

— 

— 

38 

c 

M 

Arrested  T.B. 

73938 

— 

— 

16 

w 

M 

Mumps  encephalitis  C.F. 
test — Pos. 

9439 

- — 

— 

39 

w 

F ) 

1st.  & 2nd.  spec. 

9438 

— 

— 

39 

w 

F ) 

suspected 

Psittacosis 

19021 

R(3) 

WR 

28 

w 

M 

Clinically  RMSF  C.F. 
(RMSF)  pos.  1-1028 

19034 

R(3) 

26 

w 

M 

Clinically  typhus 
fever,  C.F.  (typhus) 
Pos.  1-600 

9956 

R (4) 

16 

— 36 

c 

M 

Lymphogranuloma 
venereum — Frei  test — 

Pos. 

tion  and  VDRL  tests  and  1 was  reactive 
only  in  the  Kolmer  complement  fixation 
test.  The  blood  that  was  anticomplemen- 
tary with  the  TPCF  was  also  anticomple- 
mentary in  the  Kolmer  test. 

Table  7 shows  results  of  tests  on  5 pre- 
sumably nonsyphilitic  patients  who  gave 
nonreactive  TPCF  and  reactive  STS  tests. 
These  individuals  were  tentatively  classi- 
fied by  their  physicians  as  chronic  BFP 


reactors  as  none  gave  history  or  clinical 
evidence  of  syphilis. 

A brief  abstract  of  case  histories  on 
these  patients  is  as  follows: 

Patient  1 (Serum  No.  7649) — C.  L.,  a 47  year 
old,  white  woman  was  admitted  to  hospital  in 
1952,  with  diagnosis  of  pneumonia.  During  hos- 
pitalization there  was  no  evidence  of  syphilitic 
infection  by  history  or  physical  examination.  The 
Kolmer,  Kline  and  Kahn  tests  were  reactive. 
Table  8 gives  results  of  STS  performed  on  this 
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TABLE  7 

RESULTS  OF  STS  AND  TPCF  TESTS 
CLINICALLY  NEGATIVE  INDIVIDUALS 
WITH  PERSISTENT  POSITIVE  STS 
BIOLOGICALLY  FALSE  POSITIVE  REACTIONS 


Serum 

Number 

STS 

Kolmer  VDRL 

Titer 

TPCF  Clinical  Diagnosis 

Age  Color  Sex 

7649 

R(3) 

3 

— 47 

W F 

No  history  or  CES 

9887 

R(4) 

4 

— 51 

C M 

ft 

9678 

R(4) 

4 

— 32 

C M 

” 

9904 

R (2) 

WR 

— 61 

C M 

ft 

9974 

R(4) 

— 

— 35 

W M 

” 

TABLE 

8 

RESULTS  OF  STS  AND 

TPCF  TESTS  ON 

SERUM  NO. 

7649 

Date 

STS 

Date 

STS 

Kolmer 

Kahn 

Kolmer 

VDRL 

CF 

Titer 

Kline 

CF 

Titer  TPCF 

1-4-521 

Pos. 

256 

Pos. 

7-13-54 

Pos. 

8 

2-13-522 

Pos. 

128 

11-9-54 

Pos. 

16 

5-3-52 

Pos. 

128 

1-30-55 

Pos. 

16 

10-24-52 

Pos. 

128 

12-9-55 

Pos. 

16 

12-11-52 

Pos. 

64 

2-2-56 

Pos. 

3 

2-24-53 

Pos. 

64 

10-7-53 

Pos. 

64 

1-6-54 

Pos. 

32 

4-13-54 

Pos. 

64 

1.  Test  performed  at  Baton  Rouge  General  Hospital. 

2.  Test  performed  at  our  Lady  of  the  Lake,  Baton  Rouge. 

Other  tests  performed  in  Div.  of  Lab.,  La.  State  Dept,  of  Health. 


patient  in  three  different  laboratories  during  the 
past  four  years.  In  spite  of  two  courses  of  treat- 
ment, reagin  was  consistently  detected  in  the 
blood  serum.  The  physician  sent  in  specimens  of 
blood  sera  on  February  1,  1956,  requesting  a 
TPI  test  as  he  was  convinced  that  sera  from  this 
patient  gave  BFP  reactions.  As  noted  in  the 
table,  all  STS  were  reactive  but  TPCF  was  non- 
reactive. 

Patient  2 (9887) — B.  M.,  a 51  year  old,  colored 
woman,  gave  a positive  STS  during  routine  ex- 
amination at  a New  Orleans  hospital  in  1949,  and 
was  referred  to  the  VD  clinic  for  treatment.  Pa- 
tient denied  history  or  previous  treatment  and 
, showed  no  clinical  evidence  of  syphilis.  STS  were 
reactive,  but  spinal  fluid  examination  was  non- 
reactive. She  returned  to  clinic  in  1953  and 
twice  during  1955  at  which  time,  STS  were  re- 
active and  spinal  fluid  nonreactive.  On  February 
1,  1956,  the  STS  were  reactive  but  TPCF  non- 
reactive. Patient  was  classified  as  a BFP. 

Patient  3 (9678) — A.  W.,  a 32  year  old,  col- 
ored man,  applied  to  Health  Clinic  for  a STS  as 
a prerequisite  for  course  in  nursing.  The  STS 
were  reactive  but  TPCF  was  nonreactive.  Pa- 
tient stated  that  he  had  been  inducted  into  Army 
in  1953,  and  while  in  service  was  rejected  as 
blood  donor  because  of  reactive  STS.  Received 
treatment  and  discharged  from  the  Army  as  sero- 


negative. Patient  gave  no  history  or  clinical  evi- 
dence of  disease. 

Patient  4 (9904) — M.  J.,  a 61  year  old,  colored 
male,  during  routine  physical  examination  showed 
reactive  STS.  According  to  available  records, 
patient  was  suspected  of  having  syphilis  on  basis 
of  reactive  STS  on  discharge  from  Army  in  1919. 
Patient  showed  no  clinical  evidence  or  history  of 
syphilis  and  did  not  receive  treatment.  Tests  on 
February  1,  1956,  showed  reactive  STS  and  non- 
reactive TPCF. 

Patient  5 (9974) — A.  S.,  a 35  year  old,  white 
male,  during  routine  physical  checkup  in  Janu- 
ary of  1956  showed  reactive  STS.  Patient  gave 
no  history  or  clinical  evidence  of  syphilis.  Speci- 
mens of  blood  taken  in  March  showed  reactive 
Kolmer  complement  fixation  test  and  nonreactive 
VDRL.  A specimen  (9974)  collected  in  April 
showed  a reactive  reaction  with  the  Kolmer  com- 
plement fixation  test,  nonreactive  reactions  with 
the  VDRL  and  TPCF.  A subsequent  repeat  test 
showed  similar  findings. 

Table  9 gives  results  of  TPCF  and  STS 
on  12  known  syphilitic  individuals  in  vary- 
ing stages  of  infection.  All  of  these  pa- 
tients are  under  treatment.  In  these  few 
cases,  the  TPCF  appears  to  be  as  sensitive 
as  STS  in  detecting  syphilitic  infections. 
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TABLE  9 

RESULTS  OF  STS  AND  TPCF  TESTS 
(SYPHILITIC  INDIVIDUALS) 


Serum 

Number 

Diagnostic 

Category 

Kolmer 

CF 

VDRL 

Titer 

TPCF 

Clinical  History 
Age  Color  Sex 

9994 

Primary  darkfield  ( + ) 

— 

— 



24 

C 

F 

4584 

Secondary 

R(4) 

8 

R (4) 

26 

W 

M 

4824 

Secondary 

R(4) 

4 

R(4) 

29 

W 

M 

9640 

Secondary 

R ( 4 ) 

32 

R(4) 

51 

C 

F 

9612 

Early  latent 

R(3) 

2 

RG) 

32 

C 

F 

9613 

Early  latent 

R(4) 

— 

R(l) 

24 

C 

F 

9609 

Early  latent 

— 

— 

— 

19 

C 

F 

9608 

Early  latent 

R ( 4 ) 

32 

R (3) 

29 

C 

F 

9607 

Early  latent 

— 

— 

— 

28 

C 

F 

9611 

Late  latent 

R(4) 

32 

R(4) 

56 

W 

M 

9610 

Late  latent 

R(4) 

WR 

R(l) 

27 

c 

F 

9606 

Late  latent 

R(4) 

16 

R(3) 

31 

c 

M 

Preliminary  studies  on  the  incidence  of 
the  TPCF  antibody  in  sera  from  46  indi- 
viduals showed  that  the  complement  fix- 
ing antibody  was  present  in  9 of  13  sera 
from  syphilitic  individuals  which  closely 
correlates  the  findings  of  the  STS.  No 
TPCF  antibody  was  found  with  sera  from 
14  normal  individuals  or  with  15  sera 
from  patients  with  diseases  other  than 
syphilis  or  with  sera  from  5 patients  whose 
history  and  physical  examination  indicated 
that  their  sera  gave  chronic  BFP  reactions. 

It  is  evident  that  the  emphasis  in  the 
past  few  years  has  been  focused  on  the 
development  of  test  procedures  which  are 
capable  of  differentiating  BFP  reactions 
from  those  in  which  reaction  is  due  to 
specific  infection  with  Treponema  pal- 


lidum. Table  10  shows  in  outline,  a sum- 
mary of  our  present  day  concept  of  the 
theory  of  serologic  reactions  to  syphilis, 
the  types  of  antibodies  produced,  and  the 
test  procedures  and  types  of  antigens  re- 
quired to  detect  them. 

By  absorption  tests,  the  TPI  and  TPIA 
antibodies  have  been  shown  to  be  separate 
from  reagin.  TPCF  also  appears  to  be 
separate  from  reagin.  However,  TPA  test 
has  been  shown  to  detect  two  antibodies; 
one  of  which  is  reagin.  The  exact  im- 
munological relationship  of  TPI,  TPIA 
and  TPCF  to  each  other  has  not  been  de- 
termined. 

The  newer  test  procedures  which  are 
capable  of  detecting  the  specific  treponemal 
antibody  have  proved  to  be  of  great  help 


TABLE  10 

THEORY  OF  SEROLOGIC  REACTION  TO  SYPHILITIC  INFECTION 


Antibodies  Produced 

Test  Procedures 

Antigens  to  detect 
antibodies 

1.  Reagin 

APHA  Reference 

Cardiolipin 

Hinton 

yy 

Kline 

yy 

Kolmer 

yy 

Mazzini 

yy 

VDRL 

yy 

Rein-Bossak 

yy 

Kahn 

Lipoidal 

2.  TPI 

Treponema  Pallidum 

Live  Treponema  Pallidum 

Immobilization 

3.  TPIA 

Treponema  Pallidum 

Dead  Treponema  Pallidum 

immune  adherence 

4.  TPA 

Treponema  Pallidum 

Dead  Treponema  Pallidum 

agglutination 

5.  TPCF 

Treponema  Pallidum 

Lipid  fraction  of  Treponema 

Complement  fixation 

Pallidum 
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to  the  clinician  in  solving  certain  inade- 
quacies of  the  STS.  However,  these  test 
procedures  have  not  yet  been  evaluated  on 
a sufficiently  wide  scale  basis  to  determine 
their  efficiency.  An  evaluation  study  of 
all  treponemal  and  cardiolipin  tests  is 
being  planned  for  the  near  future  and  it 
is  hoped  that  this  will  prove  as  satisfac- 
tory as  the  evaluation  study  of  STS  con- 
ducted jointly  by  American  Society  of 
Clinical  Pathologists  and  the  United  States 
Public  Health  Service. 

Present  indications  are  that  the  tre- 
ponemal tests  will  not  replace  the  STS  but 
will  be  used  in  conjunction  with  them. 
Moreover,  the  identification  of  the  chronic 
BFP  phenomenon  with  other  disease  en- 
tities may  lead  to  use  of  reagin  tests  for 
diagnosis  of  diseases  other  than  syphilis. 

Preliminary  studies  of  the  TPCF  test  in 
our  laboratory  show  promising  results. 
These  studies  will  be  continued  on  a larger 
scale  as  more  antigen  becomes  available. 
Facilities  and  experienced  personnel  for 
performance  of  the  Kolmer  complement 
fixation  test  are  already  available,  so  that 
the  addition  of  the  TPCF  test  would  not 
present  a problem.  If  further  study  of  the 
test  substantiates  our  preliminary  find- 
ings, it  is  our  belief  that  the  TPCF  test 
will  be  a valuable  specific  test  for  syphilis, 
especially  in  studying  BFP  reactions  and 
in  differentiating  them  from  syphilitic  in- 
fection. 
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INDUSTRIAL  DERMATOSES  * 

V.  MEDD  HENINGTON,  M.  D. 
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New  Orleans 

Since  World  War  II  the  South  has  grown 
industrially  more  than  any  other  section 
of  our  country.  We  are  beginning  and  will 
continue  to  see  more  and  more  industrial 
dermatoses  and  must  be  able  to  recognize 
them  as  industrial  problems  to  assist  man- 
agement in  conquering  these  hazards  of 
an  increasing  industralization  of  our  South- 
land. 

About  two-thirds  of  all  occupational  dis- 
eases are  industrial  dermatoses.  According 
to  the  U.  S.  Public  Health  Service,  more 
than  1 per  cent  of  employees  engaged  in 
various  industries  suffer  sometime  during 
the  year  with  industrial  dermatitis.  An 
estimated  500,000  people  are  affected  year- 
ly.1 A study  of  the  compensation  records 
of  several  states  shows  that  the  average 
loss  of  time  per  year  for  compensated  cases 
of  occupational  dermatoses  is  about  ten 
weeks,  and  the  average  compensation  paid 
the  employee  is  about  $100,  plus  medical 
care.  It  is,  therefore,  estimated  that  the 
annual  loss  from  occupational  dermatoses 
in  the  United  States  is  in  excess  of  $100,- 
000, 000.2 

The  presence  of  other  cutaneous  diseases 
predisposes  to  industrial  dermatitis.  Em- 
ployers in  industry  should  be  advised 
against  employing  these  individuals  for 
they  are  more  likely  to  become  sensitized 
to  any  of  a number  of  offending  agents,  or 
suffer  exacerbations  of  their  dermatosis. 


* Presented  at  the  Seventy-sixth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  Alex- 
andria, La.,  April  25,  1956. 

From  the  Department  of  Dermatology,  Lou- 
isiana State  University  School  of  Medicine  and 
the  Charity  Hospital  at  New  Orleans,  Louisiana. 


The  actual  causes  of  industrial  dermatoses 
are  many:  primary  irritants  (non-sensi- 
tizers) cause  approximately  80  per  cent  of 
the  cases ; sensitizers  cause  approximately 
20  per  cent  of  the  cases.1 

Since  industrial  dermatoses  is  such  a 
large  field  we  have  selected  the  four  most 
commonly  encountered  ones,  namely, 
chrome  dermatitis,  dermatoses  due  to  rub- 
ber, dermatitis  due  to  shoes,  and  chloracne. 
The  various  facts  and  fallacies  observed  in 
these  industrial  dermatoses  are  presented 
to  familiarize  the  practitioner  with  the 
types  of  industrial  dermatoses  one  is  likely 
to  encounter  in  an  industrial  area. 

CHROME  DERMATITIS 

Chrome  dermatitis  comprises  approxi- 
mately 10  per  cent  of  all  the  cases  of  in- 
dustrial dermatitis.2  The  chrome  com- 


Figure  1.  Dermatitis  on  ink  plant  worker — 
possibly  due  to  potassium  or  sodium  chromate 
used  in  cleaning  the  machine. 


pounds  (chromic  acid,  chromates  and  bi- 
chromates) are  exceedingly  active  chemi- 
cally, and  are  powerful  skin  irritants  and 
corrosives.  Chief  offenders  are  the  alka- 
line chromates  (potassium,  sodium  and 
ammonium  bichromates).  Ulceration  of 
the  nasal  septum  and  of  the  skin  is  of  fre- 
quent occurrence  in  the  manufacture  of 
chromates.  In  factories  where  chromates 
are  manufactured  perforations  of  the  nasal 
septum,  and  chrome  ulcers  on  the  hands 
and  arms  are  exceedingly  common.  Ac- 
cording to  the  resistance  of  the  individual 
the  chrome  compounds  produce  dermatitis 
of  varying  severity,  affecting  primarily  the 
skin  and  mucous  membranes,  and  may  al- 
so cause  systemic  poisoning  if  absorbed 
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through  the  skin  in  adequate  amounts.2 
The  ulcers  usually  develop  when  the  chrome 
compounds  are  deposited  on  an  abrasion. 

The  extensive  uses  of  chrome  com- 
pounds in  industry  are  many  and  varied. 
They  are  used  in  the  dye  industry,  the  pre- 
paring of  alloys,  manufacture  of  inks, 
chrome  tanning,  the  manufacture  of  chro- 
mium pigments  and  paints  as  a mordant, 
wool  dyeing,  printing  textiles,  match  mak- 
ing, photography  lithography,  photoen- 
graving, blue-print  developing,  chrome 
plating,  synthetic  dye  manufacture,  cement 
industry,  and  in  the  rubber  and  railroad 
industries. 

Chromium  compounds  affect  the  tissue 
proteins,  forming  with  them  chemical  com- 
pounds, as  in  the  tanning  of  hides.6  In 
strong  enough  concentrations  they  corrode 
the  skin  and  mucous  membranes.  Strong 
solutions  not  concentrated  enough  to  cor- 
rode the  skin  may  produce  a toxic  derma- 
titis, but  in  still  weaker  concentration  the 
chromates  may  sensitize  the  skin  and  cause 
an  allergic  dermatitis.6  As  regards  fre- 
quency, only  turpentine,  primrose,  wood 
tar  and  mercury  salts  are  definitely  able 
to  cause  sensitization  oftener.  In  1000 
cases  of  occupational  dermatitis  in  the 
state  of  Ohio,  60  had  chrome  ulcers  and  31 
had  chrome  dermatitis.6 

Hall  states  that  sensitivity  develops  only 
after  a relatively  long  period  of  exposure, 
and  once  developed,  tends  to  increase 
rather  than  decrease  in  severity.  Due  to 
the  long  period  of  exposure  necessary  for 
sensitization,  pre-employment  patch  test- 
ing to  reduce  the  incidence  of  dermatitis 
, would  be  worthless.13 

Chrome  Ulcer  and  Perforated  Septum : 
Chrome  ulcers  are  apparently  due  to  a 
toxic,  necrotizing  action  of  the  chromate 
ion  on  living  tissue,  independent  of  its  sen- 
sitizing properties.  The  ulcers  are  common 
in  the  tanning,  electroplating,  and*  chro- 
mium chemical  producing  industries.  They 
form  when  the  chemical  is  introduced  into 
a break  in  the  skin,  and  are  most  common 
on  the  hands  and  arms.  The  ulcers  are 
usually  punched  out  lesions,  with  raised, 
indurated  borders,  and  tend  to  take  the 
shape  of  the  preceding  break  in  the  skin. 


Minimal  inflammation  is  present,  and  the 
ulcers  are  usually  painless,  healing  with 
depressed  atrophic  scars  as  a rule. 

Perforation  of  the  nasal  septum  occurs 
only  in  shops  in  which  there  are  mists  or 
dusts  containing  chromate.  A painless 
ulcer  appears  on  the  cartilaginous  portion 
of  the  nasal  septum,  and  in  several  weeks 
a perforation  may  occur.  The  lesion  is 
usually  asymptomatic. 

Malignant  degeneration  is  not  known  to 
occur  in  either  chrome  ulcers  or  perfora- 
tions of  the  septum. 

Chi’ome  Dermatitis : The  incidence  of 

chrome  dermatitis  is  not  known,  but  is 
thought  to  be  between  1 and  10  per  thous- 
and per  year,  the  incidence  varying  with 
the  type  of  exposure  and  the  turnover  of 
employees.18 

Only  the  hexavalent  chromate  ion  is  a 
sensitizer;  metallic  chromium  or  the  tri- 
valent  compounds  are  not  sensitizing  sub- 
stances.18 Chromate  dermatitis  varies  from 
an  acute,  vesicular  weeping  eruption,  to 
dry,  erythematous,  slightly  elevated  squa- 
mous plaques.  The  most  common  sites  of 
occurrence  are  the  dorsum  of  the  hands, 
wrists,  and  forearms.  Chromate  dermatitis 
differs  usually  from  ordinary  contact  der- 
matitis in  its  patch  distribution  and  longer 
course. 

As  regards  cement  dermatitis,  it  was 
formerly  thought  that  the  dermatitis  was 
due  to  primary  irritation  due  to  the  alka- 
line, abrasive,  and  hygroscopic  properties 
of  cement.  It  is  now  thought  that  derma- 
titis in  cement  finishers,  fabricators  and 
masons  may  be  due  to  a specifically  ac- 
quired hypersensitivity  to  water-soluble 
chromate  compounds  in  cement.5- 16- 17 
American  cements  contain  0.00004  to  0.002 
per  cent  water  soluble  potassium  chromate. 
Water  soluble  chromium  represents  only 
a small  portion  of  the  total  chromium  in 
the  original  cement  powder,  and  hexa- 
valent chromium  accounts  for  over  one- 
half  of  the  water  soluble  chromium.5  It 
is  well  known  that  moistened  cement  may 
exert  a primary  irritant  action  on  skin, 
but  various  authors 5- 17  have  shown  that 
allergic  chromate  hypersensitivity  may  in- 
itiate and  maintain  cement  dermatitis,  as 
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evidenced  by  positive  patch  testing  to  hexa- 
valent  chromium.  Soluble  hexavalent  chro- 
mium is  apparently  present  in  all  cements 
to  a varying  degree. 

It  is  also  stated  that  cement  artisans  are 
exposed  to  higher  hexavalent  chromium 
levels  than  is  indicated  by  analysis  of  ce- 
ment washings,  for  as  moisture  evapoi'ates 
from  cement  slurries  in  contact  with  the 
skin,  the  percentage  of  hexavalent  chro- 
mium rises.5 

The  railroad  industry  is  faced  with  a 
serious  problem  in  regard  to  chromate  der- 
matitis. Prior  to  the  advent  of  the  Diesel 
type  of  locomotive  there  was  only  an  oc- 
casional case  of  occupational  dermatitis 
encountered  among  workers  in  railroad 
machine  shops.  Schwartz  11  stated  that  the 
principal  dermatologic  hazards  in  the  rail- 
road machine  shops  that  he  investigated 
were  petroleum  and  chlorinated  hydro- 
carbon solvents  and  alkalis,  but  the  use  of 
Diesel  locomotives  had  added  Diesel  fuel 
oil,  Diesel  crankcase  oil  and  coolants  con- 
taining chromates  to  the  skin  hazards. 

Sodium  bichromate,  an  autioxidant  used 
in  Diesel  locomotive  radiator  fluid,  is  the 
most  common  offending  agent.3  The  Diesel 
locomotive  radiator  fluid  in  question  is 
prepared  from  a powder  with  the  follow- 
ing formula : 66  per  cent  sodium  bichro- 
mate, 24  per  cent  soda  ash,  5 per  cent  di- 
sodium phosphate,  and  5 per  cent  sodium 
silicate.3  It  is  used  in  diesel  railroad  loco- 
motives and  in  some  stationary  units  to 
prevent  corrosion  in  the  cooling  system. 
The  powder  is  dissolved  in  water  in  an  open 
pail,  producing  a solution  of  about  6 per 
cent  sodium  bichromate.  When  this  con- 
centrated solution  is  poured  into  the  radi- 
ator of  the  locomotive,  and  the  radiator  is 
filled  with  water  to  its  capacity  of  ap- 
proximately 210  gallons,  a final  concen- 
tration in  the  radiator  fluid  of  about  0.08 
per  cent  bichromate  solution  is  produced. 

It  is  difficult  to  fill  and  drain  the  radi- 
ator without  contaminatng  the  adjacent 
parts  of  the  locomotive  and  splashing  the 
solution  on  those  handling  it.  Any  leakage 
in  the  cooling  system  pump,  radiator,  or 
engine  jacket  will  soil  the  floor  and  other 
parts  of  the  locomotive.  The  employees 


who  prepare  and  transfer  the  concentrated 
power  and  solutions  usually  receive  the 
heaviest  exposure  to  the  chromate  com- 
pounds but  anyone  engaged  in  cleaning  or 
repairing  the  locomotive,  motors,  or  the 
shop  area,  is  exposed  to  lesser  concentra- 
tions. 

The  following  measures  are  suggested  as 
aids  in  reducing  the  hazard  of  contact  with 
the  chromatic  salts  in  railroad  workers.3 
“(1)  The  recommended  mechanical  protec- 
tive devices — such  as  rubber  gloves,  rub- 
ber boots,  waterproof  aprons  and  sleeves, 
and  protective  creams — should  be  used  by 
those  handling  chromate  compounds  in  the 
dry  state  or  the  various  solutions.  They 
should  be  particularly  careful  to  avoid 
spilling  this  material,  thereby  contaminat- 
ing the  locomotives  and  the  general  shop 
area  with  the  chromate  compound.  (2) 
Those  persons  working  on  diesel  locomo- 
tives who  have  been  found  sensitive  to 
chromate  should  immediately  be  trans- 
ferred to  other  work  so  that  further  con- 
tact with  the  substance  can  be  entirely 
eliminated.  (3)  Leaks  in  the  radiator  sys- 
tem should  be  repaired  promptly  by  those 
properly  protected,  and  the  contaminated 
areas  thoroughly  washed.  All  parts  of  the 
radiator  and  motor  exposed  to  the  chemi- 
cal should  be  thoroughly  washed  to  re- 
. move  any  remaining  chromate  before  these 
parts  are  transferred  into  the  shop  area. 
(4)  Some  substance  without  such  sensitiz- 
ing properties  should,  if  possible,  be  sub- 
stituted for  the  sodium-bichromate  solu- 
tion in  the  radiator  fluid.  Failing  this,  the 
equipment  should  be  redesigned  to  effect 
a minimal  amount  of  spilling  of  the  solu- 
tion both  in  filling  and  in  draining  the 
diesel  locomotive  radiators.” 

As  regards  treatment  of  chrome  derma- 
titis, in  its  stages  varying  from  the  acute 
eczematous  eruption  to  the  chronic  stage, 
there  is  no  specific  treatment.  Treatment 
is  primarily  symptomatic,  depending  on 
the  acuteness  and  chronicity.  Guy4  states 
that  the  unusual  feature  of  chromate  der- 
matitis is  its  chronicity  and  recalcitrance 
to  treatment. 

The  best  approach  is  prophylaxis,  which 
consists  of  the  folowing  measures : 
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Figure  2.  Material  used  in  performing  a patch 


test— 

a — Material  to  be  tested  diluted  to  its  proper 
test  strength. 

b — Cotton  applicators  used  to  dampen  the  skin 
and  the  small  square  of  gauze. 

c — An  elastoplast  with  a central  ring  of  cello- 
phane (the  cellophane  does  not  show  in  the 
photograph)  which  prevents  evaporation  of 
the  test  material. 

1.  Wearing  of  long  rubber  gloves. 

2.  Use  of  protective  ointments. 

3.  The  use  of  5 per  cent  sodium  bisul- 
phite solution  for  cleansing  the  hands. 
This  solution  reduces  the  chromium  of  bi- 
chromates with  a valence  of  6 to  that  with 
a valence  of  3,  the  compounds  which  are 
less  injurious  to  the  skin. 

DERMATOSES  IN  THE  RUBBER  INDUSTRY 

The  rubber  industry  is  confronted  by 
relatively  few  cases  of  dermatoses.  Sen- 
sitivity rarely  occurs  due  to  crude  dry  rub- 
ber or  synethetics,7  the  dermatoses  being 
produced  usually  by  the  various  complex 
chemical  additives  which  are  ingredients 
•of  rubber  compounds.  Through  patch  test- 
ing it  has  been  proven  that  antioxidants 
added  to  rubber  for  the  purpose  of  im- 
proving its  aging  properties  is  the  most 
common  cause  of  leucoderma  due  to  rub- 
ber compounds.23  There  are  a number  of 
additives  which  must  be  added  to  produce 
a rubber  product.  Sulphur  must  be  added 
to  produce  vulcanization ; accelerators  are 
used  as  catalysists  to  speed  the  vulcaniza- 
tion process ; activators  are  added  as  a 
trigger  for  the  accelerator;  antioxidants 
are  used  to  slow  the  aging  of  rubber ; foam- 
ing agents  are  added  to  make  foam  rubber.7 


Synthetic  rubber  requires  the  same  com- 
pounding and  additives  as  latex  and  crude 
rubber. 

Contact  dermatitis  due  to  rubber  is  more 
common  among  workers  in  industry  than 


Figure  3.  Contact  dermatitis  due  to  rubber. 
(This  patient  was  a file  clerk  who  wore  rubber 
finger  stalls.) 


among  users  of  finished  products,  because 
the  workers  are  confronted  with  many  be- 
fore vulcanization.  Most  of  the  compounds 
are  non-irritating  after  vulcanization,  or 
“curing”,  has  taken  place. 

“The  vulcanization  of  rubber  comprises 
a chemical  reaction  by  which  the  physical 
properties  are  changed  to  increase  its 
strength  and  elasticity  and  to  improve  its 
resistance  to  changes  in  temperature.” 19 
Numerous  synthetic  organic  substances  are 
added  to  the  crude  compound  to  promote 
vulcanization  and/or  retard  atmospheric 
oxidation  or  the  effects  of  oxidation,  these 
compounds  being  referred  to  as  acceler- 
ators, activators  and  antioxidants.  Among 
the  more  commonly  used  accelerators  are 
piperidinium  cyclopentamethylene  dithio- 
carbarnate ; hexamethylene-tetramine ; va- 
rious members  of  the  carbon  disulfide 
class,  especially  the  carbon  disulfide  ali- 
phatic amine  products ; the  various  guani- 
dines, especially  diphenyl-guanidine ; and 
mercaptobenzothiazole  and  its  derivatives. 

Activators  are  compounds  which  activate 
acceleration  of  the  vulcanization  of  rubber. 
The  metallic  oxides,  especially  zinc  oxide, 
are  the  most  commonly  used  compounds  in 
this  group. 

Antioxidants  are  substances  which  when 
added  to  rubber  in  small  proportions  re- 
tard atmospheric  oxidation  or  the  effects 
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of  oxidation.  Of  the  various  antioxidants, 
compounds  using  the  trade  name  “agerite” 
produce  dermatoses  most  frequently.  “Age- 
rite”  hipar  and  “agerite”  powder  contain 
phenyl-B-naphthaylamine,  which  is  a pow- 
erful skin  irritant.19  “Albasan”  contains 


Figure  4.  Leukoderma  due  to  rubber. 


sufficient  B-naphthol  to  cause  irritation 
of  skin,  kidneys  and  eyes. 

Of  the  accelerators,  hexamethylenetetra- 
mine is  the  most  potent  skin  sensitizer. 

Numerous  other  accelerators,  activators 
and  antioxidants  are  listed  by  the  National 
Safety  Council  as  “toxic  or  irritant.”  19 

Plasticizers  are  frequently  added  to  syn- 
thetic resins  to  increase  their  flexibility 
and  extensibility.  Most  of  the  plasticizers 
are  compounds  with  a high  boiling  point, 
usually  above  200  degrees  C.20  “For  this  ■ 
reason  industrial  exposure  to  the  vapors 
of  these  compounds  is  observed  only  near 
the  areas  of  vaporization.”  Mallette  and 
Von  Haam  20  studied  the  effects  of  25  com- 
monly used  plasticizers  in  industry.  They 
found  that  17  of  these  compounds  proved 
to  be  slight  or  moderate  skin  irritants ; 3 
proved  to  be  severe  skin  irritants ; and  5 
proved  to  be  moderate  sensitizers.  Five 
plasticizers  showed  no  irritating  or  sen- 
sitizing effect. 

Various  finished  rubber  products  have 
been  known  to  produce  sensitivity,  some 
of  the  more  common  being  listed  below : 22 
rubber  sponges  used  for  application  of  cos- 
metics, rubber  gloves  (one  of  the  most 
obvious  and  best  known  examples  of  rub- 
ber sensitivity)  condomes,  rubber  bands, 
rubber  dental  plates,  kneeling  pads,  rubber 
panties,  eyelash  curlers,  rubber  headrests, 


rubber  bathing  cap,  rubber  dental  dams, 
and  rubber  in  predominantly  nonrubber 
garments,  such  as  elastic  on  shoes,  shorts 
and  hair  nets ; garters,  girdles,  brassieres 
and  dress  shields.  Any  of  these  articles 
may  produce  leucoderma.22 

With  the  elimination  of  the  additives 
which  are  commonly  known  to  produce  sen- 
sitivity, fewer  cases  of  dermatoses  in  the 
rubber  industry  are  seen.  Agerite  alba 
(monobenzyl  ether  of  hydroquinone) , for- 
merly a widely  used  antioxidant  and  very 
common  sensitizer,  is  now  used  only  by 
small  companies  making  a single  product. 
The  commonest  group  of  dermatoses  which 
are  encountered  in  the  rubber  industry  are 
eczematizations  of  the  hands,  wrists  and 
forearms.7’ 2 The  lesions  may  become  sec- 
ondarily infected,  producing  generalized 
infectious  eczematoid  dermatitis. 

With  the  more  modernly  equipped  fac- 
tories, safety  devices  and  knowledge  of 
safety  recommendations  have  reduced  der- 
matoses in  the  rubber  industry  to  a less 
imposing  hazard.  Rubber  companies  have 
made  great  strides  in  eliminating  irritating 
substances,  or,  where  this  is  not  possible, 
protected  the  worker  from  these  com- 
pounds. 

DERMATITIS  DUE  TO  SHOES 

It  is  interesting  to  note  that  definite 
change  in  the  impression  of  the  causative 
factor  involved  in  dermatitis  venanata  due 
to  shoes,  as  so  clearly  summarized  by 
Shatin  and  Reisch  in  their  recent  article.9 
Previously,  numerous  parts  of  shoes  have 
been  incriminated,  including  the  various 
shoe  dyes  used,  especially  aniline ; shoe 
leather ; the  various  substances  used  in  the 
tanning,  finishing  and  dyeing  of  leather; 
various  resins,  fillers,  plastics  and  rubber 
adhesives.  Gaul  and  Underwood,22  and 
Blank  and  Miller23  have  emphasized  more 
recently  the  importance  of  rubber  adhe- 
sives in  shoes  as  the  causative  factor  in  a 
great  number  of  cases  of  shoe  leather  der- 
matitis. Shatin  and  Reisch 9 emphasized 
that  most  of  their  large  series  of  cases  of 
contact  dermatitis  due  to  shoes  were  exam- 
ples of  allergic  contact  dermatitis  due  to 
rubber,  and  that  antioxidants  and  acceler- 
ators are  actually  the  sensitizers  in  rubber, 
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as  noted  by  numerous  authors.2’ 7- 19-21 

At  the  Veterans  Administration  Hospi- 
tal in  Bronx,  N.  Y.,  for  the  five-year  period 
1947-1951,  1 out  of  every  10  patients  hos- 
pitalized because  of  a dermatologic  condi- 
tion of  the  feet  was  diagnosed  as  contact 
dermatitis  due  to  shoes.9 

Most  observers  have  noted  a very  defi- 
nite and  characteristic  clinical  picture  in 
the  majority  of  cases  of  shoe  dermatitis, 
the  dermatitis  usually  being  of  the  ante- 
rodorsal  portion  of  the  foot.  The  derma- 
titis is  characterized  initially  as  a mild 
erythema,  gradually  progressing  to  an 
acute  eczematoid  process,  and  may  produce 
autosensitization,  involving  other  parts  of 
the  body.  Usually,  there  is  an  intense  pru- 
ritis.  To  the  untrained  eye  the  picture  may 
resemble  a dermatophytosis ; also  the  two 
conditions  may  coexist.  Patch  tests  to  va- 
rious parts  of  the  shoes  are  very  confusing, 
there  being  no  definite  pattern  of  sensi- 
tivity, and  also,  a certain  number  of  pa- 
tients have  negative  reactions  to  patch 
tests,  even  though  there  is  no  clinical  doubt 
that  the  patient  has  a dermatitis  due  to 


Figure  5.  Dermatitis  venenata  due  to  shoe 
lining  (rubber). 


sensitivity  to  materials  present  in  the 
shoes.9 

Usually  the  appearance  of  the  derma- 
titis, exacerbations  coinciding  with  the 
wearing  of  shoes,  and  remissions  appar- 


ently induced  by  removing  the  shoes  estab- 
lishes the  diagnosis.  There  may  be  no 
history  of  the  purchase  of  new  shoes,  and 
also  there  may  be  no  correlation  between 
the  length  of  time  the  shoes  are  worn  and 
the  appearance  of  the  dermatitis.  In  some 
cases  the  dermatitis  can  appear  weeks  or 
months  after  the  purchase  of  new  shoes. 
Usually  the  clinical  picture  is  character- 
istic, both  as  to  the  site  of  onset  and  its 
evolution. 

Rubber  cements  are  found  in  various 
parts  of  shoes,  and  rubber  is  always  pres- 
ent in  the  mid-sole.9- 21-23  Shatin  and 
Reisch  state  that  these  agents  are  rarely 
the  cause  of  the  dermatitis  as  compared 
with  the  thermoplastic  box  toe  present  in 
most  shoes.  These  authors  found  that  there 
was  a high  incidence  of  their  patients  (18 
out  of  31)  with  shoe  leather  dermatitis  in 
which  the  causative  agent  could  be  traced 
to  the  thermoplastic  box  toe,  “when  the 
dermatitis  originates  or  is  localized  on  the 
back  of  the  toes,”  and  that  these  were  ex- 
amples of  allergic  contact  dermatitis  due 
to  rubber.9  The  authors  state  that  these 
patients  are  easily  cured  by  the  use  of 
shoes  with  a flannel  box  toe.  They  rou- 
tinely test  their  patients  suspected  of  hav- 
ing a contact  dermatitis  due  to  shoes  with 
thermoplastic  material  and  a group  of 
rubbers,  and  if  any  of  these  are  positive, 
the  thermoplastic  box  toe  must  be  elimi- 
nated, both  as  a causative  and  prophylactic 
measure,  and  either  the  rubber  midsole  or 
heel  pad  if  the  starting  point  of  the  der- 
matitis appears  to  incriminate  either  of 
these.  If  the  reactions  to  these  stock  solu- 
tions are  negative,  the  authors  find  it 
necessary  to  investigate  the  patient’s  own 
shoes;  they  state  that  this  procedure  is 
more  difficult  and  less  productive  of  re- 
sults. 

It  has  been  shown  that  shoes  worn  by 
a large  number  of  patients  with  foot  erup- 
tions are  usually  moisture  repellant.24 
“Shoes  that  keep  environmental  water  out 
also  keep  in  psychic  and  thermal  sweat. 
The  foot  portion  of  socks  and  hose  should 
be  made  of  absorbent  fibers,  readily  per- 
mitting the  transference  away  from  the 
feet  of  psychic  and  thermal  sweat.  Shoe 
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materials  should  allow  the  rapid  passage 
of  water  vapor  so  that  evaporation  from 
the  feet  can  play  its  important  role  in  the 
regulation  of  foot  and  body  temperature”.24 

Variation  in  the  amount  of  pedal  sweat, 
shoes  becoming  wet  in  rain  and  snow, 
variable  rate  of  wear  of  different  parts 
of  shoes  because  of  the  anatomical  struc- 
ture of  the  foot,  frequent  changing  of 
shoes,  and  individual  sensitivity  all  help 
explain  why  one  patient  develops  a derma- 
titis of  the  dorsum  of  the  feet,  another  on 
the  soles,  and  a third  on  the  heels. 

CHLORACNE 

Chloracne  is  a condition  produced  by 
chlorinated  hydrocarbons,  more  commonly, 
the  chlornaphthalenes,  chlordiphenyls  and 
chlordiphenyloxides.  Acneform  cysts  and 
comedones  may  be  formed  on  the  face, 
back  of  the  ears,  shoulders,  abdomen,  about 
the  navel,  groin  and  genitalia,  and  may 
be  seen  in  persons  engaged  in  the  manu- 
facture of  chemicals  for  insulating  wires, 
in  electricians  using  flameproof  wires,  and 
machinists,  oil  field  workers,  oil  refiners 
and  paraffin  pressmen  exposed  to  oils  con- 
taining chlorinated  hydrocarbons. 


Figure  6.  Chloracne. 


The  lesions  occur  when  the  chemicals  be- 
come lodged  in  the  pores  of  the  skin,  plug- 
ging the  openings  and  causing  retention 
of  the  secretions  of  the  glands;  the  oils  also 
produce  stimulation  of  the  formation  of 
keratin ; as  this  action  continues  comedones 
and  cysts  are  formed. 

The  largest  number  of  workers  with 
chloracne  are  those  exposed  to  the  insolu- 
ble cutting  oils.  These  oils  are  used  on 
most  machine  tools,  and  basically  are  com- 


posed mostly  of  refined  petroleum  oil,  with 
high  amounts  of  sulphur  and  chlorine 
added.  Chlorinated  hydrocarbons  are  either 
formed  in  the  oil  or  are  added  to  it.  When 
these  oils  are  used  on  heavy  cutting  or 
gear  grinding  operations  a mist  of  oil  is 
seen  around  the  machines  and  falls  on  the 
workers.  Chloracne  lesions  form  anywhere 
on  the  body  where  the  oil  soaked  clothing 
touches  the  skin.  These  type  of  cutting  oils 
are  used  primarily  for  their  lubricating 
capacity,  aiding  the  tools  in  the  cutting 
operation  in  machine  shops. 

The  soluble  oils  cause  chloracne  less  fre- 
quently. These  oils  are  used  primarily  as 
cooling  agents,  and  only  secondarily  for 


Figure  7.  Dermatitis  due  to  cutting  oils. 


their  lubricating  qualities. 

Chloracne  from  synthetic  waxes  pro- 
duces lesions  with  the  same  characteristics 
as  those  due  to  chlorinated  cutting  oils. 
The  principal  synthetic  waxes  produced  in 
the  U.S.  are  the  chlornaphthalene  and  the 
chlordiphenyl  containing  compounds.  They 
are  used  as  electric  insulators  on  condens- 
ors  and  wires,  and  in  transformers,  paints, 
varnishes  and  lacquers. 

The  following  measures  of  prevention 
of  chloracne  among  these  workers  are  ad- 
vised by  Schwartz : 2 

1.  The  manufacture  of  the  chlorinated 
hydrocarbons  and  the  coating  of  wires  and 
condensers  with  insulating  materials  con- 
taining the  chlorinated  hydrocarbons 
should  be  done  in  totally  enclosed  processes 
so  that  the  fumes  of  the  insulating  sub- 
stances and  of  the  solvents,  if  any  are  used, 
do  not  come  in  contact  with  the  workers. 

2.  Workers  should  be  provided  with 
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clean  coveralls  and  underclothes  daily. 
These  should  be  laundered  at  the  plant  and 
cleaned  in  such  a way  that  no  chlorinated 
hydrocarbons  remain  on  them. 

3.  Shower  baths  after  work  should  be 
compulsory.  Suitable  cleansers  should  be 
provided  to  efficiently  remove  the  insula- 
tors from  the  skin.  Sulphonated  castor  oil 
is  good  for  this  purpose. 

4.  These  measures  should  apply  also  to 
electricians  and  others  who  work  with  wire 
and  condensers  insulated  with  the  chlori- 
nated hydrocarbons. 

5.  Impervious  sleeves  and  aprons  should 
be  provided. 

Chlorine  gas  itself  and  inorganic  com- 
pounds of  chlorine  do  not  cause  acne  les- 
ions. Naphthalene,  diphenyl,  benzol  or 
phenol  do  not  cause  chloracne  unless  com- 
bined with  chlorine,  although  these  sol- 
vents can  injure  the  skin  by  direct  contact 
and  can  cause  systemic  poisoning  when 
absorbed. 

The  treatment  of  chloracne  in  general 
consists  of  expression  of  comedones,  evacu- 
ation of  abscesses  and  cysts,  and  the  fre- 
quent use  of  skin  cleansers.  X-ray  should 
be  used  only  in  special  cases. 

COMMENT  AND  CONCLUSIONS 

Those  without  dermatologic  experience 
are  inclined  to  consider  any  dermatologic 
disability  as  quite  minor  in  comparison 
with  internal  disease  or  loss  of  limb.  This 
undoubtedly  has  contributed  to  the  relative 
lack  of  consideration  given  even  the  dis- 
abling dermatoses. 

Most  skin  patients  are  not  very  ill,  yet 
their  prolonged  disability  may  lead  to  in- 
tense boredom.  It  is  for  this  reason  that 
a proper  attitude  is  essential  to  maintain 
the  patient’s  original  high  morale.  He 
tends  to  worry  about  his  slow  recovery, 
the  persistent  pruritus,  his  own  inactivity, 
his  dwindling  bank  account,  and  finally  he 
becomes  fearful  that  he  may  never  again 
be  able  to  compete  equally  with  his  fellow 
workers. 

Future  needs  for  managing  dermatoligic 
rehabilitation  more  successfully  must  in- 
clude expert  dermatologic  care,  a physical- 
ly sound  and  protected  worker,  a modern 
and  clean  physical  plant,  a close  liaison 


between  the  employer,  employee,  and  phy- 
sician, an  enlightened  management,  more 
adequate  inspection  of  industrial  hazards, 
more  extensive  compensation  and  rehabili- 
tation measures,  and  sounder  and  more 
complete  insurance  protection.  Every  ef- 
fort should  be  directed  toward  the  pro- 
vision of  means  for  relieving  the  patient 
of  worry  about  his  future  security.27 

We  have  described  only  a few  of  the  in- 
dustrial problems  that  are  beginning  to 
appear  in  the  South  as  we  become  more  in- 
dustrialized. No  doubt  we  will  see  more 
and  more  industrial  dermatoses.  We  should 
be  able  to  recognize  these  cases  as  such  and 
to  separate  them  from  other  dermatoses 
that  simulate  industrial  diseases  of  the  skin. 
The  physician  should  visit  the  plant  and 
examine  at  first  hand  the  conditions  under 
which  the  employees  work.  Only  in  this 
way  can  he  do  the  best  possible  job  to  as- 
sist the  worker  and  the  employer  in  cor- 
recting the  problems  of  industrial  derma- 
toses. 
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HEMATURIA  * 

HENRY  C.  HATCHER,  M.  D. 

Baton  Rouge 

Hematuria  is  defined  as  the  discharge 
of  bloody  urine.  Blood  may  be  microscopic 
in  quantity,  or  the  urine  may  be  grossly 
bloody.  It  may  be  bright  red  blood  or  it 
may  be  dark  in  color.  It  may  be  associated 
with  pain  or  it  may  be  painless.  Hema- 
turia is  not  a disease  but  is  a symptom  of 
an  abnormality  of  the  human  body.  The 
bleeding  may  arise  primarily  from  the 
genitourinary  apparatus  or  it  may  arise 
from  some  condition  or  organ  removed 
from  the  genitourinary  apparatus.  Since 
hematuria  is  a symptom  and  not  a disease, 
it  behoves  us  as  clinicians  to  delve  deeply 
enough  into  the  case  to  determine  the  cause 
and  source  of  the  bleeding  so  that  we  may 
better  our  patient’s  chance  of  being  cured. 
Some  of  the  most  serious  conditions  en- 
countered in  the  practice  of  medicine  will 
give  the  presenting  symptom  of  hema- 
turia and  the  hematuria  may  be  transitory, 
thus  giving  the  patient,  and  sometimes  the 
physician,  a feeling  of  false  security  con- 
cerning the  welfare  of  the  patient. 

* Presented  at  the  Seventy-sixth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  Alex- 
andria, La.,  April  24,  1956. 


ETIOLOGY 

Hematuria  may  be  secondary  to  a sys- 
temic disease  such  as  scarlet  fever.  Most 
cases  of  acute  nephritis  are  thought  to  be 
secondary  to  some  acute  infection  such  as 
an  acute  upper  respiratory  disease.  With- 
in recent  years  we  are  appreciating  more 
the  fact  that  allergies  to  foods,  drugs,  and 
contacts  cause  upsets  in  the  urinary  ap- 
paratus, and  among  the  symptoms  present 
may  be  hematuria. 

Hematuria  may  arise  from  the  kidney 
and  be  caused  by  such  things  as  pyelone- 
phritis, polycystic  kidney  disease,  calculi, 
tumors,  hydronephrosis,  nephroptosis  or 
tuberculosis.  When  a complete  search  is 
made  and  no  cause  is  found  for  renal 
bleeding  that  case  is  then  sometimes  classi- 
fied as  essential  hematuria.  Renal  hema- 
turia may  result  from  trauma,  such  as  a 
kidney  contusion  which  might  be  so  mild 
as  to  cause  microscopic  hematuria  of  short 
duration,  whereas  the  trauma  may  be  so 
severe  that  the  kidney  may  be  ruptured 
causing  gross  hematuria  and  severe  shock, 
or  even  death. 

The  ureters  are  not  free  of  the  stigma 
of  the  source  of  hematuria,  the  most  likely 
causes  being  calculi,  tumors,  tuberculosis 
and  trauma.  The  possibility  of  acute  ap- 
pendicitis must  be  thought  of  with  pain 
and  hematuria  arising  from  the  right  side 
of  the  abdomen. 

Hematuria  arising  from  the  bladder  may 
result  from  an  acute  cystitis  with  the  typi- 
cal terminal  hematuria  associated  with 
tenesmus  or  straining,  or  may  be  painless, 
gross  hematuria  resulting  from  a tumor 
of  the  bladder.  Stones  in  the  bladder,  as 
well  as  interstitial  cystitis,  tuberculous 
cystitis  or  some  type  of  allergy  can  give 
bladder  bleeding.  Trauma,  such  as  frac- 
tures of  the  bony  pelvis,  may  produce  in- 
jury to  the  bladder  and  cause  hematuria. 

The  prostate  gland,  such  as  a severe 
acute  prostatitis,  or  an  obstruction  caused 
by  hyperplasia  or  carcinoma  of  the  pros- 
tate gland  can  give  hematuria. 

DIAGNOSIS  AND  TREATMENT 

The  crux  of  the  practice  of  medicine  is 
predicated  on  a complete  history  and  physi- 
cal examination  and  if  the  clinician  is  not 
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detective  enough  to  make  a correct  diag- 
nosis, he  then  should  resort  to  laboratory 
procedures  or  consultation.  No  physical 
examination  is  complete  without  having 
the  urine  examined  for  specific  gravity, 
and  the  presence  or  absence  of  sugar,  al- 
bumin, red  blood  cells  and  pus  cells.  The 
last  one-half  of  the  voided  urine  in  the 
male  should  be  used  for  such  an  examina- 
tion whereas  all  females,  regardless  of 
age,  should  be  catheterized  to  obtain  a 
specimen  of  urine  for  examination.  It  is 
physically  impossible  for  a female  to  void 
an  uncontaminated  specimen  of  urine. 

Hematuria  caused  by  systemic  diseases 
can  usually  be  determined  after  a history 
and  physical  examination  have  been  made, 
an  example  being  a youngster  who  has  re- 
cently been  sick  with  tonsillitis  or  some 
other  type  infection,  followed  by  swelling 
of  the  body  and  voiding  a murky,  bloody 
urine  associated  with  albuminuria.  This 
is  your  case  of  Bright’s  disease,  and  should 
be  treated  as  such.  Sometimes  the  sequelae 
of  an  infectious  process  will  give  the  pa- 
tient chills  and  fever,  pain  over  the  renal 
area  and  the  presence  of  pus  and  blood  in 
the  urine.  Such  are  the  findings  one  would 
expect  in  a case  of  acute  pyelonephritis. 
This  case  should  be  treated  with  the  ap- 
propriate urinary  antiseptic  until  the  urine 
is  sterile. 

One  has  to  resort  to  cystoscopy  and  pye- 
lograms  in  properly  diagnosing  hematuria 
caused  by  hydronephrosis,  nephroptosis  or 
polycystic  kidney  disease.  Hydronephrosis 
is  thought  to  be  caused  by  obstruction 
which  may  be  extrinsic  in  nature,  such  as 
an  aberrant  blood  vessel  close  to  the 
uretero-pelvic  junction  or  adhesions  in  that 
region.  The  obstruction  may  be  intrinsic, 
such  as  a stricture  of  the  ureter  at  the 
uretero-pelvic  junction,  thus  interferring 
with  the  flow  of  urine  from  the  renal  pelvis 
into  the  ureter.  Many  of  these  kidneys  can 
be  saved  by  an  operation  in  which  the  ob- 
struction is  removed  before  too  much  per- 
manent renal  damage  has  been  done  due 
to  back  pressure  changes.  A nephrectomy 
should  be  performed  in  a kidney  which 
has  too  much  permanent  damage,  if  the 
opposite  kidney  is  in  good  condition. 


Calculi  of  the  urinary  tract  is  one  of 
our  oldest  known  diseases  and  is  certainly 
one  of  the  most  interesting  phases  of  urol- 
ogy. Joly’s  book  on  stones  reads  like  a 
novel  and  is  filled  with  knowledge  con- 
cerning the  perplexing  problem  of  calculi. 
It  is  a historical  fact  that  some  of  the 
mummies  found  in  the  excavations  of  the 
ancient  tombs  of  Egypt  show  that  renal 
calculi  were  present  in  that  area.  It  is 
also  a historical  fact  that  there  were  pro- 
fessionals who  toured  Europe  in  the  twelfth 
to  the  fourteenth  centuries  who  “cut  for 
stones”.  These  early  surgeons  were  barbers 
by  ti’ade  and  operated  by  a perineal  route 
to  remove  bladder  stones.  Stones  are  more 
prevalent  in  certain  races  and  also  in  cer- 
tain parts  of  the  world.  C.  H.  Voss  has 
related  some  of  his  experience  of  removing 
large  bladder  calculi  from  children  while 
working  as  a Medical  Missionary  in  China. 
We  know  that  the  Negro  race  has  but  little 
trouble  with  urinary  calculi.  There  are 
many  theories  propounded  regarding  the 
cause  of  urinary  calculi  but  no  one  theory 
proves  correct  regarding  this  perplexing 
problem.  Arthur  Butt  has  done  some  in- 
teresting work  with  hyaluronidase  in  the 
prevention  of  certain  types  of  stones  and 
the  late  literature  mentions  the  benefit  of 
salicylates  in  the  prevention  of  stone  for- 
mation. The  whole  story  is  interesting 
and  we  look  to  the  future  with  hope  in  the 
handling  of  stone  cases. 

A typical  case  of  renal  or  ureteral  colic 
is  the  sudden  onset  of  severe  pain  in  the 
region  of  the  kidney  or  along  the  course 
of  the  ureter  radiating  towards  the  ex- 
ternal genitalia.  The  patient  is  “on  the 
move”  with  stone  colic;  whereas  if  the 
pain  is  from  a ruptured  abdominal  organ 
the  patient  lies  quietly  in  flexion  trying  to 
splint  the  peritoneum  with  the  abdominal 
muscles.  Both  will  give  nausea  and  vomit- 
ing and  a leucocytosis.  The  stone  colic  will 
often  give  hematuria,  usually  microscopic 
in  character.  We  must  resort  to  pyelog- 
raphy to  help  in  the  diagnosis  of  renal  and 
ureteral  calculi.  Usually  one  can  palliate 
temporarily  in  the  case  of  a small  stone 
not  producing  urinary  obstruction ; and  at 
times  if  the  small  stone  is  in  the  lower  one- 
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third  of  the  ureter  it  might  be  extracted 
with  cystoscopic  manipulation  of  catheters. 
Large  stones  must  be  removed  surgically 
and  should  be  done  when  the  urinary  ap- 
paratus has  been  completely  evaluated. 
Many  nephrectomies  could  be  prevented  in 
stone  cases  if  the  diagnosis  were  made 
early.  Most  large  bladder  stones  are  sec- 
ondary to  vesical  neck  obstruction  and 
these  cases  are  usually  associated  with  a 
marked  degree  of  pyuria  and  some  hema- 
turia. The  urinary  stream  may  cut  off 
suddenly  when  the  large  stone  engages  in 
the  urethral  opening.  Diagnosis  is  made 
by  cystoscopic  visualization  and  proper 
x-i’ay  study.  The  treatment  is  to  surgical- 
ly remove  the  vesical  neck  obstruction  as 
well  as  the  stones.  In  some  cases  the  choice 
approach  is  transurethrally,  whereas  in 
other  cases  the  choice  approach  is  open 
surgery  by  the  suprapubic  route. 

The  triad  of  symptoms  of  pain,  swelling 
and  hematuria  are  the  cardinal  symptoms 
of  tumors  of  the  upper  urinary  tract. 
When  one  considers  that  the  vast  majority 
of  these  tumors  are  malignant  and  that 
any  two  of  the  symptoms  of  pain,  swelling 
and  hematuria  usually  are  found  after 
metastasis  has  occurred,  the  seriousness  of 
this  condition  cannot  be  stressed  too 
strongly. 

Wilms’s  tumor,  found  in  the  first  decade- 
of  life,  is  a highly  malignant  tumor,  grows 
very  rapidly  and  is  about  95  per  cent  fatal 
within  one  year  after  the  diagnosis  is 
made.  Often  the  mother  notices  swelling 
in  the  flank  while  bathing  the  child,  but 
pyelograms  will  show  a filling  defect  in 
the  renal  pelvis  caused  by  encroachment  of 
the  growth  into  the  pelvis  which  growth 
also  causes  hematuria.  The  treatment  is 
x-ray  therapy  in  order  to  reduce  the 
growth,  followed  by  nephrectomy,  and  fol- 
lowing the  surgery  the  maximum  dosage 
of  x-ray  therapy. 

About  80  per  cent  of  all  cortical  tumors 
of  the  kidney  are  hvpernephromata  which 
is  an  adenocarcinoma,  and  they  usually 
occur  more  often  in  men  between  45  and 
65  years  of  age.  It  is  an  encapsulated 
growth  but  when  the  growth  breaks 
through  the  wall  of  the  pelvis  it  will  pro- 


duce hematuria  and  again  the  pyelogram 
will  have  a filling  defect  in  the  pelvis  of 
the  kidney.  These  tumors  are  resistant  to 
x-ray  therapy.  The  treatment  is  nephrec- 
tomy. 

Papillary  tumors  of  the  renal  pelvis  or 
the  ureter  will  give  hematuria  and  also  a 
filling  defect  on  pvelographic  study.  The 
treatment  is  nephrectomy  and  ureterec- 
tomy, the  ureterectomy  being  necessary  be- 
cause of  the  fact  that  the  papillomatous 
growth  has  a tendency  to  seed  itself  down 
the  ureter  and  into  the  bladder. 

Acute  cystitis  is  a very  common  urinary 
complaint,  occurring  most  commonly  in 
the  female.  Some  of  the  typical  symptoms 
are  urinary  frequency,  nocturia,  urgency, 
burning,  tenesmus  and  often  hematuria. 
The  hematuria  usually  occurs  at  the  end 
of  the  urinary  act  and  is  called  terminal 
hematuria.  These  cases  have  no  fever. 
Catheterized  urinalysis  will  reveal  red 
blood  cells  but  will  also  present  pus  cells 
and  organisms.  The  treatment  is  symp- 
tomatic care  plus  the  proper  urinary  anti- 
septic. The  treatment  should  be  continued 
until  the  urine  is  sterile. 

Unfortunately,  hematuria  from  the  blad- 
der does  not  end  with  cystitis,  stones, 
trauma  and  interstitial  cystitis.  When  one 
considers  that  the  cardinal  symptom  of 
bladder  tumors  is  painless,  gross  hema- 
turia in  two-thirds  of  such  cases,  and  when 
one  considers  that  all  bladder  tumors  are 
malignant  or  potentially  malignant,  and 
that  the  hematuria  stops  in  three-fourths 
of  the  cases  within  one  to  three  days 
whether  or  not  treatment  is  given,  it  is 
reasonable  to  presume  how  inadequate 
treatment  of  such  a case  is  until  a diag- 
nosis is  made.  Do  not  give  pink  pills  or 
blue  tablets  and  ask  the  patient  to  return 
if  the  hematuria  persists.  The  diagnosis 
is  made  by  careful  cystoscopic  visualiza- 
tion of  the  bladder.  Caulk  described  blad- 
der papillomata  as  epithelial  in  origin, 
projectile  in  character,  invasive  in  nature, 
indolent  in  progress,  with  the  disposition 
to  be  situated  upon  the  bladder  mucous 
membrane.  These  tumors  may  be  multiple 
but  three-fourths  are  located  close  to  the 
trigone  of  the  bladder. 
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The  urologist  can  usually  classify  the 
degree  of  malignancy  present  by  the  cysto- 
scopic  appearance  of  the  tumor.  Using 
Broders’  classification  of  1922,  the  Grade 
I tumor  with  less  than  25  per  cent  malig- 
nant cells,  cystoscopically  will  be  a papil- 
loma attached  to  the  bladder  mucous  mem- 
branes by  means  of  a long,  thin  pedicle. 
The  Grade  II  tumor  with  25  to  50  per  cent 
malignant  cells  will  have  a thick  pedicle, 
whereas  the  Grades  III  and  IV  will  have 
no  pedicle  but  will  arise  gradually  from  the 
deeper  layers  of  the  bladder. 

In  1946,  Jewett  and  Strong  established 
the  present  therapeutic  and  prognostic  cri- 
teria by  correlation  of  clinical  and  patho- 
logical findings,  namely,  that  there  is  a 
definite  relationship  between  the  depth  of 
the  tumor  invasion  of  the  bladder  wall  to 
the  therapy  and  prognosis.  They  found 
that  cancer  of  the  bladder  which  had  in- 
vaded deeply  into  the  muscularis  was  usu- 
ally fatal  to  the  patient  regardless  of  the 
type  of  treatment  used.  One  cannot  cure 
the  surgically  incurable  cancer  of  the  blad- 
der. Reports  indicate,  however,  that  more 
than  50  per  cent  of  cases  are  cured  by  any 
of  the  accepted  methods  of  treatment  if 
the  cancer  has  penetrated  to  less  than  mid- 
way through  the  muscularis. 

Three  per  cent  of  all  deaths  in  the  United 
States  caused  by  malignant  diseases  is 
caused  by  cancer  of  the  bladder.  The  dis- 
ease is  twice  as  prevalent  in  men  as  in 
women. 

The  jnost  conservative  way  to  treat  blad- 
der tumors  is  to  be  radical.  Strike  fast 
and  with  all  the  force  and  resource  you 
have  at  your  disposal.  The  low  grade  type 
of  tumor  can  usually  be  controlled  by 
heroic  transurethral  resection  and  figura- 
tion of  the  tumor  mass.  Never  discharge 
bladder  tumor  cases  for  bladder  tumors 
are  prone  to  recur,  often  in  another  part 
of  the  bladder.  By  cystoscopic  examina- 
tion every  few  months  the  recurring  tum- 
ors can  be  destroyed  by  transurethral  fi- 
guration and  resection  while  the  tumors 
are  small.  To  procrastinate  with  bladder 
tumors  is  sometimes  fatal  to  the  patient. 

In  more  advanced  bladder  tumor  cases 
a suprapubic  cystostomy  with  severe  fi- 


guration of  the  tumor  masses  and  a seg- 
mental resection  of  the  bladder  is  often 
the  treatment  of  choice.  Cystectomy  and 
a diversion  of  the  urinary  stream  is  some- 
times done.  Vincent  Vermooten  of  Dallas 
reports  favorably  on  the  use  of  radioactive 
cobalt  in  the  treatment  of  cancer  of  the 
bladder.  This  procedure  holds  much  prom- 
ise for  cancer  of  the  bladder. 

No  attempt  has  been  made  to  cover  the 
entire  field  of  hematuria,  the  thought  being 
to  review  briefly  some  of  the  urologic  con- 
ditions encountered  in  which  hematuria 
plays  a part.  If  we  can  remember  that 
some  of  our  very  serious  conditions  can 
cause  hematuria,  especially  the  painless, 
gross  hematuria  found  in  cancer  of  the 
bladder,  then  the  effort  put  forth  in  the 
writing  of  this  paper  will  have  been  well 
rewarded. 
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ATYPICAL  AND  MINOR  EPILEPTIC 
SEIZURES  * 

JOHN  MOOSSY,  M.  D.  f 
New  Orleans 

Physicians,  and  most  laymen,  have  no 
difficulty  recognizing  a generalized  or 
grand  mal  epileptic  seizure.  In  fact,  the 
diagnosis  is  usually  made  by  doctors  who 
never  actually  witness  the  attacks  but 
accept  the  accounts  of  the  patient,  his  rela- 
tives and  friends  when  they  describe  the 
sudden  snuffing  out  of  consciousness,  the 
fall  to  the  ground,  vigorous  tonic  and  clonic 
movements,  biting  of  the  tongue,  involun- 
tary urination  or  defecation  and  the  post- 
seizure confusion,  stupor  and  headache.  If 

* Presented  at  the  Seventy-sixth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society  in 
Alexandria,  La.,  April  25,  1956. 

f From  the  Department  of  Neurology  and  Psy- 
chiatry, Ochsner  Clinic,  New  Orleans. 


332 


Moossy — Atypical  and  Minor  Epileptic  Seizures 


more  confirmation  is  needed,  the  burns, 
scars  or  bruises  sustained  during  the  at- 
tack may  be  noted  during  the  physical 
examination.  Also,  certain  neurologic 
signs,  often  present  for  several  minutes 
or  even  hours  after  a seizure  (such  as  the 
Babinski  sign)  may  be  observed. 

Patients  who  complain  of  bizarre  altera- 
tions of  consciousness,  which  may  be  brief 
or  prolonged  but  are  decidedly  less  dra- 
matic than  a generalized  epileptic  seizure, 
pose  different  diagnositic  problems.  If  the 
patient  has  grand  mal  seizures  in  addition 
to  these  minor,  atypical  or  partial  episodes, 
the  physician  usually  grasps  the  relation- 
ship. However,  if  a patient  has  only  minor 
seizures,  their  epileptic  nature  may  not  be 
promptly  appreciated.  The  term  “epilep- 
tic equivalents’’  has  been  used  in  the  past 
for  such  phenomena  although  clinicians 
since  Hughlings-Jackson  1 have  realized 
that  these  attacks  are  epileptic,  just  as  the 
generalized  convulsion  is,  and  the  term 
“equivalent’’  has  no  significance.  Several 
important  concepts  have  emerged  since 
Jackson’s  early  clinical  expositions  and 
these  deserve  emphasis.  First,  the  pattern 
of  the  minor,  atypical  or  partial  seizure  is 
dependent  on  the  anatomic  structures  in 
the  brain  that  are  involved  by  excessive, 
abnormal  electrical  activity.  In  other 
words,  the  peculiar  behavior,  hallucina- 
tions, autonomic  symptoms,  bizarre  mem- 
ories and  motor  activity  and  other  mani- 
festations form  this  striking  clinical  pic- 
ture because  specific  areas  of  the  brain  are 
the  site  of  origin  and  limited  spread  of  the 
epileptic  discharge.  Second,  these  seizures, 
like  generalized  fits,  may  be  either  idio- 
pathic or  symptomatic.  In  the  former  in- 
stance no  cause  can  be  specified,  even  after 
a careful  diagnostic  survey,  whereas  in  the 
latter  any  one  of  diverse  etiologic  factors 
may  be  important,  such  as  brain  tumors, 
head  injuries,  meningitis,  encephalitis, 
birth  trauma,  cerebrovascular  disease, 
toxic  metabolic  disorders,  and  degenera- 
tive diseases  of  the  brain.  This  second 
point  obliges  the  physician  to  take  a com- 
plete history,  perform  a thorough  physical 
examination  and  conduct  appropriate  lab- 


oratory studies  to  establish  or  exclude  eti- 
ologic possibilities.  Third,  these  minor 
seizures  have  important  clinical,  electro- 
encephalographic  and  therapeutic  distinc- 
tions from  the  petit  mal  seizures  of  child- 
hood and  focal  cortical  seizures  of  the 
Jacksonian  type.  Various  names,  all  with 
some  merit  but  none  of  them  completely 
satisfactory,  have  been  given  to  the  minor 
epileptic  attacks  that  are  clearly  not  grand 
mal,  petit  mal  or  Jacksonian.  These  in- 
clude psychomotor  epilepsy  2-3  and  tempo- 
ral lobe  epilepsy 4-5,  to  name  only  two  of 
the  most  popular.  The  clinical  manifesta- 
tions are  so  polymorphous  and  the  struc- 
tures possibly  involved  so  complex  (tempor- 
al lobe,  insula,  rhinencephalon,  diencepha- 
lon) that  descriptive  or  anatomic  termin- 
ology is  too  cumbersome  and  laborious  for 
routine  clinical  use.  Among  clinicians  par- 
ticularly interested  in  the  disorder,  clinical, 
anatomic  and  electroencephalographic  ob- 
servations are  often  utilized  in  nomencla- 
ture but  for  most  clinicians  recognition  of 
these  seizures  and  their  varied  etiologies 
is  enough,  and  the  term,  minor  epileptic 
seizures,  is  probably  adequate. 

Several  summaries  of  cases  will  illus- 
trate the  range  of  possibilities. 

CASE  REPORTS 

Case  No.  1 : F.  E.  T.,  a man  20  years  old,  had 
had  measles  encephalitis  characterized  by  delir- 
ium, stupor  and  several  generalized  convulsions  at 
7 years  of  age.  After  recovery  from  the  acute 
encephalopathy,  he  had  had  recurrent  attacks,  as 
often  as  ten  a day  or  as  few  as  one  every  three 
months,  during  which  he  would  become  suddenly 
frightened  for  no  particular  reason,  then  feel 
chills  sweep  down  his  back  and  increase  in  cres- 
cendo fashion  until  his  entire  body  was  cold.  He 
would  become  intensely  nauseated,  immoble  and 
slightly  confused  although  not  amnesic.  His  stom- 
ach “growled”  and  he  belched  and  passed  flatus 
frequently.  The  attack  would  terminate  in  about 
three  minutes  and  would  be  followed  by  a severe 
headache  in  the  right  frontotemporal  area.  Neuro- 
logic examination  and  an  electroencephalogram 
showed  no  abnormalities.  He  tolerated  0.1  Gm.  of 
mebaral  three  times  a day  with  no  side  effects. 
The  seizures,  which  were  briefer  and  associated 
with  much  less  severe  autonomic  manifestations, 
occurred  only  one  to  three  times  a month  during 
the  following  seven  months. 

There  are  several  points  of  interest 
about  this  case.  An  obvious  etiologic  fac- 
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tor,  measles  encephalitis,  had  produced 
cerebral  damage  that  resulted  in  an  unus- 
ual pattern  of  seizures  with  impressive 
autonomic  reactions  and  mild  confusion. 
Measles  encephalitis  has  been  mentioned 
as  one  of  many  infectious  or  postinfectious 
causes  of  what  Gastaut l!  called  dienceph- 
alic psychomotor  epilepsy.  That  the  dien- 
cephalon, particularly  the  hypothalamus,  is 
involved  in  these  seizures  seems  apparent 
from  the  clinical  description.  Isolated  fear 
as  an  aura  or  initial  manifestation  in  epi- 
lepsy has  been  frequently  observed.7  The 
normal  electroencephalogram  in  this  pa- 
tient, made  in  a period  between  seizures, 
is  not  unusual  for  Gastaut 6 indicated  that 
this  may  be  the  case  or  there  may  be  in- 
terictal  electroencephalographic  findings. 
Gibbs  and  Gibbs  2 described  14  and  6 per 
second  spikes  in  sleep  in  some  similar 
cases,  which  they  call  thalamic  and  hypo- 
thalamic epilepsy. 

Case  No.  2:  D.  C.,  a school  girl  aged  17  years, 
suddenly  began  having  “spells”  at  the  age  of  15 
years.  She  had  approximately  one  seizure  every 
two  days.  The  attacks  were  characterized  by  a 
strange,  unrecognized  taste  followed  by  “blacking 
out”  and  amnesia  for  the  next  several  seconds. 
She  would  not  fall  but  seemed  confused,  made 
faint  muttering  noises  and  tugged  at  nearby  ob- 
jects or  aimlessly  crumpled  paper.  The  entire 
episode  would  last  only  several'  seconds  to  a min- 
ute, after  which  the  patient  would  resume  her  pre- 
seizure activity.  She  had  never  had  any  grand 
mal  seizures.  The  only  significant  fact  in  the 
history  was  that  her  birth  was  preceded  by  pro- 
longed, difficult  labor.  Results  of  neurologic  ex- 
amination and  laboratory  studies  were  within 
normal  limits.  An  electroencephalogram  showed 
random  spikes  in  the  left  anterior  temporal,  left 
temporal  areas  (Figure  1).  Treatment  with  0.1 
Gm.  of  dilantin  and  0.064  Gm.  of  mebaral  three 
times  a day  has  resulted  in  freedom  from  seizures 
for  twenty-two  months. 

The  gustatory  aura,  amnesia,  confusion 
and  coordinated,  repetitive  but  purposeless 
movements  are  distinctive  and  form  one  of 
the  easily  recognized  types  of  minor  seiz- 
ure referred  to  as  psychomotor  epilepsy  or 
temporal  lobe  seizures.  Temporal  area 
spike  discharges  in  the  electroencephalo- 
gram are  commonly  associated  with  these 
seizures,  most  often  in  sleep,2  although  this 
relationship  is  not  an  invariable  one. 
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(L — left,  R — right,  F — frontal,  C — Central,  P — 
parietal,  O — occipital,  T — temporal  and  AT — an- 
terior temporal.) 

Fig.  1:  (Case  2).  Electroencephalogram  show- 
ing left  anterior  temporal,  left  temporal  random 
spike. 

Case  No.  3:  W.  N.  E.,  a contractor  31  years 
old,  had  had  approximately  one  episode  of  am- 
nesia every  month  for  seven  months.  On  one 
occasion,  he  left  home  at  10:30  a.m.  feeling  well 
and  was  found  seven  and  one-half  hours  later, 
asleep  at  his  summer  camp  many  miles  from  the 
city;  he  did  not  recall  anything  that  had  hap- 
pened in  the  interim.  His  family  physician,  who 
saw  the  patient  during  two  of  the  seven  episodes, 
described  him  as  apprehensive  with  hesitant, 
somewhat  slurred  speech  “as  though  he  were 
drunk.”  Both  alcoholism  and  psychopathy  had 
been  excluded,  however,  by  many  years  of  obser- 
vation of  this  patient  by  his  family  physician. 
About  fifteen  years  before  the  onset  of  these  am- 
nesic attacks,  while  playing  football,  the  patient 
had  sustained  a head  injury  followed  by  periods 
of  loss  of  consciousness  and  amnesia.  Complete 
study  of  the  patient  including  an  electroencephal- 
ogram made  while  he  was  awake  and  asleep  re- 
vealed no  abnormalities.  A second  electroenceph- 
alog-ram  made  six  months  after  the  first  showed 
anterior  temporal,  temporal  random  spikes  (Fig- 
ure 2).  Treatment  with  0.1  Gm.  of  dilantin  three 
times  a day  and  0.25  Gm.  of  mysoline  twice  a day 
has  resulted  in  freedom  from  seizures  for  the  past 
eight  months. 

Amnesia  always  poses  a difficult  diag- 
nostic problem  in  that  the  physician  must 
first  decide  whether  it  is  due  to  epilepsy, 
hysteria  or  head  injury,  or  whether  it  is 
feigned,  as  in  psychopathic  persons.3  Care- 
ful history  is  the  most  valuable  aid.  The 
neurologic  examination  may  or  may  not  be 
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Fig.  2:  (Case  3).  Electroencephalogram  showing 
diphasic  spike  from  left  temporal  area. 

helpful.  Definite  electroencephalographic 
findings  may  confirm,  but  not  prove,  cer- 
tain clinical  suspicions.  And  finally  time 
and  observation  will  usually  furnish  a de- 
finitive answer. 

Case  No.  4:  J.  F.  C.,  a farmer  44  years  old,  be- 
gan having  episodes  which  he  described  as  “double- 
thinking” in  October  1955.  He  would  suddenly 
become  slightly  confused  and  hear  people  talking 
to  him,  but  he  could  see  that  those  around  him 
were  not  speaking  at  all.  He  was  aware  that  the 
voices  he  heard  were  hallucinations.  On  another 
occasion  while  walking  in  the  forest  he  had  heard 
a popular  song.  This  was  so  vivid  that  he  looked 
around  for  a phonograph,  even  though  he  recog- 
nized this  as  an  auditory  hallucination.  These 
hallucinations  were  so  disturbing  that  he  did  not 
discuss  them  with  anyone  for  fear  they  would 
consider  him  psychotic,  until  intermittent  attacks 
of  aphasia  and  a grand,  mal  convulsion  made  him 
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Fig.  3:  (Case  4).  Electroencephalogram  showing 
intermittent  slow  wave  focus  in  left  temporal 
area. 


seek  medical  advice.  At  first  results  of  all  studies 
were  within  normal  limits,  including  an  electroen- 
cephalogram. -But  equivocal  pneumoencephalo- 
graphic  observations,  increasing  attacks  of  aphasia 
and  a second  electroencephalogram,  which  showed 
a left  temporal  slow  wave  focus  (Figure  3),  led 
to  arteriography,  craniotomy  and  discovery  of  a 
glioblastoma  multiforme  in  the  left  temporal'  lobe. 

Case  No.  5:  C.  M.  T.,  a male  student  21  years 
old,  had  had  four  seizures  in  six  weeks.  The  pa- 
tient would  suddenly  experience  burning  pain  in 
the  right  side  of  the  neck  which  extended  upward, 
behind  the  ear  to  the  vertex  of  the  scalp.  He 
would  then  sit  or  lie  down  and  remain  motionless. 
This  was  followed  by  confusion  and  giddiness  (not 
true  vertigo)  and  then  amnesia  for  several  sec- 
onds. When  his  memory  returned,  his  vision 
would  be  blurred  for  a few  seconds  and  a diffuse 
headache  would  develop  and  last  several  minutes 
or  hours.  Past  and  family  histories,  and  neuro- 
logic examination  revealed  no  abnormalities.  The 
electroencephalogram  showed  much  normal  activ- 
ity but  paroxysmal  slowing  and  increase  in  voltage 
of  the  rhythms  in  the  central  areas  were  noted 
occasionally;  during  hyperventilation  there  was 
a large  build-up  or  diffuse  slowing  and  increase 
in  voltage  (Figure  4).  The  patient  has  been  tak- 
ing 0.25  Gm.  of  mysoline  twice  a day  for  seven 
months  and  has  had  no  seizures. 

Burning  pain  is  not  a frequent  initial 
symptom  in  epilepsy,  although  Whitty  8 re- 
ported 5 cases  in  which  burning  pain  sim- 
ilar to  that  in  causalgia  was  an  epileptic 
aura.  The  brief  alteration  in  conscious- 
ness, amnesic  component  and  abnormal 
electroencephalographic  findings  make  the 
epileptic  character  of  these  spells  appar- 
ent, although  the  total  clinical  picture 
really  gives  no  clues  to  the  cerebral  areas 
involved  or  the  site  of  origin  of  the  dis- 
charge, unless  one  accepts  Whitty’s  hypo- 
thesis that  an  aura  of  burning  pain  sug- 
gests involvement  of  the  parietal  cortex. 

DISCUSSION 

The  cases  presented  were  selected  from 
a routine  office  and  hospital  neurologic 
practice  and  represent  no  truly  unique 
problems.  Patients  with  similar  histories 
also  visit  general  practitioners  and  spe- 
cialists. The  cases  described  were  selected 
for  presentation  because  they  bring  out 
several  points  considered  earlier.  These 
minor,  atypical  or  partial  seizures  are  epi- 
leptic phenomena.  If  the  patient  also  has 
grand  mal  seizures  and  a family  history  of 
epilepsy,  this  fact  is  easier  to  appreciate. 
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Fig.  4:  (Case  5).  Electroencephalogram  showing  normal  rhythms  on  the  left,  and  on  the 
right,  large  build-up  (slowing  and  increase  in  voltage)  during  hyperventilation. 


However,  some  patients  have  only  minor 
attacks  and  in  some  the  manifestations  are 
so  atypical  and  bizarre  as  to  suggest  other 
diagnoses,  such  as  faints  or  syncope,  apo- 
plexy or  strokes,  hysteria  or  schizophrenia. 
Faints  and  fits  are  frequently  confused  be- 
cause of  the  common  factor  of  loss  of  con- 
sciousness, but  the  stereotyped  sequence 
of  events  in  a faint,  the  occurrence  in  the 
erect  posture  or  after  sudden  emotional 
shock,  the  gradual  onset  with  pallor,  weak- 
ness and  visual  blurring  are  too  familiar 
to  require  much  comment.  Additional  fac- 
tors, such  as  postural  hypotension,  carotid 
sinus  sensitivity  and  heart  block,  will  be 
apparent  in  certain  cases.  Minor  seizures 
have  no  such  order  and  their  very  disorder- 
liness  should  arouse  suspicion  of  epilepsy, 
though  it  is  true  that  there  are  some  simi- 
larities, and  a central  nervous  system  that 
is  unstable  for  the  maintenance  of  con- 
sciousness is  common  to  both.9  Cerebro- 
vascular accidents  are  readily  excluded 
from  the  differential  diagnosis  because 
there  are  no  neurologic  residuals  between 


attacks  and  often  these  minor  seizures  oc- 
cur much  too  frequently  to  be  considered 
even  remotely  as  cerebrovascular  accidents. 
It  should  be  mentioned  that  minor  and 
major  seizures  are  occasionally  residuals 
of  cerebrovascular  accidents  such  as  throm- 
bosis, hemorrhages,  or  embolism.  Hysteria 
and  schizophrenia  are  often  eliminated 
after  careful  history  and  observation  make 
it  clear  that  the  seizures  occur  in  sudden, 
paroxysmal  fashion  and  the  patient  is 
normal  or  nearly  so  between  attacks, 
whereas  in  patients  with  psychiatric  dis- 
orders this  is  not  usually  the  case.  Here 
again  it  should  be  pointed  out  that  patients 
with  epilepsy  may  also  have  personality 
disorders  and  emotional  disturbances,  so 
that  neat  distinctions  are  not  always  pos- 
sible. The  neurologic,  general  physical 
and  electroencephalographic  examinations 
are  all  helpful  adjuncts  but  an  accurate 
medical  history  is  the  most  important  item 
and  a diagnosis  of  epilepsy  cannot  be  made 
on  laboratory  studies  alone,  including  the 
electroencephalogram.10 
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If  the  physician  thinks  that  a given  pa- 
tient with  minor  or  atypical  seizures  has 
epilepsy,  some  thought  should  be  given  to 
distinguishing  grand  mal,  petit  mal  and 
Jacksonian  types  from  the  type  of  seizures 
under  consideration.  This  can  be  done  by 
clinical  analysis  of  the  seizure  patterns. 
This  also  gives  clues  to  the  areas  of  brain 
involved  (temporal  lobe,  insula,  dienceph- 
alon, rhinencephalon) . With  tentative  lo- 
calization, various  etiologic  factors  should 
be  considered  in  the  light  of  the  past  medi- 
cal history,  age  of  onset  and  the  results  of 
a complete  study  of  the  patient.  In  2 of  the 
5 illustrative  cases  herein  presented  no 
obvious  cause  of  the  seizures  could  be  de- 
termined. In  the  other  3,  one  had  had 
measles  encephalomyelitis,  one  a malignant 
brain  tumor,  and  one  an  old  head  injury. 

Treatment  depends  on  the  cause.  In 
patients  with  focal  lesions,  such  as  tumors 
or  vascular  malformations,  palliative  or 
curative  neurosurgical  therapy  is  of  great 
importance.  Some  investigators 11  have 
resected  portions  of  the  temporal  lobe  of 
patients  with  psychomotor  epilepsy  with- 
out demonstrable  neoplasms  but  in  whom 
medical  therapy  had  not  controlled  the 
seizures.  The  initial  enthusiasm  for  this 
approach  has  been  tempered  somewhat 
during  the  past  few  years  and  it  is  still 
too  early  to  evaluate  results.  Each  case 
must  be  weighed  on  its  individual  merits 
before  surgical  treatment  is  decided  upon 
or  rejected.  Medical  therapy  is  based  on 
use  of  anticonvulsant  drugs  and  general 
measures  such  as  prohibition  of  alcohol, 
counseling  and  supportive  psychotherapy. 
Not  everyone  is  agreed  on  the  most  effica- 
cious drugs  and  it  is  difficult  to  conduct 
adequate  statistical  surveys.  Everyone  does 
agree  that  these  minor,  atypical,  psycho- 
motor or  temporal  lobe  seizures  are  the 
most  difficult  types  of  epilepsy  to  treat. 
We  have  found  dilantin,  mebaral,  mysoline 
and  mesantoin  useful  either  alone  or  in 
various  combinations.  The  first  three  have 
less  side  effects  than  mesantoin  and  should 
be  tried  first. 

SUMMARY 

Certain  brief  alterations  in  conscious- 
ness, unusual  episodic  behavior,  and  pecu- 


liar sensations,  thoughts,  and  hallucina- 
tions may  be  manifestations  of  epilepsy. 
The  patient  may  or  may  not  have  had  gen- 
eralized epileptic  seizures  at  some  time, 
and  there  may  or  may  not  be  a history  of 
epilepsy  in  the  family.  Causes  of  these  at- 
tacks are  varied  and  not  always  clearly 
determined,  but  in  certain  cases  can  be 
traced  to  injury,  infectious  diseases,  and, 
in  a few  cases,  tumors  of  the  brain.  By 
careful  history,  examination,  and  some 
laboratory  tests  the  physician  distinguishes 
these  minor  epileptic  seizures  from  true 
faints,  non-neurologic  disease  and  psychi- 
atric disturbances.  Once  their  nature  is 
understood,  various  methods  of  treatment, 
depending  on  the  cause,  are  available. 
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DISCUSSION 

Dr.  Gregory  S.  Ferriss  * (New  Orleans):  Dr. 

Moossy  has  given  us  a very  excellent  summary  of 
the  problem  of  minor  epileptic  seizures.  His  cases 
illustrate  several  varieties  of  epileptic  patterns, 
and  they  are  of  diverse  etiologies. 

In  practice,  minor  seizures  unaccompanied  by 
major  seizures  present  very  difficult  problems  in 
diagnosis.  The  medical  history,  with  emphasis 
on  delineation  of  a constant  pattern  with  sudden 
or  paroxysmal  onset,  is  usually  the  most  valuable 
part  of  the  clinical  work-up.  The  frequency  of 
occurrence  of  personality  disturbances,  often  of  a 
hysterical  or  a schizoid  type,  has  been  noted  many 
times.  History-taking  is  often  difficult,  the  epi- 
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leptic  phenomena  being:  hidden  within  a mass  of 
other  symptoms.  It  is  in  such  cases,  as  well  as  in 
cases  in  which  no  witness  is  available  to  describe 
the  seizures,  that  the  electroencephalogram  may 
become  very  helpful.  The  electroencephalographer 
has  somehow  erroneously  come  to  be  thought  of 
by  many  people  not  usually  concerned  with  epi- 
lepsy as  the  final  arbiter  of  its  diagnosis.  This  is 
not  so.  However,  the  EEG  frequently  does  show 
inter-seizure  abnormalities  of  a type  known  to 
occur  in  epileptics,  and  furthermore,  “activation” 
techniques,  especially  intravenous  metrazol,  have 
been  developed  to  show  such  abnormalities  when 
they  are  not  seen  in  the  usual  record.  Metrazol 
can  also  be  given  to  precipitate  a clinical  seizure 
of  the  patient’s  type,  should  such  doubts  be  re- 
maining that  observation  of  a seizure  were  deemed 
essential  to  diagnosis. 

We  should  all  be  aware  of  the  pitfalls  of  the 
premature  use  of  anticonvulsants  as  a “thera- 
peutic trial”  in  attempting  to  establish  the  epi- 
leptic nature  of  suspected  minor  or  atypical  seiz- 
ures, though  later  a good  response  may  ultimately 
be  gratifying  confirmation.  As  Dr.  Moossy  em- 
phasized, the  treatment  depends  on  the  cause,  and 
since,  in  almost  all  cases,  these  seizures  are  symp- 
tomatic of  cerebral  pathology,  every  effort  should 
be  made  to  obtain  an  exact  and  specific  etiologic 
diagnosis  in  every  case.  Often  the  indicated  work- 
up is  extensive,  but  the  temptation  to  treat  the 
symptom  (the  seizure)  alone  could  lead  us  to  miss 
the  occasional  potentially  curable  lesion,  such  as 
vascular  lues,  meningioma,  etc. 

0 

USE  OF  RADIOACTIVE  IODINE  FOR 
INTRACTABLE  ANGINA  PECTORIS  * 

ALLAN  M.  GOLDMAN,  M.  D.  f 
New  Orleans 

In  the  treatment  of  refractory  heart  dis- 
ease it  is  necessary  to  review  the  therapy 
and  consider  both  extrinsic  and  intrinsic 
factors  that  increase  cardiac  work.  For 
increased  efficiency,  careful  use  should  be 
made  of  digitalis,  vasodilator  drugs,  low 
salt  diet,  and  diuretics.  Sedatives  should 
be  employed  to  stabilize  emotion,  and  ex- 
ercise must  be  restricted  to  conform  with 
the  functional  capacity  of  the  heart.32 

Evaluation  of  thyroid  function  is  indi- 
cated because  an  overactive  thyroid  is 

* Presented  at  the  Seventy-sixth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  Alex- 
andria, La.,  April  24,  1956. 

t From  the  Department  of  Medicine,  Tulane 
University  School  of  Medicine  and  Touro  In- 
firmary, New  Orleans,  Louisiana. 


known  to  create  a greater  burden  on  the 
cardiovascular  system.  With  exacerbation 
of  a toxic  goiter,  evidences  of  angina  pec- 
toris and  congestive  heart  failure  become 
more  severe ; n whereas  operative  removal 
of  such  a goiter  is  followed  by  dramatic 
relief  of  angina  and  heart  failure. 

Induction  of  a hypothyroid  state  in  a 
euthyroid  patient,  previously  reported  by 
many  authors,  represents  an  extension  of 
this  therapeutic  principle.  Purposeful  in- 
duction of  myxedema  lessens  the  demands 
on  the  heart  of  a seriously  ill  patient  by 
reducing  its  work  and  requiring  a lower 
level  of  oxygen  consumption.7  This  is  es- 
pecially true  where  arteriosclerotic  coro- 
nary vessels  and  previous  myocardial  in- 
farction impair  the  circulation  to  the  car- 
diac muscle  with  resultant  anoxemia  and 
angina. 

Good  results  with  this  method  have  been 
reported  by  Blumgart  and  associates 12  as 
early  as  1933.  Improvement  was  noted  in 
over  350  patients  with  angina  pectoris  and 
congestive  heart  failure  when  myxedema 
was  induced  by  total  thyroidectomy.  How- 
ever, the  hazards  of  operation  in  an  al- 
ready chronically  ill  patient  are  readily 
recognized.  Other  surgical  measures  ad- 
vocated include  sympathectomy,  posterior 
rhizotomy,  pericardial  injury,  omentopexy, 
pericoronary  neurectomy,  and  arterializa- 
tion  of  the  coronary  sinus.8  Further  work 
is  necessary  to  determine  the  value  of  these 
and  other  procedures  now  under  investi- 
gation. 

Following  the  work  of  Astwood 2 with 
the  thiourea  drugs  in  hyperthyroidism, 
medical  thyroidectomy  has  been  attempted. 
Thiouracil  and  propythiouracil  have  been 
utilized  in  euthyroid  patients  with  angina 
pectoris  in  order  to  obtain  the  necessary 
hypometabolism.4’ 13’ in- 20' 28' 31  Unfortunate- 
ly, only  some  of  the  patients  responded, 
and  an  indefinite  period  of  administration 
was  required  to  maintain  the  hypothyroid 
state.  Serious  drug  reactions  have  been 
reported,  including  agranulocytosis  and 
death  in  a few  instances.3'  22'  24> 25' 26' 27 

Following  the  successful  use  of  radio- 
active iodine,  I,131  in  hyperthyroidism,  its 
use  was  suggested  in  euthyroid  cardiac 
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patients.  The  thyroid  has  a remarkable 
affinity  for  iodine  and  appears  to  be  the 
only  organ  capable  of  concentrating  that 
element  to  a high  degree.33  Unlike  the 
action  of  roentgen-ray,  that  of  1 13f  is  se- 
lective. Since  1 131  emits  both  beta  and 
gamma  rays,  safety  precautions  must  be 
observed.  A completely  equipped  labora- 
tory is  necessary  for  proper  handling  of 
the  material,  with  apparatus  for  measur- 
ing by  remote  control  and  for  dilution. 
Sensitive  measuring  equipment  and  trained 
personnel  are  essential  to  guard  against 
the  danger  of  excretion  and  external  radi- 
ation. Accurate  measurement  of  urinary 
I,131- 18  and  direct  uptake  over  the  gland  16 
have  previously  been  described. 

Before  therapy  with  1 131  can  be  insti- 
tuted, a tracer  dose  must  be  given  to  deter- 
mine the  uptake  of  the  gland.  In  patients 
whose  uptake  is  unduly  low  because  of 
prior  ingestion  of  iodine,  or  who  have  re- 
cently had  intravenous  pyelography  or 
cholecystography,  Blumgart 7 recommends 
deiodination  of  the  thyroid  by  means  of 
the  thiourea  derivatives.  After  a suitable 
time,  tracer  studies  may  be  instituted  and 
a therapeutic  dose  of  1 131  may  be  admin- 
istered. 

Freedberg  and  co-workers 17  reported 
the  pathologic  effects  of  1 131  on  the  normal 
thyroid  gland  of  man,  describing  post- 
mortem material  in  16  euthyroid  patients 
who  died  at  varying  intervals  after  1 131 
therapy.  Seven  days  after  oral  adminis- 
tration of  20  millicuries,  no  histologic 
changes  were  noted  that  could  be  attrib- 
uted to  I.131  Fourteen  and  twenty-four 
days  after  administration  of  59  and  26.4 
millicuries,  respectively,  massive  radiation 
effects  were  detectable.  Distortion  and  de- 
struction of  the  normal  thyroid  architec- 
ture were  noted  to  be  maximal  at  the  cen- 
ter of  the  gland.  Edema  and  degeneration 
of  the  stroma,  acute  vasculitis,  with  throm- 
bosis and  hemorrhage,  epithelial  swelling 
and  vacuolization,  follicular  destruction, 
and  polymorphonuclear  infiltration  were 
all  present.  The  periphery  of  the  gland 
revealed  less  damage,  but  the  follicles  were 
disrupted,  and  colloid  and  round  cell  infil- 
tration were  evident. 


Further  changes  in  patients  who  sur- 
vived a longer  period  included  increased 
fibrous  stroma,  lymphocytic  infiltration, 
and  arteriolar  intimal  thickening  and  hya- 
linization.  The  follicular  epithelium  be- 
came desquamated  and  admixed  with  a 
fragmented  or  globular  colloid.  Also  noted 
were  atypical  cells  with  large  hyperchro- 
matic  nuclei.  The  thyroid  gland  was  large- 
ly replaced  by  dense  fibrous  tissue  in  pa- 
tients who  survived  for  three  hundred  and 
sixteen  to  one  thousand  and  sixty-nine  days 
after  treatment  with  I.131  The  remaining 
follicles  were  extremely  disrupted.  No  ir- 
radiation damage  to  the  parathyroid 
glands,  pituitary  glands,  trachea,  larynx, 
or  adrenal  glands  was  reported.  No  thy- 
roid neoplasm  and  no  toxic  effect  on  the 
kidney,  peripheral  blood,  or  blood-forming 
organs  that  could  be  directly  related  to  1 13) 
have  been  reported  in  the  literature.8 

CLINICAL  INDICATIONS  AND 
CONTRAINDICATIONS  TO  I 131  THERAPY 

In  selecting  patients  for  1 131  therapy, 
Freedberg  and  associates  15  called  attention 
to  the  fact  that  the  course  of  angina  is 
often  irregular  and  characterized  by  peri- 
ods of  unexpected  exacerbation  and  remis- 
sion. When  all  standard  forms  of  treat- 
ment have  failed  and  the  patient  shows 
evidence  of  continued  incapacity  in  spite 
of  extreme  restriction  of  activity,  radio- 
active iodine  therapy  should  be  considered. 
Jaffe  and  associates 21  recommend  a care- 
ful history,  physical  examination,  roent- 
genogram of  the  chest,  electrocardiogram, 
complete  blood  studies,  urinalysis,  deter- 
mination of  basal  metabolic  rate,  protein 
bound  iodine,  blood  cholesterol,  and  radio- 
active iodine  tracer  studies  prior  to  ther- 
apy. They  treated  100  euthyroid  patients 
by  the  multiple  small  dose  technic,  using 
6 millicuries  of  1 131  in  20  cc.  of  water 
orally  each  week  for  five  weeks.  Radiation 
thyroiditis  and  the  liberation  of  large 
amounts  of  thyroxin  into  the  blood  stream 
were  avoided.  Gradual  rather  than  sudden 
myxedema  was  produced.  When  additional 
doses  were  necessary,  a period  of  two 
months  was  allowed  to  elapse,  since  1 131 
has  a physical  half-life  of  eight  days. 

Most  authors  710' 33  agree  that  favorable 
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candidates  for  1 131  therapy  include  the  fol- 
lowing: (1)  patients  with  severe  angina, 

who  respond  poorly  to  careful  medical 
treatment,  (2)  patients  in  whom  sufficient 
time  has  elapsed  to  make  spontaneous  im- 
provement unlikely,  (3)  cooperative,  alert, 
intelligent,  and  emotionally  stable  patients 
who  are  willing  to  refrain  from  excessive 
use  of  tobacco  and  to  remain  on  a low  fat 
diet,  (4)  patients  with  such  severe  angina 
as  to  be  frequently  awakened  at  night, 
making  adequate  rest  impossible  and  thus 
preventing  them  from  earning  a living, 
(5)  patients  with  frequent  attacks  on 
slight  to  moderate  exertion,  such  as  walk- 
ing short  distances  or  climbing  a flight  of 
stairs  or  following  meals,  (6)  patients  with 
no  signs  of  hypothyroid  states,  i.  e.,  basal 
metabolic  rate  and  iodine  tracer  studies 
within  normal  range  and  blood  cholesterol 
not  abnormally  high,  (7)  patients  with  no 
serious  concomitant  disease  who  have  been 
relieved  of  some  or  all  cardiac  pain  after 
suffering  one  or  more  myocardial  infarcts, 
but  whose  economic  status  and  occupation 
will  permit  them  to  refrain  from  strenuous 
physical  work. 

Contraindications  to  1 131  therapy  in- 
clude: (1)  emotionally  unstable  individ- 

uals particularly  subject  to  depressive  epi- 
sodes, (2)  intermittent  claudication  in  the 
legs,  (3)  patients  with  rheumatic  arthritis 
or  active  rheumatic  fever,  (4)  tendency  to- 
ward embolic  phenomena  that  may  domi- 
nate the  clinical  picture  at  any  time,  (5) 
rapidly  progressive  clinical  course  (malig- 
nant hypertension,  syphilitic  heart  dis- 
ease), (6)  low  initial  BMR  (less  than  mi- 
nus 15  per  cent),  (7)  acute  myocardial  in- 
farction, (8)  poor  risks  for  follow-up 
treatment  and  careful  future  management. 

SELECTION  OF  PATIENTS 

The  present  series  includes  13  patients 
treated  with  therapeutic  doses  of  1 131  and 
followed  from  1951  to  the  present  time. 
Patients  were  selected  on  an  individual 
basis  when  all  other  forms  of  therapy 
failed  to  produce  improvement.  Seven  of 
the  patients  were  women  and  six  were  men, 
their  ages  ranging  from  forty-five  to 
seventy-nine  years.  A tracer  dose  of  50 
microcuries  was  used,  and  the  uptake  was 


measured  at  a distance  of  17  cm.  directly 
over  the  gland  in  the  Biophysics  Depart- 
ment at  Touro  Infirmary.  Normal  uptake 
of  radioactive  iodine  is  considered  to  be 
between  10  and  40  percent  of  the  tracer 
dose  in  twenty-four  hours.  Although  some 
of  the  patients  were  outside  this  range,  all 
were  considered  to  be  suitable  candidates 
for  this  therapy.  One  patient  with  an  up- 
take of  50  per  cent  was  not  considered  to 
be  clinically  hyperthyroid.  Treatment 
doses  varied  between  25  and  40  millicuries. 
In  the  13  patients  in  the  present  series,  a 
single  large  therapeutic  dose  was  used  be- 
cause it  was  desired  to  shorten  the  period 
of  irradiation  and  secure  an  earlier  onset 
of  hypothyroidism  and  because  the  early 
supply  of  the  radioactive  element  from  the 
Oak  Ridge  Laboratory  was  uncertain.  This 
single  dose  resulted  in  postirradiation  thy- 
roiditis, release  of  large  amounts  of  thy- 
roid hormone,  and  exacerbation  of  the  pa- 
tients’ symptoms.  Since  this  course  has 
proved  unwise,  future  patients  will  be 
treated  by  divided  doses.  Later  experience 
reported  by  B'lumgart  and  associates8  in 
1,070  euthyroid  patients  from  many  clinics 
has  proved  the  value  of  divided  doses  given 
at  weekly  intervals  until  the  desired  ther- 
apeutic result  is  obtained. 

Twelve  of  the  patients  were  hospitalized 
to  secure  maximal  improvement  prior  to 
irradiation  therapy  and  to  reduce  post- 
irradiation hazard.  One  received  1 131  as 
an  outpatient  but  had  to  be  hospitalized 
later  because  of  increasing  severity  of  his 
angina  following  postirradiation  thyroid- 
itis. In  all  patients  some  therapeutic  re- 
sult was  obtained  within  four  weeks  to 
four  months.  Results  are  summarized  in 
Table  1.  Five  of  the  patients  died,  3 from 
acute  myocardial  infarction,  1 following 
the  development  of  acute  pulmonary  edema, 
and  1 from  a cerebrovascular  accident.  A 
lymphoblastic  lymphoma  developed  in  one 
patient  nine  months  after  administration 
of  the  treatment  dose.  It  is  interesting 
that  this  patient  has  several  sisters  and 
brothers  with  malignant  disease.  Follow- 
up studies  of  the  8 surviving  patients  now 
varies  from  two  to  five  years.  Whenever 
possible,  recent  basal  metabolic  rates,  as 
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TABLE  1 

RESULTS  OF  TREATMENT  OF  ANGINA  PECTORIS  WITH  I m 


Pt. 

No. 

Diagnosis 

% Uptake 

I 113  * 

Treatment 
I 131  (me) 

Results  of  Therapy 

1 

HCVD 

ASHD 

50.7 

40 

Striking  improvement  1 month  after  treatment. 

2 

HCVD 

Myoc.  Infarct. 

24.2 

35 

Moderate  improvement  in  5 weeks;  striking  im- 
provement in  2 months. 

3 

HCVD 

Diabetes 

ASHD 

19.9 

25 

Slight  improvement  in  4 weeks;  striking  improve- 
ment in  3 months.  Died  suddenly  4 months  after 
treatment  following  acute  myocardial  infarction. 

4 

ASHD 

Myocardial 

Infarction 

34.6 

40 

Moderate  improvement  in  2%  months.  Lympho- 
blastic lymphoma  in  neck  biopsy  10  months  after 
treatment. 

5 

HCVD 

ASHD 

26.4 

35 

Acute  myocardial  infarction  2 weeks  after  treat- 
ment. Moderate  improvement  in  3 months,  strik- 
ing improvement  in  5 months. 

6 

HCVD 

Myoc.  Infarct. 

20.0 

35 

Moderate  improvement  in  2 months.  Generalized 
hypertrophic  arthritis. 

7 

HCVD 

Myoc.  Infarct. 

29.9 

25 

Slight  improvement  in  6 weeks;  striking  improve- 
ment in  5 months.  Died  16  months  after  treatment 
following  cerebrovascular  accident. 

8 

HCVD 

Myoc.  Infarct. 

34.6 

40 

Died  7 weeks  after  treatment  following  2nd.  myo- 
cardial infarction.  Insufficient  time  for  improve- 
ment. 

9 

HCVD 

Myoc.  Infarct. 

15.5 

40 

Moderate  improvement  4 months  after  treatment. 
Mild  cardiac  failure  in  5th  month. 

10 

HCVD 

CHF 

36.0 

35 

Died  5 months  after  treatment  following  acute 
pulmonary  edema. 

11 

ASHD 

Myoc.  Infarct. 

41.2 

40 

Striking  improvement  in  2V2  months.  One  episode 
of  mild  failure  following  pneumonia. 

12 

HCVD 

Myoc.  Infarct. 

32.5 

25 

Striking  improvement  in  2 months. 

13 

HCVD 

CHF 

9.06 

40 

Died  in  3 weeks  of  acute  myocardial  infarction. 
Insufficient  time  for  improvement. 

* Distance  17  cm.  in  all  cases  except  Nos.  3 and  12,  in  both  of  which  distances  used  were  10  cm.  and  30  cm. 


well  as  blood  cholesterol  studies,  have  been 
carried  out.  The  latter  are  high  in  most 
instances  and  correlate  well  with  the  clini- 
cal hypothyroid  state.  Results  were  classi- 
fied as  excellent  in  5 cases,  good  in  1,  and 
fair  in  2 cases.  (Table  2) 

There  are  few  objective  tests  to  deter- 
mine the  presence  or  absence  of  angina 
pectoris.  The  patient’s  statement  about 
chest  pain  was  correlated  with  information 
obtained  about  his  physical  activities  and 
mental  attitude.33  In  each  instance,  onset 
of  clinical  improvement  coincided  with  the 
appearance  of  the  symptoms  and  signs  of 


mild  myxedema.8  Fullness  and  puffiness 
of  the  face,  swelling  of  the  eyelids,  fatigue, 
hoarseness,  dryness  of  the  skin,  and  in- 
creased sensitivity  to  cold  were  noted  early. 
Later  symptoms  included  swelling  of  the 
tongue,  stiffness  and  pain  in  the  joints,  and 
the  sensation  of  a swollen  abdomen.  The 
time  when  hypometabolism  and  clinical  im- 
provement will  occur  cannot  be  predicted 
by  the  physician  or  patient.  With  relief 
of  anginal  pain  and  onset  of  myxedema,  a 
daily  dose  of  6 to  12  mg.  of  desiccated  thy- 
roid should  be  administered.  In  each  pa- 
tient, thyroid  dosage  must  be  adjusted  to 
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TABLE  2 

FOLLOW  UP  RESULTS  OF  TREATMENT  OF  ANGINA  PECTORIS  WITH  I 131 


Pt. 

No. 

Interval  From 
Treatment  to 
Improvement 

Result 
of  last 
BMR 

Blood 
Cholesterol 
and  Esters 

Present  Clinical 
Symptoms 

Follow  Up  Exam. 
Duration  Result 

1 

5 weeks 

—32% 

Occasional  angina, 
limited  activity. 

30 

mos. 

Fair 

2 

5 weeks 

—24% 

c 

4^20 

No.  pain.  Complete  relief 

19 

mos. 

Excellent 

CE 

350 

returned  to  nursing  28 
months  later. 

3 

Patient  died. 

4 

mos. 

4 

10  weeks 

—32% 

C 

980 

Almost  complete  relief 

20 

mos. 

Excellent 

CE 

790 

but  complicated  by 
lymphoma. 

5 

14  weeks 

—22% 

C 

570 

Rare  anginal  pain, 

27 

mos. 

Excellent 

CE 

390 

normal  activity. 

6 

8 weeks 

Rare  cardiac  pain,  mild 
failure  well  controlled. 

32 

mos. 

Good 

7 

Patient  died. 

16 

mos. 

8 

Patient  died. 

7 

wks. 

9 

18  weeks 

—14% 

C 

395 

Only  occasional  angina. 

Hcj 

O 

CO 

mos. 

Fair 

CE 

330 

Mild  symptoms  cardiac 
failure. 

10 

Patient  died. 

5 

mos. 

11 

10  weeks 

—38% 

C 

320 

Rare  pain.  Able  to  attend 

26 

mos. 

Excellent 

CE 

170 

court  without  pain. 

12 

8 weeks 

—15% 

C 

465 

Rare  use  nitroglycerine, 

5 

yrs. 

Excellent 

CE 

450 

normal  activity. 

13 

Patient  died. 

3 

wks. 

maintain  the  lowest  metabolic  level  at 
which  maximal  relief  from  cardiac  disease 
may  be  experienced  with  minimal  discom- 
fort from  myxedema.  Occasionally,  this 
may  not  be  possible.  Most  patients  are 
maintained  at  a BMR  level  of  minus  20  to 
minus  25  per  cent  on  a daily  dose  of  6 to 
30  mg.  of  thyroid  extract.  According  to 
Blumgart,8  an  occasional  patient  may  ex- 
perience recurrence  of  symptoms,  because 
the  residual  thyroid  tissue  has  regenerated 
and  caused  the  metabolic  rate  to  approach 
pretreatment  level.  In  such  a case,  thyroid 
medication  should  be  withdrawn,  and  after 
administration  of  a tracer  dose,  an  addi- 
tional therapeutic  dose  may  be  given. 

Kurland  and  associates23  described  radio- 
graphic  and  electrocardiographic  changes 
in  cardiac  patients  who  were  euthyroid 
prior  to  induction  of  persistent  hypothy- 


roidism by  one  or  more  doses  of  I.131  The 
duration  of  the  hypometabolism  ranged 
from  two  to  fifty-three  months,  with  an 
average  of  twenty-seven  months.  Changes 
in  size  and  configuration  of  the  heart  were 
studied  in  27  patients,  and  variations  in 
the  electrocardiograms  were  examined  in 
28  patients.  Ten  of  13  patients  with  good 
or  striking  improvement  in  angina  pectoris 
from  1 131  treatment  showed  no  increase  in 
cardiac  size.  In  2 others  the  cardiac  size 
remained  unchanged  during  periods  of 
twenty-six  and  thirty-eight  months  of  re- 
lief, respectively,  but  later  increased  dur- 
ing exacerbations  of  angina  pectoris  and 
congestive  heart  failure.  Cardiac  enlarge- 
ment progressively  increased  in  5 of  6 pa- 
tients with  angina  pectoris  unimproved  by 
1 131  treatment,  whereas  6 patients  with 
chronic  cardiac  insufficiency  showed  no 
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cardiac  enlargement  during  most  of  the 
nineteen  to  fifty-three  months  of  hypo- 
metabolism.  Two  patients  with  both  an- 
gina pectoris  and  cardiac  insufficiency  re- 
ceived definite  benefit  from  1 131  therapy, 
even  though  cardiac  size  progressively  in- 
creased. The  development  of  myxedema 
was  associated  with  electrocardiographic 
changes,  which  included  decrease  in  volt- 
age, flattening  or  inversion  of  the  T waves, 
and  slight  increase  in  QT  interval.  In  the 
present  series,  several  electrocardiographic 
tracings  revealed  similar  results,  but  it 
must  be  remembered  that  progression  of 
oi’ganic  heart  disease  and  the  use  of  cer- 
tain drugs  will  modify  existing  electrocar- 
diographic patterns.  Treatment  with  thy- 
roid extract  produced  reversion  of  these 
changes,  with  no  further  progression  de- 
spite continued  hypometabolism.  These 
studies  suggest  that  “myxedema”  heart”, 
as  characterized  by  angina  pectoris  or  con- 
gestive failure  and  striking  electrocardio- 
graphic and  radiographic  changes  does  not 
occur  in  patients  with  prolonged,  controlled 
1 131-induced  hypothyroidism. 

Cholesterol  values  obtained  following  the 
production  of  myxedema  in  the  present 
series  and  reports  of  others 6' 8 raise  the 
question  of  whether  or  not  such  patients 
are  predisposed  to  atherosclerosis.  Blum- 
gai’t  and  associates 6 reported  clinical  and 
postmortem  observations  in  8 patients  who 
survived  from  one  to  thirteen  years  fol- 
lowing total  thyroidectomy  and  in  whom 
hypometabolism  with  elevated  cholesterol 
values  was  present.  These  were  younger 
patients  with  rheumatic  heart  disease. 
None  had  complete  occlusion  of  the  coro- 
nary arteries,  and  only  3 of  the  8 had 
slight  narrowing  of  one  of  the  main  stems. 
In  the  other  5,  arterial  damage  from 
atheromatosis  and  atherosclerosis  varied 
greatly,  but  conditions  were  similar  to 
those  observed  in  euthyroid  patients.  Daily 
use  of  small  doses  of  thyroid  extract  in  the 
latter  group  might  exert  some  protective 
action. 

DISCUSSION 

Treatment  of  the  euthyroid  patient  with 
severe  angina  pectoris  is  symptomatic,  the 
rationale  being  that  reduction  of  total 


metabolism  of  the  body  will  reduce  the 
cardiac  requirements  of  these  severely  ill 
patients  to  a level  within  their  cardiac 
reserve.32  Each  case  must  be  considered 
individually,  although  some  broad  indica- 
tions for  this  treatment  may  be  accepted. 
Rosenfeld 30  stressed  the  importance  of 
frequent  and  continued  observation  of  such 
patients,  especially  after  treatment.  Pa- 
tients with  severe  cardiac  abnormalities 
are  subject  to  many  complications  that 
occur  in  the  course  of  their  disease.  Since 
their  state  of  health  is  dynamic  and  change- 
able rather  than  static,  it  must  be  watched 
even  more  carefully  after  administration 
of  I,131  since  the  effects  of  mild  myxedema 
and  the  variable  effects  of  extract  of  thy- 
roid therapy  are  added  to  the  previous  dis- 
ease. 

The  complex  relationship  of  the  thyroid 
with  other  endocrine  glands  raises  the  ques- 
tion of  the  need  for  other  hormones.  Al- 
though there  is  no  evidence  as  yet  that  the 
duration  of  life  is  prolonged  by  such  treat- 
ment, the  many  comfortable  months  to 
years  it  affords  are  welcomed  by  the  seri- 
ously ill  cardiac  patient.  In  the  future,  a 
simple  surgical  procedure  may  be  devised 
to  improve  blood  supply  to  the  myocardi- 
um. Until  then,  attention  must  be  directed 
toward  means  of  reducing  the  load  carried 
by  a chronically  diseased  heart.  No  unto- 
ward sequelae  to  radiation  have  been  noted 
thus  far,  but  further  studies  seem  indi- 
cated. Varied  dosage  schedules  of  1 131  are 
being  employed  by  other  clinics  6-  8> 21- 30  to 
clarify  the  advantages  and  disadvantages 
of  the  different  programs  of  treatment. 

SUMMARY 

Thirteen  euthyroid  patients  with  in- 
tractable angina  pectoris  have  been  treated 
with  radioactive  iodine  after  all  conven- 
tional forms  of  therapy  failed.  Persistent 
hypothyroidism  was  produced  in  all  pa- 
tients. Eight  of  the  13  are  living  at  the 
present  time.  A single  massive  irradiation 
dose  was  employed  in  all  instances,  and  the 
resultant  thyroiditis  effected  temporary 
exacerbation  of  anginal  symptoms.  Divid- 
ed dosage  is  indicated  to  avoid  this  hazard. 
No  toxic  effect  has  been  noted  on  the 
hematopoietic  system  or  the  kidneys.  Sur- 


Goldman — Radioactive  Iodine  for  Intractable  Angina  Pectoris 


343 


viving  patients  are  being  maintained  on 
minimal  doses  of  thyroid  extract  to  prevent 
clinical  myxedema.  Indications  and  contra- 
indications for  1 131  therapy  are  reviewed. 
The  favorable  results  obtained  in  the  sur- 
viving patients  in  this  series  seem  to  war- 
rant further  careful  study  of  this  method 
of  relieving  intractable  heart  disease. 
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DANGEROUS  FEATURES  IN  THE  NEW 
SOCIAL  SECURITY  AMENDMENTS 
LAW 

The  efforts  of  organized  medicine  suf- 
fered a serious  defeat  at  the  hands  of  the 
Social  Security  lobby  with  the  enactment 
of  the  bill  entitled,  Social  Security  Amend- 
ments of  1955  (HR  7225).  It  was  signed 
on  August  1,  1956,  by  President  Eisen- 
hower. This  law  has  certain  features  which 
were  strenuously  opposed  by  the  AMA  and 
by  the  majority  of  the  constituent  state 
medical  associations. 


The  provision  of  the  bill  regarded  as 
most  dangerous  is  that  which  provides 
benefits  for  total  disability  after  age  50. 
This  feature  maneuvers  physicians  into 
the  social  insurance  part  of  the  Social  Se- 
curity program  and  would  contrive  to  have 
the  doctors  working  at  first  part  time,  and 
later,  entirely  under  the  direction  of  some 
part  of  this  federal  agency.  Since  Louisi- 
ana is  the  state  whose  government  has 
ventured  furthest  toward  the  welfare  state, 
physicians  of  Louisiana  have  good  reason 
to  regard  the  law  as  ominous,  and  there  is 
a reasonable  expectation  that  it  will  be  the 
basis  for  further  ventures  into  the  realm 
of  the  welfare  state.  The  basis  for  such  a 
fear  is  the  history  of  successive  amend- 
ments to  the  original  Social  Security  law 
since  1935,  and  the  parallel  observation 
that  forty  years  ago  when  the  income  tax 
became  law  no  one  suggested  the  extent 
of  its  present  power.  The  contention  that 
this  sequence  of  events  is  threatening  is 
supported  by  the  provisions  in  the  amend- 
ments to  the  Social  Security  Act.  Certain 
amendments  of  the  81st,  the  82nd,  and  the 
83rd  Congresses  provided  payment  from 
public  funds  for  physicians  to  treat  dis- 
abled charity  patients  covered  by  the  Social 
Security  Act,  and  then  certain  other  amend- 
ments established  the  “disability  freeze” 
entailing  a projected  medical  certification. 
The  precedent  for  the  determination  of  dis- 
ability on  terms  of  a federal  program  was 
thus  established.  These  amendments  were 
the  preparation  for  the  present  and  most 
recently  enacted  law,  which  provides  these 
benefits. 

These  dangers  were  anticipated  and  com- 
ment was  made  in  these  columns  * explain- 
ing this  attempt  to  enact  the  state  medicine 
program  piece  by  piece.  When  the  most 
recent  law  was  being  considered  in  Con- 
gress, no  hearings  were  allowed  by  the 
House,  but  the  Senate  held  extensive  hear- 
ings. The  Louisiana  State  Medical  Society 
sent  a representative  to  appear  before  the 
Finance  Committee  of  the  United  States 
Senate,  which  was  considering  the  bill,  and 


* New  Orleans  M.  & S.  J.,  Editorial,  104:549, 
(July)  1952. 
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the  undesirable  features  were  explained. 
The  comment  was  made  that  age  limits 
would  inevitably  be  lowered  by  successive 
amendments.  It  was  stated  that  the  num- 
ber of  those  who  could  qualify  for  total  dis- 
ability under  the  loose  definition  given  in 
the  bill  would  be  far  greater  than  300,000. 
The  reason  for  making  this  statement  is 
that  each  one  of  those  160,000  practicing 
physicians  knows  among  his  own  patients 
at  least  5 to  10  persons  who  could  qualify. 
When  mental  cases  are  included,  the  num- 
ber potentially  receiving  benefits  in  ten 
years  would  be  2 to  3 million. 

If  such  is  the  case,  the  operation  of  this 
law  will  soon  require  an  increase  in  the 
payroll  tax,  or  substantial  support  from 
other  tax  sources. 

From  the  point  of  view  of  the  individual, 
as  well  as  that  of  the  national  economy,  re- 
habilitation of  the  disabled  is  to  be  pre- 
ferred to  disability  support  or  maintenance. 
Competent  authorities  have  estimated  that 
up  to  9 out  of  10  disabled  persons  can  be 
rehabilitated  if  they  have  the  will  and  op- 
portunity. Payments  to  the  disabled  under 
this  law  would  have  the  tendency  to  dis- 
courage effort  and  initiative,  retard  re- 
habilitation, and  retard ' return  to  produc- 
tive employment.  Nearly  every  doctor 
knows  of  patients  who  claimed  and  suc- 
cessfully maintained  that  the  effects  of  in- 
juries prevented  their  working — until  “the 
case  was  settled,”  when  they  immediately 
returned  to  full  employment. 

The  feature  of  the  law  that  gives  physi- 
cians the  most  concern,  from  a professional 
point  of  view,  is  the  determination  and  care 
of  the  disability.  There  are  no  exact  medi- 
cal, legal,  or  social  methods  of  determining 
total  disability  that  are  uniformly  appli- 
cable. As  a result,  its  determination  is 
often  dificult  or  impossible.  Among  the 
majority  of  those  who  would  seek  coverage 


in  this  field  under  this  law  it  would  be  a 
matter  of  the  will. 

In  certifying  as  to  the  applicant’s  status 
the  doctor  will  be  placed  between  the  pa- 
tient and  the  government.  Except  in  a few 
obvious  cases  he  cannot  satisfy  both.  The 
patient  will  pursue  his  project  from  doc- 
tor to  doctor.  As  in  the  field  of  insanity, 
he  may  be  disabled  in  one  state  and  com- 
petent in  another.  A clamor  will  arise  for 
an  official  determination  by  medical  gov- 
ernmental authority.  This  would  likely  be 
followed  by  the  demand  that  the  same  of- 
ficial care  for  the  patient  while  disabled. 
As  the  age  limits  of  18  and  50  approach 
each  other  in  successive  legislative  alter- 
ations, a full  fledged  system  of  gradually 
expanding  state  medicine  will  be  developed 
among  us. 

When  the  bill  was  up  for  action  before 
the  Senate,  the  final  vote  was  90  to  0 in 
its  favor.  In  the  vote  on  the  disability  pro- 
vision previous  to  the  final  vote  it  was  47 
to  45,  the  two  Senators  from  our  state 
voting  to  sustain  the  disability  feature  and, 
in  our  opinion,  voting  against  the  best  in- 
terests of  medicine,  and  in  favor  of  this 
distinctly  socialistic  trend.  The  decision  of 
the  majority  was  manifest  in  the  face  of 
clear-cut  explanations  and  distinct  repre- 
sentations in  regard  to  the  contrary  point 
of  view.  We  have  in  this,  and  in  other 
recent  legislation,  the  unhappy  spectacle  of 
both  parties  competing  with  each  other  for 
an  opportunity  to  embrace  some  socialistic 
principle.  To  protect  the  public  against 
such  legislation  it  is  not  enough  to  inform 
the  Congress  of  its  dangers.  The  public 
has  to  be  brought  to  the  realization  of  the 
dangers  and  then  the  public  may  lead  the 
Congress.  As  a friend  of  the  author  said 
recently,  “If  every  man  is  to  be  a King,  the 
supplication  of  ‘God  save  the  King’  seems 
to  be  the  order  of  the  day.” 
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ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


DR.  GRAVES  HONORED 

We  quote  the  following  from  the  AM  A Secre- 
tary’s Letter  of  July  27th: 

Some  men  are  content  to  sit  around  and  wait 
to  go  to  Heaven  while  others  make  Heaven  out 
of  their  surroundings. 

That’s  what  Dr.  James  Q.  Graves  has  done 
down  in  Monroe,  Louisiana. 

Friends  and  townspeople  in  all  walks  of  life 
honored  Jim,  who  has  served  27  consecutive  years 
as  a member  of  the  A.M.A.  House  of  Delegates, 
on  the  occasion  of  his  50  years  of  practice. 

It  must  have  been  a “heavenly  affair”  because, 
judging  from  the  prominent  newspaper  accounts, 
the  beloved  doctor  was  showered  with  praise 
from  the  lips  of  many  speakers,  some  of  whom 
were  his  long-time  patients. 

Jim  was  guest  of  honor  at  a big  testimonial 
dinner  at  St.  Francis  Hospital  in  Monroe,  Dr. 
R.  B.  Robins,  of  Camden,  Ark.,  a former  vice 
president  of  the  A.M.A.,  and  past  president  of 
the  American  Academy  of  General  Practice,  was 
the  principal  speaker. 

Dr.  Graves,  who  developed  a happy  facility  for 
collecting  friends  by  the  score,  spoke  too.  He 
touched  on  the  medical  past  and  then  took  a 
glimpse  at  the  future,  predicting  among  other 
things  that  research  “will  develop  vitamins  to 
meet  the  needs  of  every  organ  of  the  body,’.’  and 
that  “gastric  and  duodenal  ulcers  will  be  cured 
or  prevented  by  the  correction  of  the  physiology 
or  the  stabilization  of  the  nervous  mechanism  of 
the  human  body.” 

Jim  spiced  his  speech  with  many  an  interesting 
anecdote  taken  from  his  long  and  benevolent 
career  in  medicine. 

There  was  the  time,  years  back,  when  he  set 
out  on  horseback  to  see  a patient.  He  and  his 
horse  crossed  a river  swamp  safely  on  a flatboat, 
but  on  the  return  trip  the  flatboat  sank.  His 
horse  swam  about  two  miles  before  reaching  dry 
land  with  the  young  doctor  hanging  onto  his  tail. 

“He  saved  my  life,”  Dr.  Graves  recalled. 

Doctor  Jim  is  a man  with  many  friends;  he 
collects  them  like  other  people  collect  rare  china, 
precious  gems  or  cigar  wrappers.  He  has  the 
uncanny  knack  of  finding  the  friends  for  his  col- 
lection everywhere.  It  may  be  the  man  who 
serves  him  or  the  man  he  serves.  It  may  be  a 
casual  acquaintance,  a policeman  on  the  corner, 
or  the  town  banker.  Jim  must  have  learned  long 
ago  that  friendship  can  be  bought  with  kindness, 
consideration,  thoughtfulness  and  tolerance.  His 
colleagues  in  the  House  of  Delegates  know  that 


he  has  all  of  these  qualities  . . . and  his  patients 
do,  too. 

One  of  them,  a woman  whom  he  has  attended 
since  1917,  recalled  that  her  husband  owes  his 
life  to  Dr.  Graves,  “Who  got  up  from  his  bed  with 
fever  to  come  to  him  during  the  flu  epidemic  in 
January,  1920.” 

Jim,  the  son  of  a cotton  planter,  is  a fine 
physician  who  is  extremely  modest  and  lives  un- 
pretentiously. He  and  his  wife,  the  niece  of  a 
former  Supreme  Court  Justice,  were  blessed  with 
four  daughters — all  of  whom  are  now  married 
and  have  children  of  their  own. 

“Sometime  during  each  week,  but  not  all  at 
the  same  time,  they  have  dinner  with  us,”  he  said, 
adding:  “That’s  what  makes  life  worth  living.” 

The  Louisiana  State  Medical  Society  wishes  to 
concur  in  the  above  and  add  their  congratulations 
on  the  honor  so  gratefully  conferred  on  him  by 
loyal  confreres  and  fellow  citizens,  an  honor  and 
recognition  unquestionably  merited.  Jim  is  one 
of  the  most  outstanding  physicians  of  the  State 
and  deserves  any  acknowledgment  that  the  people 
of  his  State  might  show  him  for  his  wonderful 
deeds. 

Jim  has  been  loyal  to  his  profession  and  has 
created  with  his  friends  confidence  and  respect. 

Jim  has  represented  our  State  Society  as  a 
delegate  to  the  American  Medical  Association 
House  of  Delegates  for  many  years,  with  distinc- 
tion and  credit,  and  is  the  oldest  AMA  delegate 
in  line  of  service,  and  his  fellow  delegates  respect 
and  love  him. 

All  glory  to  you  Jim,  our  friend  and  hero!  We 
salute  you ! 


FROM  WASHINGTON 

The  social  security  bill  (H.R.  7225)  now  is  the 
law  of  the  land — Public  Law  880  of  the  second 
session,  84th  Congress.  Increased  OASI  taxes 
to  support  payments  to  the  disabled  at  age  50 
become  payable  on  January  1,  1957.  Disability 
benefits  become  payable  on  July  1,  1957.  Until 
and  unless  new  regulations  are  issued,  doctors 
will  follow  the  same  procedure  in  connection 
with  this  new  law  that  they  follow  under  the 
disability  freeze  amendment  now  in  effect.  The 
physician  makes  his  medical  findings  and  turns 
in  his  report  to  the  state  agency  in  charge,  usu- 
ally the  office  or  department  of  rehabilitation. 
The  decision  then  is  made  by  the  agency,  based 
on  vocational  as  well  as  medical  findings,  as  to 
the  applicant’s  disability. 

Following  is  the  complete  text  of  a statement 
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issued  by  President  Eisenhower  August  1 when 
he  announced  he  had  signed  the  social  security 
bill,  H.R.  7225: 

“I  have  today  signed  H.R.  7225,  the  Social 
Security  Amendments  of  1956.  The  new  law 
embraces  a wide  range  of  changes  in  old-age 
and  survivors  insurance,  the  public  assistance 
programs,  and  child  welfare  services. 

“This  Administration’s  strong  support  of  the 
social  security  program  was  demonstrated  by 
the  broad  expansion  and  improvements  enacted 
in  1954  at  my  recommendation.  The  1954 
Amendments,  which  extended  coverage  of  the 
program  to  millions  of  additional  persons  and 
included  higher  benefits  for  all  who  were  then 
or  who  would  become  beneficiaries,  have  had 
a major  impact  in  bringing  greater  security  to 
our  people. 

“The  new  law  also  contains  certain  major 
provisions  which  were  recommended  by  the  Ad- 
ministration. It  extends  social  security  cover- 
age to  about  600,000  additional  farm  owners  or 
operators  and  about  225,000  self-employed 
lawyers,  dentists,  and  others. 

“It  provides  for  increased  Federal  funds  to 
encourage  better  medical  care  for  the  needy 
aged,  blind,  disabled,  and  dependent  children. 
This  will  help  meet  a critical  problem  for  these 
groups. 

“Another  Administration  proposal  placed  in- 
creased emphasis,  in  public  assistance  pro- 
grams, on  services  to  help  more  needy  people 
build  toward  independence.  * The  law  initiates 
new  programs  of  grants  to  train  more  skilled 
social  workers  and  to  support  research  in  ways 
of  helping  people  overcome  dependency.  An- 
other Administration  proposal  will  increase 
funds  for  child  welfare  services. 

“The  law  also  includes  provisions  about 
which  the  Administration  had  serious  reserva- 
tions in  their  initial  form;  these  provisions 
were  modified  and  improved  before  their  final 
enactment  and  now  meet,  in  part,  some  of  the 
Administration’s  objections. 

“The  original  proposal  to  lower  the  retire- 
ment age  for  all  women  was  changed  to  pro- 
vide that  employed  women  and  wives  may  ac- 
cept reduced  benefits  at  an  earlier  age  or  ob- 
tain full  benefits  at  age  65.  I am  hopeful  that 
this  provision  will  now  have  no  adverse  effect 
on  employment  opportunities  for  older  women. 
The  law  allows  full  benefit  at  age  62  for  wid- 
ows because  of  their  special  needs. 

“Congress  also  modified  somewhat  the  origi- 
nal proposal  to  provide  disability  benefits  at 
age  50  or  above.  A separate  trust  fund  was 
established  for  the  disability  program  in  an 
effort  to  minimize  the  effects  of  the  special 
problems  in  this  field  on  the  other  parts  of 
the  program — -retirement  and  survivors’  pro- 
tection. We  will,  of  course,  endeavor  to  ad- 
minister the  disability  provisions  efficiently 


and  effectively,  in  cooperation  with  the  States. 
I also  pledge  increasing  emphasis  on  efforts  to 
help  rehabilitate  the  disabled  so  that  they  may 
return  to  useful  employment. 

“The  original  proposal  would  have  imposed 
a 25  percent  increase  in  social  security  taxes 
on  everyone  covered  by  the  system.  I am 
pleased  that  the  tax  increase  has  now  been  cut 
in  half.  Our  actuaries  report  that  while  they 
cannot  estimate  costs  of  the  disability  program 
with  certainty,  the  tax  increase  should  be  ade- 
quate to  finance  the  benefits,  assuming  effec- 
tive administration. 

“Although  there  were  difference  of  opinion 
over  separate  provisions,  the  final  legislation 
was  approved  overwhelmingly  by  Congress.  In 
signing  this  legislation,  I am  hopeful  that  this 
new  law,  on  the  whole,  will  advance  the  eco- 
nomic security  of  the  American  people.” 
Physicians  are  expected  to  be  called  upon  soon 
to  help  qualify  thousands  of  disabled  workers  for 
early  social  security  payments,  under  a revised 
program. 

The  task  was  assigned  to  the  medical  profes- 
sion in  a new  Act  of  Congress  H.R.  7225  which 
allows  disabled  workers  to  start  collecting  social 
security  checks  at  age  50  instead  of  65. 

For  more  than  two  years  the  AMA  and  other 
medical  organizations  fought  the  bill  with  every 
weapon  at  their  command.  They  argued  it  would 
be  “virtually  impossible”  for  physicians  to  deter- 
mine eligibility,  and  it  would  be  costly  to  tax- 
payers, as  well  as  a step  toward  Federal  control 
of  medicine. 

Key  Role  for  MDs 

But  the  Senate  overrode  their  objections  and 
voted  47  to  45  to  adopt  the  disability  payments 
proposal  approved  earlier  by  the  House. 

The  new  legislation  amending  the  basic  social 
security  law  is  expected  to  apply  to  more  than 
250,000  disabled  workers  over  50.  Physicians  are 
assigned  a key  role  in  determining  eligibility. 
Among  other  things,  an  applicant  for  such  dis- 
ability payments  must: 

1.  Prove  he  is  “unable  to  engage  in  any  sub- 
stantial gainful  activity.”  “Substantial”  is  not 
defined. 

2.  Have  a “medically  determinable  physical 
or  mental  impairment  which  can  be  expected  to 
result  in  death  or  be  of  long-continued  and  in- 
definite duration.” 

3.  Submit  physician  reports  detailing  diagno- 
sis, history  and  clinical  findings  to  establish  the 
nature,  severity  and  probable  duration  of  the  con- 
dition. 

4.  Accept  any  available  state  vocational  re- 
habilitation services  unless  there  is  good  cause 
for  refusal. 

5.  Have  a permanent  disability  at  least  six 
months  before  collecting  any  payments. 

The  legislation  leaves  it  up  to  the  Government 
to  spell  out  the  detailed  eligibility  procedure. 
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CALENDAR 


PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

Calcasieu 

East  Baton  Rouge 

Morehouse 

Natchitoches 

Orleans 

Ouachita 

Rapides 

Sabine 

Tangipahoa 

Second  District 

Shreveport 

Vernon 


Date 

Fourth  Tuesday  every  other  month 
Second  Tuesday  of  every  month 
Third  Thursday  of  every  month 
Second  Tuesday  of  every  month 
Second  Monday  of  every  month 
First  Thursday  of  every  month 
First  Monday  of  every  month 
First  Wednesday  of  every  month 
Second  and  fourth  Thursdays 
of  every  month 

Third  Thursday  of  every  month 
First  Tuesday  of  every  month 
First  Thursday  of  every  month 


Place 

Lake  Charles 
Baton  Rouge 
Bastrop 

New  Orleans 

Monroe 

Alexandria 


Independence 

Shreveport 


SOUTHWEST  LOUISIANA  GRADUATE 
MEDICAL  ASSEMBLY 

The  9th  Annual  Meeting  of  the  Southwest  Lou- 
isiana Graduate  Medical  Assembly  will  be  held  in 
Lake  Charles,  September  14-15.  All  physicians 
are  invited  to  attend  this  meeting  which  is  ap- 
proved for  Category  I by  the  American  Academy 
of  General  Practice.  Presentations  during  the 
scientific  sessions  will  include: 

Oxygen  Therapy,  A.  J.  Ochsner,  M.  D.,  Chief 
of  Anesthesiology  at  St.  Francis  Cabrini  and 
Baptist  Hospitals,  Alexandria,  La. 

Roentgenology  in  Obstetrics,  William  Snow, 
M.  D.,  Chief  Radiologist,  V.  A.  Hospital, 
Shreveport,  La. 

Antibiotic  Diseases,  J.  H.  Seabury,  M.  D.,  Pro- 
fessor of  Medicine,  L.  S.  U.  School  of-  Medi- 
cine, New  Orleans,  La. 

Hazards  of  Steriod  Therapy,  Theo  C.  Panos, 
M.  D.,  Professor  of  Pediatrics,  University  of 
Texas  Medical  Branch,  Galveston,  Texas 

Acute  Cholecystitis,  James  D.  Rives,  M.  D.,  Pro- 
fessor and  Head  of  Dept,  of  Surgery,  L.  S.  U. 
School  of  Medicine,  New  Orleans,  La. 

Surgery  and  the  Cardiac,  a panel  discussion, 
Drs.  A.  J.  Ochsner,  J.  D.  Rives  and  T.  C. 
Panos 

The  Differential  Diagnosis  of  Fever,  Theo  C. 
Panos,  M.  D. 

Roentgen  Study  of  the  Chest,  with  Special 
Reference  to  Emphysema,  Atelectasis  and 
Edema,  William  Snow,  M.  D. 

Dermatologic  Manifestations  of  some  Systemic 
Diseases,  Henry  W.  Jolly,  Jr.,  M.  D.,  Chief 
of  Division  of  Dermatology,  Our  Lady  of 
the  Lake  Sanitarium,  Baton  Rouge,  La. 

Pathological  Physiology  of  Lower  Nephron 
Nephrosis,  J.  F.  A.  McManus,  M.  D. 

Rectal  Bleeding,  James  D.  Rives,  M.  D. 

Pulmonary  Mycoses,  J.  H.  Seabury,  M.  D. 

Differential  Diagnosis  & Initial  Treatment  of 
Cerebro-Vascular  Accidents,  Earl  Rafes, 


M.  D.,  Attending  Neuro-Surgeon  at  Hotel 
Dieu  and  Baptist  Hospitals,  Beaumont,  Texas 
Also  on  the  scientific  program  will  be  two  CPC’s 
and  a Curbstone  Consultation.  Lt.  Gov.  Lether 
Frazer  will  be  a guest  speaker  at  the  Saturday 
luncheon.  A full  range  of  social  activities  have 
been  planned  for  attending  physicians  and  their 
wives. 


SOUTHERN  MEDICAL  ASSOCIATION'S 

GOLDEN  ANNIVERSARY  CELEBRATION 

This  celebration  will  be  held  at  The  Read  House 
in  Chattanooga  October  2-3,  1956,  exactly  fifty 
years  from  the  day,  October  2-3,  1906,  the  Asso- 
ciation was  organized.  This  celebration  will  take 
place  in  Chattanooga  and  at  the  Read  House 
where,  on  October  2-3,  1906,  representatives 
from  Alabama,  Florida,  Georgia,  Louisiana,  Mis- 
sissippi and  Tennessee  met  for  its  organization. 
Our  own  Dr.  Dowling  was  elected  Secretary- 
Treasurer  which  position  he  held  for  three  years. 

Louisiana  has  been  honored  with  the  Presi- 
dency four  times — Dr.  Isadore  Dyer  in  1911,  Dr. 
Oscar  Dowling  in  1915,  Dr.  C.  E.  Bass  in  1926 
and  Dr.  Lucian  A.  LeDoux  in  1948. 

This  celebration  in  Chattanooga  on  October 
2-3  should  not  be  confused  with  the  Golden  An- 
niversary Annual  Meeting  to  be  held  in  Washing- 
ton, November  12-15. 

Dr.  Dwight  H.  Murray,  President  of  the  Ameri- 
can Medical  Association,  will,  with  other  medical 
celebrities,  deliver  addresses  at  the  meeting. 

This  is  an  auspicious  occasion  and  merits  a 
large  attendance  from  the  respective  sixteen 
States  and  District  of  Columbia  now  comprising 
the  Association. 

Why  not  mark  your  calendar  and  plan  to  at- 
tend this  meeting  on  October  2-3?  A grand  pro- 
gram is  being  planned  for  your  entertainment 
and  enjoyment.  Don’t  fail  to  meet  us  in  Chatta- 
nooga. 
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ELASTIC  SUIT  DEVISED  AS  HYPOTENSION 
TREATMENT 

The  pattern  of  grandpa’s  red  flannels  has  been 
altered  slightly  and  used  to  make  a pressure  suit 
for  people  with  a serious  type  of  low  blood  pres- 
sure. 

The  tight-fitting  suit,  made  of  elastic  cotton- 
rayon  knit  material,  applies  pressure  over  the 
lower  half  of  the  body  and  helps  prevent  a pa- 
tient with  orthostatic  hypotension  from  fainting 
when  he  stands  up.  For  some  it  allows  a return 
to  work  or  enables  standing  for  longer  periods 
on  the  job. 

The  garment  is  described  in  the  May  12  Journal 
of  the  American  Medical  Association  by  Herbert 
0.  Sieker,  M.  D.,  John  F.  Burnum,  M.  D.,  John 
B.  Hickam,  M.  D.,  and  Kenneth  E.  Penrod,  Ph.  D., 
of  the  departments  of  medicine  and  physiology, 
Duke  University  School  of  Medicine,  Durham, 
N.  C. 

Orthostatic  hypotension — sometimes  called  pos- 
tural hypotension — results  from  the  inability  of 
peripheral  arteries  to  constrict  and  maintain 
enough  pressure  to  force  the  blood  back  to  the 
heart.  The  condition  may  be  associated  with 
diabetes  mellitus  or  may  follow  a sympathectomy, 
an  operation  to  relieve  excessively  high  blood 
pressure.  In  other  cases  its  cause  is  unknown. 
A person  with  the  disorder  is  all  right  as  long  as 
he  is  lying  down,  hut  when  he  stands,  there  is  a 
sudden  drop  in  blood  pressure  and  he  becomes 
faint. 


CONSULTANT  SAYS  SECOND 
COUSINS  MAY  MARRY 

A medical  consultant  recently  contradicted  the 
notion  that  all  cousins  who  marry  will  have  de- 
fective children. 

In  a query  to  the  Journal  of  the  American 
Medical  Association,  a physician  asked  if  it  would 
be  wise  for  a girl  to  marry  her  second  cousin — 
the  grandson  of  her  father’s  brother. 

The  unnamed  consultant  said  in  the  May  12 
Journal  that  it  would  be  all  right — if  the  ancestry 
on  both  side  for  three  generations  was  sound 
physically,  intellectually  and  emotionally. 

The  danger  to  any  offspring  of  a marriage 
between  cousins  of  sound  ancestry  would  not  be 
much  greater  than  if  the  parents  were  unrelated, 
he  said. 


HAZARDS  OF  HAIR  BLEACHING 
ARE  OUTLINED 

In  becoming  a blonde  the  peroxide  way,  a 
woman  stands  the  risk  of  losing  many  of  the 
most  prized  properties  of  her  hair,  the  secretary 
of  the  American  Medical  Association’s  committee 
on  cosmetics  warned. 

Mrs.  Veronica  Conley  said  in  the  May  issue  of 
Today’s  Health,  published  by  the  A.M.A.,  that 
a woman  must  answer  three  questions  before 
bleaching  her  hair.  They  are:  Will  her  skin  blend 


well  with  blonde  hair?  Can  she  afford  the  added 
professional  care?  Is  her  hair  sufficiently 
healthy  and  sturdy  to  stand  the  assault  of  a 
bleaching  agent  without  disastrous  damage? 

Mrs.  Conley  pointed  out  that  no  matter  how 
pretty  a particular  shade  of  blonde  hair  is  on 
one  person,  it  may  not  be  on  another.  Com- 
plexion and  hair  must  complement  one  another. 
Treating  the  hair  with  peroxide  most  often  pro- 
duces a harsh  yellow  shade,  particularly  un- 
flattering to  all  but  the  very  young.  Adding 
a hair  dye  of  suitable  shade  in  the  blonde  range 
softens  and  refines  the  harshness  of  peroxide, 
but  the  strain  on  the  hair  is  considerably  in- 
creased when  it  is  subjected  to  two  hair-coloring 
processes,  she  said. 


OPEN  TREATMENT  OF  BURNS 

The  open  method  of  burn  therapy  has  signifi- 
cant advantages,  John  Calvin  Weeter,  M.  D.,  be- 
lieves. He  says  this  method  prevents  maceration 
of  tissues  “with  the  danger  of  subsequent  infec- 
tion.” Also  is  open  therapy,  “the  crust  actually 
amounts  to  a heat-sterilized  patch  of  tanned  skin 
which  acts  as  a protective  barrier  over  the  viable 
tissue  beneath.”  Other  advantages  are  freedom 
from  “cumbersome  dressings  and  freedom  of 
movement.” 

Dr.  Weeter  discusses  in  the  Journal  of  the 
Kentucky  State  Medical  Association  (54:155 
(Feb.)  1956)  his  own  technic  in  treating  both 
third  and  second  degree  burns  with  emphasis  on 
the  necessity  for  early  debridement  and  grafting. 

In  preparation  for  grafting,  he  recommends 
that  the  open  wound  be  covered  with  fine  mesh 
gauge  impregnated  with  Furacin  Soluble  Dress- 
ing (Eaton)  “because  of  its  inhibiting  effect  on 
the  common  bacterial  skin  contaminants.”  In 
reference  to  donorsite  care,  he  says  that  an  ef- 
fective method  “is  the  application  of  Furacin 
impregnated  fine  mesh  gauge  placed  next  to  the 
open  wound.” 

Dr.  Weeter  is  from  Louisville,  Ky. 


POTASSIUM  AMINOSALICYLATE 

Five  out  of  six  tuberculosis  patients  intolerant 
to  paraaminosalicylic  acid  (PAS)  or  its  sodium 
salt  are  able  to  take  the  potassium  salt  now  being 
marketed  by  Eli  Lilly  and  Company  as  Pulvules 
‘Paskate’  (Potassium  Aminosalicylate,  Lilly). 

The  new  form  of  this  therapy  thus  enables  as 
high  as  94  percent  of  all  tuberculosis  patients  to 
take  it  without  the  extreme  nausea,  vomiting, 
and  diarrhea  that  limit  the  usefulness  of  PAS  in 
its  other  forms. 

Clinical  tests  show  that  because  of  its  greater 
solubility  ‘Paskate’  gives  higher  blood  concentra- 
tions of  PAS  than  equal  doses  of  sodium  PAS. 
Also,  ‘Paskate’  contains  no  water  or  hydration 
and,  hence,  provides,  gram  for  gram,  11  percent 
more  PAS  for  absorption  than  does  NaPAS. 
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WOMAN'S  AUXILIARY  TO  THE  LOUISIANA  STATE  MEDICAL  SOCIETY 


A MESSAGE  FROM  THE  AUXILIARY 
CONSULTANT 

Mrs.  Arthur  A.  Herold,  Sr. 

I would  like  to  tell  you  a few  facts  about  your 
National  Auxiliary.  I say  “Your”  advisedly,  for 
it  depends  upon  you  as  to  whether  or  not  your 
National  Organization  will  be  successful  with  its 
program.  Your  National  Auxiliary  has  gained 
world  wide  recognition  and  it  is  now  considered 
one  of  the  most  influential  of  the  various  women’s 
organizations.  National  can  only  plan  programs 
and  projects;  it  is,  however,  the  State  and  Parish 
organizations  that  must  put  these  into  effect. 

Our  National  Auxiliary  now  has  a membership 
of  over  72,000,  but  the  A.  M.  A.  has  a member- 
ship of  well  over  122,000.  This  is  a fertile  field 
for  those  of  you  who  have  organizational  ability. 
It  is  not  only  important  to  contact  the  wives  of 
practicing  physicians,  but  also  the  wives  of  resi- 
dents and  interns.  We  should  begin  early  to  in- 
doctrinate these  women  with  the  feeling  that  it 
is  a privilege  to  belong  to  our  groups.  It  is  a 
select  group,  for  in  order  to  be  eligible  for  mem- 
bership, one  has  to  be  the  wife  or  widow  of  a 
physician.  Explain  to  these  prospective  members 
that  their  husbands,  by  virtue  of  their  profes- 
sion, occupy  a position  in  their  community  un- 
equaled by  that  of  any  other  group;  therefore, 
the  day  they  become  the  wives  of  physicians  they 
came  more  or  less  into  the  lime  light,  and  what 
they  do  and  say  may  have  pleasant  or  unpleasant 
repercussions  on  the  parent  organization  as  well 
as  on  their  own. 


This  year,  National  is  stressing  the  needs  of 
the  medical  schools.  The  Special  Committee  to 
promote  this  program  is  called,  as  you  know,  the 
American  Medical  Education  Foundation.  This 
committee  needs  you  to  make  the  lay  public  real- 
ize how  necessary  it  is  to  support  the  medical 
schools  in  order  to  prevent  the  federal  govern- 
ment from  assuming  the  responsibility.  The 
nurse  recruitment  program  is  very  important  and 
should  be  enlarged  to  include  occupational  thera- 
pists, medical  technologists,  medical  social  work- 
ers and  physical  therapists.  There  is  an  alarming 
shortage  in  all  of  these  fields.  Of  course,  there 
is  always  the  legislative  program  that  needs  care- 
ful study  so  that  we  may  be  able  to  correctly  in- 
terpret it  to  the  general  public. 

Keep  your  national  organization  informed  of 
all  your  activities;  National  is  interested  and 
eager  to  know  what  you  are  doing.  If  you  do 
this,  you  may  also  help  her  to  pass  on  to  other 
auxiliaries  worthwhile  experiences  as  well  as  valu- 
able information. 

As  all  of  you  know,  the  Auxiliary  on  all  levels 
is  dear  to  me  and  please  believe  me  when  I say 
everyone  of  you  is  important  to  the  medical  aux- 
iliaries; they  need  you  and  want  you  as  active 
members  not  as  idle  by-standers. 

Note:  Mrs.  Herold  is  also  Parliamentarian  for 
The  Woman’s  Auxiliary  to  the  American  Medical 
Association. 

Mrs.  Mildred  G.  Carter, 
Publicity  Chairman,  Woman’s 
Auxiliary  to  the  LSMS 
Courtesy  of:  News  and  Views 


BOOK  REVIEWS 


Vaginal  Hysterectomy,  Indications,  Technique  and 
Complications ; by  Laman  A.  Gray,  M.  D.,  Spring- 
field,  Illinois,  Charles  C Thomas,  1954,  Pp.  137, 
Price  $4.75. 

The  author  introduces  the  book  as  written  for 
the  operator  who  undertakes  vaginal  hysterectomy 
at  intervals  but  does  not  do  so  many  that  he  is 
an  expert. 

The  various  sections  deal  with  the  history  of  de- 
velopment of  vaginal  hysterectomy,  indications, 
preoperative  preparation,  postoperative  care,  com- 
plications, and  a long  list  of  references. 

Adolph  Jacobs,  M.  D. 


The  Practice  of  Dynamic  Psychiatry ; by  Jules  H. 

Masserman,  M.  D.,  Philadelphia,  Pa.,  W.  B. 

Saunders  Co.,  1955,  Pp.  790,  Price  $12.00. 

This  massive  book  is  written  in  Dr.  Masser- 
man’s  facile,  literary  style  which  matches  well  his 
goal  of  expressing  in  one  volume  the  psychiatric 
interview,  the  syndromes  of  behavior  disorder,  the 
clinical  aspects  of  psychiatry  vis  a vis  the  jurist, 


etc.,  and  clinical  therapy.  He  covers  a vast  num- 
ber of  ancillary  and  corailary  topics  copiously  il- 
lustrated by  cases. 

This  is  a text  serving  primarily  the  psychiatrist, 
in  training  and  in  practice,  but  the  excellent 
chapters  on  the  psychiatric  examination,  tech- 
niques of  history  taking  and  the  mental  status 
examination  might  be  of  interest  to  the  general 
practitioner.  It  can  certainly  be  recommended  as 
a reference  book  of  high  value.  The  bibliography 
itself  is  quite  valuable. 

Irvin  A.  Kraft,  M.  D. 


PUBLICATIONS  RECEIVED 

Paul  B.  Hoeber,  Inc.,  N.  Y. : Diagnosis  and 
Treatment  of  Peripheral  Vascular  Disorders,  by 
David  I.  Abramson,  M.  D. 

Charles  C Thomas,  Publisher,  Springfield,  111. : 
Ulcers  of  the  Legs,  by  P.  Piulachs,  Chief  Pro- 
fessor Surgeon  in  the  Faculty  of  Medicine  of 
Barcelona,  (dedicated  to  Dr.  Rudolph  Matas); 
Natural  Childbirth,  by  H.  B.  Atlee,  M.  D. 


ADVERTISEMENT  DEPARTMENT 
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CORRECTS  MOST  TYPES  OF  CONSTIPATION 


Metamucif 
Blends  with  the 


Intestinal  Contents, 
Soothes  the  Mucosa 


Metamucil  is  highly  refined ; 
it  stimulates  the  bowel 
musculature,  not  the  mucosa. 


When  you  specify  Metamucil  in  con- 
stipation management  you  are  select- 
ing a product  which  has  been  made  at 
least  99.6  per  cent  pure  through  a 
complete  process  of  refinement. 

All  possible  irritants  (rough  parts 
of  the  psyllium  seed,  undesirable  oils 
and  similar  materials)  are  discarded 
during  the  refining  process.  A rela- 
tively small  quantity  of  purified  mu- 
cilloid  powder  is  the  result.  To  this  is 
added  an  equal  weight  of  pure  anhy- 
drous dextrose  to  insure  complete  dis- 
persion in  the  colon. 

Such  meticulous  preparation  as- 
sures that  only  the  bulk-producing 
mucilloid  portion  of  the  psyllium 
seed  remains  and  that  Metamucil  will 
act  as  a purely  “physiologic”  con- 
stipation corrective,  providing  bland 
distention  to  stimulate  the  bowel 
muscularis. 

The  Metamucil  mixture  (formed  by 
adding  water  to  Metamucil)  elicits 
gentle  colonic  reflex  peristalsis.  Evac- 
uations are  normally  formed  and  are 
not  irritating.  The  bowel  stimulation 
imparted  by  Metamucil  is  only  suffi- 
cient to  clear  the  colon  of  its  contents; 
patients  are  not  annoyed  by  the  re- 


peated diarrheal  evacuations  that  re- 
sult from  mucosal  irritation  by  drastic 
cathartics. 

The  blandness  of  Metamucil  makes 
it  an  ideal  choice  for  constipation  as- 
sociated with  a soft  diet,  constipation 
of  pregnancy  and  in  the  aged  and  as 
an  aid  in  reestablishing  normal  bowel 
habit  after  anorectal  surgery.  Daily 
use  of  Metamucil  for  a limited  time 
will  often  return  an  atonic  colon  to 
normal  function. 

Metamucil®  is  the  highly  refined 
mucilloid  of  Plantago  ovata  (50%), 
a seed  of  the  psyllium  group,  com- 
bined with  dextrose  (50%)  as  a dis- 
persing agent.  It  is  supplied  in  con- 
tainers of  1 pound— also  4 ounces  and 
8 ounces. 

G.  D.  Searle  & Co.,  Chicago  80, 
Illinois,  Research  in  the  Service  of 
Medicine. 
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Tetracycline  Lederle 

in  the  treatment  of 

respiratory  infections 

January  and  his  associates1  have  written  on  the 
use  of  tetracycline  (Achromycin)  to  treat  118 
patients  having  various  infections,  most  of  them 
respiratory,  including  acute  pharyngitis  and 
tonsillitis,  otitis  media,  sinusitis,  acute  and 
chronic  bronchitis,  asthmatic  bronchitis,  bron- 
chiectasis, bronchial  pneumonia,  and  lobar 
pneumonia.  Response  was  judged  good  or 
satisfactory  in  more  than  84%  of  the  total  cases. 

Each  month  there  are  more  and  more  reports 
like  this  in  the  literature,  documenting  the 
great  worth  and  versatility  of  Achromycin. 
This  antibiotic  is  unsurpassed  in  range  of  effec- 
tiveness. It  provides  rapid  penetration,  prompt 
control.  Side  effects,  if  any,  are  usually  negligible. 

No  matter  what  your  field  or  specialty. 
Achromycin  can  be  of  service  to  you.  For  your 
convenience  and  the  patient’s  comfort,  Lederle 
offers  a full  line  of  dosage  forms,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vitamins. 
Attacks  the  infection — defends  the  patient — 
hastens  normal  recovery.  For  severe  or  pro- 
longed illness.  Stress  formula  as  suggested  by 
the  National  Research  Council.  Offered  in 
Capsules  of  250  mg.  and  in  an  Oral  Suspension, 
125  mg.  per  5 cc.  teaspoonful. 

For  more  rapid  and  complete  absorption. 
Hj  Offered  only  by  Lederle ! 

filled  sealed  capsules 


1 January t H.  L.  et  al:  Clinical  experience  with  tetracycline. 
Antibiotics  Annual  1954-55,  p.  C25. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER,  NEW  YORK 


• REQ.  U.  S.  PAT.  OFF. 


PHOTO  DATA:  8X10  VIEW  CAMERA — WIDE  ANGLE  LENS, 
F.32,  l/lO  SEC.,  FLOODS  AND  SPOTS,  ROYAL  PAN  FILM. 
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HERE’S  WHY  SO  MANY  DOCTORS 
* NOW  SMOKE  AND  RECOMMEND 


Viceroy 


Microscopic  analysis 
shows  the 
■»  Viceroy  tip  has  . . . 


^'CERo, 


Brand  ( 


Viceroy 


Jr 


Twice  as  Many  Filters 

AS  THE  OTHER  TWO  LARGEST-SELLING  FILTER  BRANDS 

For  the  Smoothest  Taste  in  Smoking! 


VICEROY’S  EXCLUSIVE  FILTER  IS  MADE  FROM  PURE  CELLULOSE-SOFT,  SNOW-WHITE,  NATURAL! 


KING-SIZE 


P H M DA  DC  I H0W  MANY  FILTERS IN  Y0UR  FILTER  TIP? 

U U IYI  I A 11  U l (REMEMBER-THE  MORE  FILTERS  THE  SMOOTHER  THE  TASTE!) 


Brand  B 


Viceroy 

filter  ^ ip 

CIGARETTES 


Upjohn 


Rheumatoid  arthritis, 
rheumatic  fever, 
intractable  asthma, 
allergies . . . 


Supplied: 

5 mg.  tablets  in  bottles  of  50 
10  mg.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  500 

•REGISTERED  TRADEMARK  FOR  THE  UPJOHN 
BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 

The  Upjohn  Company,  Kalamazoo,  Michigan 
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HOW  VAGISEC  LIQUID 

PEN  ETRATES 


RECESSES  OF  VAGINA 
AND  EXPLODES 
TRICHOMONADS 
OFTEN  MISSED 

Too  often  an  ordinary  trichomonacide  fails  to 
cure  vaginal  trichomoniasis  because  it  has  little 
or  no  effect  on  parasites  that  are  not  on  the  surface.1 
Trichomonads  burrowed  deeply  into  the  roughened 
mucosa  survive  and  set  up  new  foci  of  infection.  In 
fact,  even  a few  hidden  trichomonads  remaining 
after  treatment  can  cause  acute  exacerbations.  With 
Vagisec®  liquid  and  jelly  you  can  overcome  this 
most  troublesome  problem. 

Penetrates  thoroughly  — This  new  and  unique  trich- 
omonacide spreads  out  and  wets  the  entire  vaginal 
surface.  It  rapidly  dissolves  mucinous  materials,  fats 
and  blood  clots.1  It  penetrates  the  cellular  debris  that 
lines  the  vaginal  walls  and  shields  the  parasites, 
reaching  trichomonads  deep  in  their  hiding  places. 
Explodes  trichomonads  — Vagisec  liquid  actually  ex- 
plodes trichomonads  within  15  seconds  after  douche 
contact.2  Two  surface-acting  agents  and  one  chelat- 
ing agent  combine  to  weaken  the  cell  membrane, 
to  remove  the  waxes  and  lipids,  and  to  denature  the 
protein.  With  its  cell  wall  destroyed,  the  parasite  im- 
bibes water,  swells  and  explodes.  All  this  occurs  within 
15  seconds.  Only  scattered  fragments  remain. 

Proves  highly  effective  — With  the  Davis  techniquet 
you  can  now  rid  patients  of  “trich,”  even  cases  that 
have  resisted  other  treatment.  Vagisec  liquid  was 
developed  as  “Carlendacide,”  by  Dr.  Carl  Henry 
Davis,  M.D.,  noted  gynecologist  and  author,  and 
C.  G.  Grand,  research  physiologist.1  Clinical  trials 
by  more  than  1 50  physicians  show  better  than  90  per 
cent  success.3 

Use  liquid  and  jelly— In  the  Davis  technique,  Vagisec 
liquid  is  used  in  office  therapy.  At  the  same  time, 
liquid  and  jelly  are  prescribed  for  home  use.  They  are 
well  tolerated,  leave  no  messy  discharge  or  stain. 
Office  treatment  — Expose  vagina  with  speculum  and 
wipe  walls  dry  with  cotton  balls.  Then  wash  thor- 
oughly with  a 1:100  dilution  of  Vagisec  liquid.  Re- 
move excess  fluid  with  cotton  balls.  Dr.  Davis 
recommends  six  treatments. 

Tiome  treatment— Patient  douches  with  Vagisec  liquid 
every  night  or  morning  and  then  inserts  Vagisec  jelly. 
Home  treatment  is  continued  through  two  menstrual 
periods,  but  omitted  on  office  treatment  days.  Douch- 
ing contraindicated  in  pregnancy. 


Photomicrograph  of  section  of 
epithelium  of  normal  vaginal 
mucosa,  enlarged  750  times,  shows 
uneven  surface  where  trichomonads 
hide.  Vagisec  penelmles  surface 
and  explodes  organisms  in 
bard  to-reacb  areas. 


One  course  of  treatment  — “If  the  treatment  has  been 
accomplished  as  directed,”  the  patient  “will  have  no 
flagellates  provided  the  infection  was  limited  to  the 
vaginal  canal ...  A few  women  have  infected  cervical, 
vestibular  or  urethral  glands  and  require  other  types 
of  treatment.”4  Continued  douching  with  Vagisec 
liquid  two  or  three  times  each  week  for  eight  to 
twelve  weeks  helps  prevent  re-infection. 

Prevents  coital  re  infection  — Infected  husbands  are 
“.  . . a potential  source  of  re-infection  in  wives  suc- 
cessfully treated.”5  Prescribe  for  your  patients  the 
protection  afforded  by  Schmid  high  quality  prophylac- 
tics. Specify  the  superior  RAMSES®  rubber  prophy- 
lactic, transparent,  tissue-thin,  yet  strong.  If  there  is 
anxiety  that  rubber  might  dull  sensation,  prescribe 
XXXX  (fourex)  ® prophylactic  skins,  of  natural 
animal  membrane,  pre-moistened. 

Active  ingredients  in  Vagisec  liquid:  Polyoxyethylene  nonyl 
phenol,  Sodium  ethylene  diamine  tetra  acetate,  Sodium  dioctyl 
sulfosuccinate.  In  addition,  Vagisec  jelly  contains  Boric  acid, 
Alcohol  5%  by  weight. 

References:  1.  Davis,  C.  H.,  and  Grand,  C.  G. : Am.  J. 
Obst.  & Gynec.  68:559  (Aug.)  1954.  2.  Davis,  C.  H.:  J.A.M.A. 
157:126  (Jan.  8)  1955.  3.  Davis,  C.  H.:  West.  J.  Surg.  63:53 
(Feb.)  1955.  4.  Davis,  C.  H.  (Ed.):  Gynecology  and  Obstetrics 
(revision),  Hagerstown,  W.  F.  Prior,  1955,  vol.  3,  chap.  7,  pp. 
23-33.  5.  Lanceley,  F.,  and  McEntegart,  M.  C.:  Lancet  1:668 
(Apr.  4)  1953. 

JULIUS  SCHMID,  inc. 

gynecological  division 
423  West  55th  Street,  New  York  19,  N.  Y. 

Vagisec.  RAMSES  and  XXXX  (fourex)  are 
registered  trade-marks  of  Julius  Schmid,  Inc. 
fPat.  App.  for 


AND  MORE  CONSISTENT  ABSORPTION 


"Because  of  the  better  and  more  consistent 
absorption  of  penicillin  V from  the  intes- 
tinal tract , it  would  appear  that  this  type  of 
penicillin  is  preferable  to  penicillin  G when 
oral  administration  is  to  be  used.”1 


1.  Martin,  W.  J.,  et  al.:  J.A.M.A.  160: 928  (March  17) 
1956. 


Pen  • Vee  • Oral  and  Pen  • Vee  Suspension 
permit  new  dependability  in  oral-peni- 
cillin therapy— dependable  stability  in 
gastric  acid,  dependable  and  optimal 
absorption  in  the  duodenum.  "Not  being 
destroyed  by  acid  in  the  stomach,  as  is 
penicillin  G,  penicillin  V remains  avail- 
able in  larger  amounts  for  absorption.”1 


Pen* Vee* Ora/  is  Penicillin  V,  Crystalline  (Phenoxymethyl  Penicillin) 
Pen* Vee  Suspension  is  Benzathine  Penicillin  V Oral  Suspension 


<1 


Philadelphia  1.  Pa 
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TIMBERLAWN  SANITARIUM 


For 

Nervous  and  Mental  Diseases 

Phone  Fairdale  2678  DALLAS  1,  TEXAS  P.  0.  Box  1769 

★ ★ 

Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational  ther- 
apy. All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 

THE  STAFF 

Guy  F.  Witt,  M.D.,  Medical  Director  Howard  M.  Burkett,  M.D.,  Associate  Psychiatrist 

Perry  C.  Talkington,  M.D.  ) _ _.  James  K.  Peden,  M.D.,  Associate  Psychiatrist 

Chas.  L.  Bloss,  M.D.  ) ° irec  °ri  Fred  H.  Jordan,  M.D.,  Resident  Psychiatrist 

Mrs.  Anne  Gilcrease,  R.N.,  Director  of  Nurses 
Ralph  M.  Barnette,  Jr.,  Business  Manager 
Miss  Geraldine  Skinner,  Director  of  Occupational  Therapy 


Shoe  Last  designed 
to  the  shape 
of  average 
normal  foot* 


• Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 


• Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 


• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet , " The  Preservation  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot." 


Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 


organomercurial  diuretics 
..permit  ingestion  of 
enough  salt  to  make  food 
palatable;  without  them, 
many  patients  would  lose 
their  appetites,  a conse- 
quence of  the  salt-free  diet 
which  has  occasionally  been 
known  to  cause  serious 
malnutrition. y/% 


^Modell,  W. : The  Relief  of  Symptoms,  Phil- 
adelphia, W.  B.  Saunders  Company,  1955, 
pp.  265-266. 
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py  as  good  as  it  tastes! 

TETRABON 

BRAND  OF  TETRACYCLINE  homogenized  mixture 

125  mg.  tetracycline  per  5 cc. 
teaspoonful.  Bottles  of  2 fl.  oz. 
and  1 pint,  packaged  ready  to 
use  (no  reconstitution  required). 
Readily  accepted  delightfully 
different  fruit  flavor  . . . 

Rapidly  absorbed  fine  particle 
dispersion— therapeutic  blood 
levels  within  one  hour  . . . 

Quickly  effective  well-tolerated 
tetracycline  for  prompt  control 
of  a wide  range  of  infections. 

‘Trademark 

Pfizer  Laboratories 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.Y. 
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WITH 


Demerol 

ToJM 


W"- 

for  more  efficient  ^ 

CONTROL  OF  fttlH 

Each  tablet  contains:  Aspirin  200  mg.  (3  grains) 

Phenacetin  150  mg.  ( 214  grains) 

Caffeine  30  mg.  (14  grain) 

Demerol  hydrochloride  30  mg.  (14  grain) 

Average  Adult  Dose:  1 or  2 tablets 

repeated  in  three  or  four  hours  as  needed. 

Bottles  of  100  tablets.  Narcotic  blank  required. 

"Such  a combination  has  proven  clinically  to  be  far 
more  effective  and  no  more  toxic  than  equivalent 
doses  of  any  of  these  used  singly.  " * 

U|l  LABORATORIES 

Vv  I NEW  YORK  18,  N.  Y. 

*Bonica,  J.J.;  and  Backup,  P.H.:  Northwest  Med.,  54:22,  Jan.  1955. 

Demerol,  trademark  reg.  U.  S.  Pat.  Off.,  brand  of  meperidine. 
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cardiac  patients  have 
fewer  side  effects 
with  diuresis  produced 
by  localized  renal  action 


1 

PATIENTS  IN  FAILURE  NEED  AN  ORGANOMERCURIAL 

When  acidosis  is  the  diuretic  mechanism,  as  with  the  carbonic  anhydrase  inhibitors 
and  acidifying  salts,  widespread  effects  on  many  organs  can  be  anticipated. 

In  contrast,  the  dependable  diuresis  produced  by  the  organomercurials— resulting 
from  enzyme  inhibition  localized  in  the  kidney— avoids  these  extrarenal  effects. 


TABLET 

NEOHYDRIN 

BRAND  OF  CHLORM  ERODR1N  (te.3  mg.  of  3-chloromercuri-2-methoxy-propylurea 

EQUIVALENT  TO  lO  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 

a standard  for  initial  control  of  severe  failure 

MERCU HYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


LAKESIDE 


0ZCS6 


With  little  chance  of  error  in  Formula  Preparation 

BAKER’S  MODIFIED  MILK* 


r 

. t*  NVOQ'''eU  -A  provides 
U (Normal  d«i»  ,iqu.d  gSM  \ 


boV.er  • 

— ” \ — ’ V 'l  pa£i. — \ 

______ — - 

— TuX£S!l^^r  '°b'e' 

FirstJiS- ^o\  diW,on  ld  ou<'ce- 

sp°°°  '°  - *'■'■  '* 


arts 

jorts 


Designed  for  all  infant  feeding  from 
birth  to  the  end  of  the  first  year. 
Baker’s  Modified  Milk  is  a time-saver 
for  busy  physicians  and  busy  hospitals. 

Baker’s  Modified  Milk  is  furnished 
gratis  to  all  hospitals  for  your  use. 

*Made  exclusively  from  Grade  A milk  (U.  S. 
Public  Health  Service  Milk  Code)  which  has  been 
modified  by  replacement  of  the  milk  fat  with 
vegetable  and  animal  fats  and  by  the  addition 
of  carbohydrates,  vitamins  and  iron. 


THE  BAKER  LABORATORIES,  INC. 

/di/A  ffimluctd  &xc/uauiety  fifty  tfo  MedicaL  'p/tofizAAlcno 


MAIN  OFFICE:  CLEVELAND  3,  OHIO 


PLANT:  EAST  TROY,  WISCONSIN 


ADVERTISEMENT  DEPARTMENT 


29 


A tranquilizer  well  suited  for  prolonged  therapy 

NO  ORGANIC 
CONTRAINDICATIONS 

reported  to  date 


• well  tolerated,  non-addictive,  essentially  non-toxic 

• no  blood  dyscrasias,  liver  toxicity,  Parkinson -like  syndrome  or  nasal  stuffiness 

• chemically  unrelated  to  chlorpromazine  or  reserpine 

• does  not  produce  significant  depression 

• orally  effective  within  30  minutes  for  a period  of  6 hours 

Indications:  anxiety  and  tension  states,  muscle  spasm. 

Miltowri 

THE  ORIGINAL  MEPROBAMATE 

DISCOVERED  AND  INTRODUCED  by  Wallace  Laboratories,  New  Brunswick,  N.  J. 

2-methyl-2-n-propyl-t,3-propanediol  dicarbamate — U.  S.  Patent  2,724,720 

SUPPLIED:  400  mg.  scored  tablets.  Usual  dose:  1 or  2 tablets  t.i.d. 


Literature  and  Samples  Available  on  Request 
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Orand 


POLYMYXIN  B — BACITRACIN  OINTMENT 


to  (Mem  bjw^-obeo^m  itLm/otf 


For  topical  use:  in  Vi  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  '/•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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Children's  Si; 


ASPIRIN 


.baye* 


48  TABLETS  Q 


1'4GRS.EA. 


The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 


25^  Bottle  of  48  tablets  (lJi  grs.  each). 

We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.  1450  Broadway,  New  York  18,  N.  Y. 
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maximum  efficacy  with  minimum  risk 


Terfonyl 

SQUIBB  METH-D  I A-M  E R SULFONAMIDES 


mg.  per  100  ml. 

V 


BLOOD  LEVELS  IN  MAN  ON  DOSAGE  OF  6 GM.  PER  DAY 


5 . • - — - '■ 

A 



TE 

RFONYl 

SIN 

3LE  “SOLUBLE” 

SULFONAMIDE 

▼ 

DAYS  2 4 6 8 10 


— After  utw.D.. Mode'll  Med.  43.111  (Jen.  IS)  1951 


Terfonyl  is  absorbed  as  well  as  single  “soluble”  sul- 
fonamides, but  is  eliminated  at  a slower  rate.  For  this 
reason,  Terfonyl  blood  levels  are  much  higher. 

In  experimental  infections  (Klebsiella,  Pneumococcus, 
Streptococcus),  Meth-Dia-Mer  sulfonamides  have  been 
shown  to  be  from  three  to  four  times  more  effective 
on  a weight  basis  than  single  “soluble”  sulfonamides. 

Toxicity  is  minimal  because  normal  dosage  provides 
only  one-third  the  normal  amount  of  each  sulfonamide. 
The  body  handles  each  component  as  though  it  were 
present  alone,  although  therapeutic  effects  are  additive. 

Terfonyl  Tablets,  0.5  Gm.,  bottles  of  100  and  1000. 

Terfonyl  Suspension,  0.5  Gm.  per  5 ml.,  pint  bottles. 

0.167  Gm.  each  of  sulfamethazine,  sulfadiazine  and  sulfa- 
merazine  per  tablet  or  per  5 ml.  teaspoonful  of  suspension. 


Squibb 


•TERFONYL'®  IS  A SQUIBB  TRADEMARK 
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The  Geriatric  Diet 
strikes  a happy  balance! 

Your  elderly  patient  may  narrow  down  his  food  range 
to  the  point  where  foods  high  in  protein,  vitamins,  and 
minerals  are  virtually  eliminated.  These  ideas  may  help 
you  show  him  how  to  enjoy  a better-balanced  diet. 

These  are  essential — 

Meat  is  as  important  now  as  ever.  Fish  steaks,  chicken 
parts,  chops,  or  cutlets  can  be  bought  in  small  portions. 
And  adding  skim  milk  powder  to  hamburger  boosts  both 
protein  and  calcium. 

Plenty  of  fruits  and  vegetables  mean  adequate  vitamins 
in  proper  balance.  Chopped  or  strained  vegetables  and 
canned  fruits  are  easy  to  chew.  Salads  need  no  cooking — 
but  a sprig  of  parsley  isn't  enough. 

Be  sure  the  fluid  intake  is  liberal.  And  remind  your 
patient  that  it  need  not  necessarily  be  water. 

These  are  for  fun — 

Good  company  and  a pretty  plate  make  a happy  com- 
bination. But  if  your  patient  eats  alone,  a tray  in  a sunny 
window  makes  all  outdoors  the  guest. 

A one-dish  casserole  gives  free  rein  to  the  imagination 
and  cuts  down  dishwashing.  But  perk  up  flavor  with  spices 
and  herbs. 

A glass  of  beer*  before  dinner  often  leads  to  improved 
appetite.  And  another  glass  at  bedtime  may  induce  a better 
night’s  sleep. 

The  number  of  people  over  60  is  still  on  the  upswing. 
And  with  proper  attention  to  diet,  these  added  years 
can  be  made  more  profitable  and  happy  both  for  the 
elderly  and  their  families. 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 

*Sodium  17  mg,  Calories  104/8  OZ.  glass  (Average  of  American  Beers) 


If  you'd  like  reprints  of  12  special  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 
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EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 

"premarin: 

widely  used 
natural , oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y • Montreal,  Canada 
5645 


T 

is  the  symbol 
of  the 

Standardized 

Tablets 

Quinidine  Sulfate 

Natural 

. 0.2  Gram 
(approx.  3 grains) 
produced  by 

Davies,  Rose  & Co*,  Ltd* 

By  specifying  the  name,  the 
physician  will  be  assured  that  this 
standardized  form  of  Quinidine 
Sulfate  Natural  will  be  dispensed 
to  his  patient, 

{ Clinical  samples  sent  to  physicians 
on  their  request 

KEBxr«a»<)«£yi)CX  •»vrs><>'Ai*><»<3CO< 

Davies„  Rose  & Co*,  Ltd, 
Boston  18,  Mass. 
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Protein  Previews 


«£_  U»*lAVOMj) 


Maintaining  Lean  Body  Mass 
in  the  Edentulous  Geriatric  Patient 


KNOX 


Extensive  loss  of  body  protein  can  occur  in  either 
the  spare  or  obese  geriatric  patient.  But  whatever 
the  patient’s  somatotype,  a decrease  in  lean  body 
mass  is  usually  the  result  of  inadequate  protein 
intake  due  to  poor  dentition,  slowed-down  diges- 
tion and  quite  frequently,  unappetizing  main 
dishes. 

Knox  Gelatine  is  an  excellent  non-residue  pro- 
tein which  is  easy  to  chew  and  readily  digested  and 
assimilated.  As  a vehicle  for  many  foods,  Knox 
Gelatine  brightens  bland  diets,  giving  a new  inter- 
est to  jaded  appetites.  As  a concentrated  protein 
drink,  Knox  Gelatine  supplies  seven  out  of  eight 
essential  amino  acids  and  a majority  of  the  other 
amino  acids  composing  protein. 


Specific  suggestions  on  how  to  use  Knox  Gela- 
tine in  different  types  of  geriatric  diets  are  de- 
scribed in  the  booklets  listed  in  the  coupon  below. 


I - 

■ i 

Chas.  B.  Knox  Gelatine  Company,  Inc. 
a Professional  Service  Department  SJ-18 
! Johnstown,  N.  Y. 


Indicate  number  of  special  diet  booklets  desired 
for  your  patients  opposite  title: 

GERIATRIC REDUCING ! 

■ 

DIABETIC CONVALESCENT J 

YOUR  NAME  AND  ADDRESS 

■ 

■ 

■ 

I 

■ 

■ 

■ 

L • 
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BUTAZOLIDIN 

(phenylbutazone  geigy) 

potent,  specific 
anti-arthritic 

Based  on  an  impressive  background  of  achievement  attained 
over  a period  of  four  years  involving  both  long-term  and 
short-term  therapy  in  all  the  major  forms  of  arthritis, 

Butazolidin  is  recognized  as  one  of  the  most  effective 
anti-arthritic  agents  currently  available. 

relieves  pain 
improves  function 
resolves  inflammation 

Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar 
with  its  use  are  urged  to  send  for  literature  before  prescribing  it. 


GEIGY  PHARMACEUTICALS,  Division  of  Geigy  Chemical  Corporation,  New  York  13,  N.  Y. 


72356 
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. . . part  of  every  illness 

ANXIETY 

is  part  of 

GASTROINTESTINAL 


In  every  patient  . . . 
a valuable  adjunct 
to  the  customary  therapy 

Supplied:  Tablets,  400  mg.,  bottles  of  50. 
Usual  Dose:  1 tablet,  t.i.d. 


•Trademark 


® 

Philadelphia  1,  Pa. 


anti-anxiety  factor  with  muscle-relaxing  action 


(2-methyl-2-n-propyl-l  ,3-propanediol  dicarbamate) 
Licensed  under  U.S.  Patent  No.  2,724,720 


40 


ADVERTISEMENT  DEPARTMENT 


Meat . . . 

and  Its  Place  in  the  Diet  in 
Congestive  Cardiac  Failure 

Meat  has  an  appropriate  place  in  the  moderate- 
protein,  low-sodium,  acid-ash  diet  advocated  in  the  dietary  manage- 
ment of  patients  with  congestive  cardiac  failure.1  When  extreme 
sodium  restriction  is  necessary,  the  meat  allowance  is  regulated 
accordingly. 

Lean  meat  allows  maintenance  of  a positive  nitrogen  balance 
without  excessive  protein  intake,  because  its  amino  acids  match  the 
quantity  and  proportions  needed  for  tissue  synthesis  and  repair. 2.3 
In  the  fresh  state  as  purchased  it  supplies  only  small  amounts  of 
sodium  ranging  from  approximately  50  to  100  mg.  per  100  grams. 
Due  to  its  acid-ash  composition  (equivalent  to  4 to  38  ml.  of  normal 
acid  per  100  grams  of  meat)  it  may  facilitate  diuresis.1 

In  addition  to  these  important  features,  meat  contributes  valu- 
able nutritional  factors  by  virtue  of  its  generous  supply  of  high 
quality  protein,  B vitamins,  and  essential  minerals — iron,  phos- 
phorus, potassium,  and  magnesium. 

Easy  digestibility,  a prime  requisite  of  foods  eaten  by  the  patient 
with  congestive  cardiac  failure,  is  another  outstanding  quality  of 
meat. 


1.  Odel,  H.  M.:  Nutrition  in  Cardiovascular  Disease,  in  Wohl,  M.  G.,  and 
Goodhart,  R.  S.:  Modern  Nutrition  in  Health  and  Disease,  Dietotherapy, 

Philadelphia,  Lea  & Febiger,  1955,  p.  709. 

2.  Berg,  C.  P.:  Utilization  of  Protein,  J.  Agr.  & Food  Chem.  3:515  (July)  1955. 

3.  Best,  C.  H.,  and  Taylor,  N.  B.:  The  Physiological  Basis  of  Medical  Practice, 
ed.  6,  Baltimore,  Williams  & Wilkins,  1955,  p.  638. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office,  Chicago. ..Members  Throughout  the  United  States 
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save  the  cigarette  for  later...  / Time  was  you  had  to  wait  for  a 

local  anesthetic  to  take  hold  / —you  waited,  patient  waited,  nurse 

waited.  Now,  rapid  anesthesia....  Blockain*  works  so  fast  that  clinicians  had  to 
describe  it  as  “immediate”  and  “almost  instantaneous.”  It’s  practically  an  under- 
statement to  call  its  action  “rapid.”  Longer  anesthetic  duration....  Besides  being 
able  to  go  to  work  sooner,  you  can  work  at  an  easier  pace.  Blockain  lasts  long  enough 
so  you  can  proceed  from  incision  to  closure  on  one  injection.  You  finish  up  with  a 
neat  suture  line  undistorted  by  repeated  instillations.  The  patient  leaves  uncom- 
plaining and  comfortable.  Eggr*  A busy  clinician's  experience  with  Blockain  in 
fourteen  cases  of  Colies ' fracture:  A single  2-5  cc.  injection  of  Blockain  into  the 
hematoma  produced  anesthesia  in  an  average  of  3 minutes  15  seconds.  The  average 
duration  of  these  operations,  closed  reductions,  was  25  minutes.  Anesthesia  persisted 
beyond  the  time  required  for  reduction  permitting  splints  to  be  applied,  postreduction 
X-rays  to  be  taken  and  the  patients  sent  home  feeling  comfortable.  BLOCKAIN, 
30  cc.,  0.5%  (5  mg/cc.).  Your  office-ideal  local  anesthetic.  For  additional  information 
write  GEORGE  a.  Breon  & company,  1450  Broadway,  New  York  18,  N.  Y 


*eLOCtCAJN®  BRAND  OF  PROPOXYC  AINE  HYDROCHLORIDE  BREON* 
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our 

FAST  TELETYPE 

SERVICE 

puts  the  world's  finest 
instruments  & equipment 
at  your  command! 

Your  V.  Mueller  representative  puts  you  in  immediate  touch  with  world-wide  resources  for  the  very 
finest  surgical  instruments,  equipment  and  supplies.  Large  local  stocks  are  supplemented  by 
V.  Mueller’s  fast  teletype  service  to  give  you  the  fastest  possible  delivery  . . . highest  quality  . . . 
reasonable  costs. 

Expert  Repair  Service  by  V.  Mueller’s  world  famous  instrument  makers  gives  you  life-like  precision 
and  usefulness  from  your  diagnostic  and  surgical  instruments.  Prompt,  proper  reconditioning  is 
done  at  our  main  plant  with  complete  facilities  for  resharpening  and  replating. 

Instrument  Makers  To  The  Profession  Since  1895. 


Serving 

m 


JfL, 


Urologists 

Orthopedic  Surgeons 
Thoracic  Surgeons 
Otolaryngologists 


Rhinologists 
Neurosurgeons 
Plastic  Surgeons 
Gynecologists 


Ophthalmologists 
Pediatric  Surgeons 
Obstetricians 
General  Practitioners 


UELLER  a CO. 

330  South  Honore  Street 
Chicago  12,  Illinois 

Rochester.  Minn.  • Dallas,  Tex.  • Houston,  Tex. 


Since  1860  A.  S.  Aloe  Company  has  seen  three  gen- 
erations of  physicians  open  their  offices  for  the 
practice  of  medicine,  and  has  always  stood  by  with  a 
helping  hand.  Whether  you  plan  to  begin  practice 
or  re-equip  an  existing  office,  we  can  help  you. 

A National  Institution:  We  have  13  shipping  points 
throughout  the  nation  and  more  than  200  representa- 
tives with  permanent  residences  in  convenient,  nearby 
locations. 

Equipment  Check  Lists.  Cover  everything  required 
to  outfit  your  office,  from  hypodermic 


needles  to  X-ray  machines,  with  both  itemized  and 
total  cost. 

Planning  Service.  Suggested  room  layouts  scaled  to 
size  to  help  you  evaluate  your  needs. 

Tailored  Payment  Plan.  There  are  no  interest  charges 
under  our  regular  “new  office”  extended  payment  plan. 
Location  Service.  Aloe  representatives  know  of  many 
attractive  locations  for  beginning  practice.  A state- 
ment of  your  preferences  will  be  published  to  our 
field  force.  Write  or  see  your  local  representative 
for  complete  details. 


A.  S.  ALOE  CO^'l'P A-IVY  of  Louisiana  1425  Tulane  Ave.,  New  Orleans  12,  La. 

ST  LOUIS  LOS  ANGELES  SAN  FRANCISCO  SEATTLE  MINNEAPOLIS 

KANSAS  CITY  DALLAS  ATLANTA  WASHINGTON.  D.  C. 
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LANOXIN 


brand 


DIGOX 

formerly  known  as  Digoxin  ‘B.  W.  & Co 


The  new  name  has  been  adopted 
to  make  easier  for  everyone 

the  distinction  between 

Digoxin  and  Digitoxin. 


Now  sitnp.y  write:  ^ ^ ^ ^ 


to  provide  the  unchanging  safety  and  predictability  afforded  by  tbe 
uniform  potency,  uniform  absorption,  brief  latent  period  and  optimum 
rate  of  elimination  of  this  crystalline  glycoside. 


Tablets: 
Elixir  Pediatric: 
Ampuls: 


0.25  mg.  (white)  and  0.5  mg.  (green) 
0.05  mg.  in  each  cc. 

0.5  mg.  in  2 cc. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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MONODRAI>™  MEBARAL 


ANTICHOLINERGIC  • SEDATIVE 

in  peptic  ulcer  management 

• relieves  pain  promptly  • promotes  healing 

• reduces  tension  safely  • maintains  anacidity  for  hours 

• tranquilizes  without  dulling  • controls  hyperactivity  of 

. We||  tolerated  upper  gastro-intestinal  tract 

Monodr al  with  Mebaral — the  “psycho vis- 
ceral stabilizer’’ — provides  for  patients  with  ulcer 
and  gastro-intestinal  spasm  an  effective  barrier 
against  the  impact  of  environmental  stimuli  . . . 
controls  gastric  hypersecretion  and  hypermotility 
for  three  and  one  half  to  five  hours.* 

each  tablet  contains:  dosage:  1 or  2 tablets  three  or 

Monodral  bromide 5 mg.  four  times  daily. 

Mebaral 32  mg.  Available  on  prescription  only. 

Bottles  of  100  tablets. 

Laboratories  New  York  18,  N.  Y. 

Monodral  (brand  of  penthienate)  and  Mebaral  (brand  of  mephobarbital),  trade- 
marks reg.  U.  S.  Pat.  Off. 

*Re/erences  and  clinical  trial  supplies  available  on  request. 


FOUR  HUNDRED  DOLLAR  PRIZE 

THE  LOUISIANA  DIVISION 
OF 

THE  AMERICAN  COLLEGE  OF  SURGEONS 
INVITES 

ALL  APPROVED  RESIDENTS  OF  LOUISIANA  HOSPITALS 
TO  COMPETE  IN 
A SURGICAL  ESSAY  CONTEST 

Four  hundred  dollars  will  be  awarded  to  the  author 
of  the  best  acceptable  essay  on  a surgical  topic. 

For  rules  and  conditions — see  your  hospital  director  or 
write  to  Essay  Committee 

1441  Delachaise  St. 

New  Orleans,  La. 

Contest  closes  December  31,  1956 


POSTGRADUATE  COURSES-1 956-1 957 

DIAGNOSTIC  RADIOLOGY 
Dr.  Joseph  N.  Ane,  Chairman 
November  8-9,  1956 

A program  planned  particularly  for  physicians  with 
general  interests  will  cover  diagnostic  interpretation 
of  roentgenograms  of  the  cardio-pulmonary  system 
and  bones  of  adults  and  children.  Protection  from 
irradiation  and  roentgentherapy  also  will  be  discussed. 

ELECTROCARDIOGRAPHY 
Dr.  George  E.  Burch,  Chairman 
December  3 • 14,  1956 

This  course,  limited  entirely  to  electrocardiography, 
has  been  designed  primarily  for  beginners  in  the  field 
and  includes  the  study  of  vectocardiography.  Con- 
siderable time  is  devoted  to  the  practice  reading  of 
tracings. 

OCULAR  PATHOLOGY 
Dr.  James  H.  Allen,  Chairman 
December  3 - 8,  1956 

An  intensive  program  of  lectures  and  demonstra- 
tions including  the  study  of  microscopic  sections  of 
ocular  pathology  each  afternoon.  Registrants  must 
bring  their  own  microscopes  and  substage  lamps. 
Course  limited  to  12  registrants. 

For  additional  information  write: 

Director  of  Graduate  Medicine 
Tulane  University  School  of  Medicine 
1430  Tulane  Avenue 
New  Orleans  12,  Louisiana 
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NEW  CONCEPT  IN  URINE-SUGAR  TESTING 


TRADEMARK 


REAGENT  STRIPS 


specific  enzyme  test  for  urine  glucose 


just  dip 


and  read 


complete  specificity . . . unaffected  by  non- 
glucose reducing  substances ...  differenti- 
ates glucose  from  other  urine-sugars... 
thousands  of  tests  reveal  no  substance 
causing  a false  positive. 

extreme  sensitivity .. . detects  glucose  con- 
centrations of  0.1  % or  less. 

utmost  simplicity  and  convenience ...  a 

Clinistix  Reagent  Strip  moistened  with 
urine  turns  blue  when  glucose  is  present. 

qualitative  accuracy. . . used  whenever 

AMES  COMPANY,  If 

Ames  Company  of  Canada,  Ltd.,  Toronto 


presence  or  absence  of  glucose  must  be 
determined  rapidly  and  frequently. 
Clinistix  does  not  attempt  to  give  quan- 
titative results  because  so  many  factors  in 
urine  influence  enzyme  reactions. 

economy  ...Clinistix  saves  time  and 
cuts  costs... each  strip  is  a complete  test 
rapidly  performed  without  reagents  and 
equipment. 

available:  Packets  of  30  Clinistix  Re- 
agent Strips  in  cartons  of  12  — No.  2830. 

C • ELKHART,  INDIANA 


133S6 
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MEDICAL  BOOKS 

RADIUM 

Of  All  Publishers 

(including  Radium  Applicators) 

Any  book  on  Medicine,  Surgery,  and 

For  All  Medical  Purposes 

Nursing 

Est.  1919 

J.  A.  MAJORS  COMPANY 

Quincy  X-Ray  & Radium  Laboratories 

1301  Tulane  Ave. 

(Owned  and  Directed  by  a Physician-Radiologist) 

NEW  ORLEANS  12,  LA. 

HAROLD  SWANBERG,  B.S.,  M.  D.,  Director 

Catalogs  cheerfully  sent  upon  request 

W.  C.  U.  Bldg.,  Quincy,  Illinois 

INDEX  TO  ADVERTISERS 


Abbott  Laboratories  12,  13 

A.  S.  Aloe  Company  42 

American  College  of  Surgeons  44 

American  Meat  Institute  40 

Ames  Company,  Inc 45 

Ayerst  Laboratories  36 
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George  A.  Breon  & Co.  41 

Brown  & Williamson  Tobacco  Corporation 20 

Browne-McHardy  Clinic  6 
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Dreamland  Inn  3 
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The  Earle  Johnson  Sanatorium  3 

Katz  & Besthoff,  Ltd 3 

Charles  B.  Knox  Gelatine  Co.,  Inc 37 

Lakeside  Laboratories  3,  24,  27 


Lederle  Laboratories  9,  18,  19 

Eli  Lilly  & Company  Front  Cover  & 16 

Louisiana  Coca-Cola  Bottling  Co.  . . 1 

Louisiana  Pathology  Society  10 

J.  A.  Majors  Company  46 

Merck  Sharp  & Dohme  30,  31 

V.  Mueller  & Co 42 

Parke,  Davis  & Company  4,  5 

Peacock  Surgical  Co.,  Inc 6 

Pfizer  Labs.,  Div.  Chas.  Pfizer  & Co.  25 

Professional  Cards  47,  48 

Quincy  X-Ray  & Radium  Laboratories 46 

Schering  Corporation  Facing  page  2;  8 

Facing  page  8;  14,  15 


Julius  Schmid,  Inc 22 

G.  D.  Searle  & Company  17 

Smith,  Kline  & French  Laboratories.  Back  Cover 

E.  R.  Squibb  & Sons  34 

Timberlawn  Sanitarium  24 

United  States  Brewers  Foundation,  Inc 35 

Upjohn  Company  21 

Wallace  Laboratories  29 

Winthrop  Laboratories,  Inc.  26,  44 

Wyeth  Laboratories,  Inc.  7,  11,  23,  39 
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PROFESSIONAL  CARDS 


The  Baton  Rouge  Clinic 

134  North  19th  St.  Telephone  8-5361 

Internal  Medicine 

Cheney  Joseph,  M.  D. 

Charles  Prosser,  M.  D. 

Roger  J.  Reynolds,  M.  D. 

Obstetrics  & Gynecology 
Melvin  Schudmak,  M.  D. 

J.  P.  Griffon,  M.  D. 


Ear,  Nose  & Throat 
Gerald  Joseph,  M.  D. 


Eye 

Dalton  S.  Oliver,  M.  D. 


Urology 

Mortimer  Silvey,  M.  D. 


Surgery 

Joseph  Sabatier,  M.  D. 
Charles  Mosely,  M.  D. 


SELLERS  AND  SANDERS  CLINIC 

4414  Magnolia  Street 

New  Orleans 

Gynecology  and  Obstetrics 

Surgery 

Dr.  Thomas  Benton  Sellers 

Dr.  John  T.  Sanders 

Dr.  Simon  V.  Ward 

Dr.  Charles  R.  Walters 

Dr.  Julius  T.  Davis 

Green 

Clinic 

709  South  Vienna  Street 

Ruston,  Louisiana 

Surgery 

Radiology 

Marvin  T.  Green,  M.D. 

M.  Ragan  Green,  M.D. 

LaMoyne  C.  Bleich,  M.D. 

Internal  Medicine 

Henry  S.  Roane,  M.D. 

Obstetrics  and  Gynecology 

Robert  W.  Sharp,  M.  D. 

Carl  L.  Langford,  M.D. 

Joe  L.  Smith,  Jr.,  M.D. 

David  M.  Hall,  M.D. 

Dentistry 

L.  Felton  Green,  D.D.S. 

Pediatrics 

Benjamin  C.  Baugh,  D.D. 

Bruce  W.  Everist,  M.D. 

Eye,  Ear,  Nose  and  Throat 

0.  Wharton  Brown,  Jr.,  M.D. 

Harold  H.  Harms,  M.D. 

DR.  IRVING  A.  LEVIN 

DR.  R.  ROSS,  JR. 

ANORECTAL  AND  COLON  DISEASES 

SKIN  DISEASES 

3424  Prytania  Street  TW.  5-2043 

New  Orleans,  La. 

802  Pere  Marquette  Bldg.  CA.  0202 

DR.  EUGENE  L.  WENK 

DR.  RICHARD  W.  VINCENT 

GERIATRICS 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

206  Physicians  & Surgeons  Bldg. 

1320  ALINE  STREET 

SHREVEPORT,  LA. 

TWinbrook  5-4561 
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PROFESSIONAL  CARDS 

DR.  NATHAN  H.  POLMER 

Physical  Medicine Rehabilitation 

2209  Carondelet  St. 

2-5  P.  M. 

Off.:  CA  0171  Res.:  CA  3946 

BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
CAnal  7697  By  Appointment 

DR.  B.  G.  EFRON 
DR.  STANLEY  COHEN 

ASTHMA,  HAY  FEVER,  AND  OTHER 
ALLERGIC  DISEASES 

1441  Delachaise  Street  New  Orleans 

THE  OWENS  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  Street 
New  Orleans  13,  Louisiana 
Telephone:  CAnal  0106 

DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  TW.  1-4094 

New  Orleans 

JAMES  W.  BURKS,  JR.,  M.  D. 

for 

DISEASES  OF  THE  SKIN 
SCAR  REMOVAL  BY  ABRASION 

925  Maison  Blanche  Bldg. 

New  Orleans  16,  La. 

RA.  4629 

DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Blanche  Building 
RA.  0873  By  Appointment 

KENNETH  A.  RITTER,  M.  D. 
ROBERT  G.  HEAD,  M.  D. 

Psychiatry  and  Neurology 
8211  Apricot  Street 
New  Orleans 

WA.  2324  By  Appointment 

J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  TW.  5-6681 

FRANK  H.  MAREK,  M.  D. 
Radiologist 

2204  So.  Ryan  Street  Lake  Charles,  La. 

Phone  4071  or  6-9242 

Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 

DR.  C.  S.  HOLBROOK 

PRACTICE  LIMITED  TO  NERVOUS 
AND  MENTAL  DISEASES 

Hours:  10  to  12,  by  Appointment 
Office:  3431  Prytsnia  Street 
Opposite  Touro  Infirmary 

DR.  HARRY  ZOLLER 

TEMPORAL  BONE  SURGERY 
and 

FENESTRATION  FOR  OTOSCLEROSIS 

1109  Pere  Marquette  Building 
RA.  2535  By  Appointment 

DR.  CARL  N.  WAHL 
Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg. 
MAgnolia  3216 

DR.  REICHARD  KAHLE 

CARDIOVASCULAR  & THORACIC 
SURGERY 

1441  Delachaise  St.  By  Appointment 
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THE  CANCER  COMMISSION 
OF  THE  LOUISIANA  STATE  MEDICAL  SOCIETY 


International  Cancer  Cytology  Congress 

The  First  International  Cancer  Cytology  Congress, 
sponsored  jointly  by  the  International  Union  Against 
Cancer,  The  College  of  American  Pathologists,  The 
American  Society  of  Clinical  Pathologists  and  the  Inter- 
Society  Cytology  Council,  will  be  held  at  the  Drake 
Hotel,  Chicago,  on  October  9,  10,  and  11,  1956. 

It  is  evident  from  the  program,  that  the  planners 
have  evolved  a series  of  broad  discussions  on  the  prac- 
tical values  of  this  effective  diagnostic  technique.  It 
should  therefore  be  of  great  interest  to  practicing 
physicians  of  all  specialties  in  which  cytology  plays  a 
part. 

Copies  of  the  program  are  available  on  request  to  the 

AMERICAN  CANCER  SOCIETY 
Louisiana  Division,  Inc. 

822  Perdido  Street 
New  Orleans  12 
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“ . . . a highly  effective  antiemetic 

and  is  safe  for  use  in  children.”1 


THORAZINE* 


chlorpromazine,  S.K.F. 


The  safety  and  effectiveness  of  ‘Thorazine’  for  control  of  vom- 
iting in  children  has  been  confirmed  by  a number  of  clinicians. 

Results  in  refractory  cases  have  been  particularly  dramatic.1'5 


e Thorazine ’ is  available 
in  ampuls,  tablets  and  syrup 
( as  the  hydrochloride ),  and  in 
suppositories  ( as  the  base ). 

‘Thorazine’  should  be 
administered  discriminate^ ; 
and,  before  prescribing, 
the  physician  should  be 
fully  conversant  with  the 
available  literature. 


Pediatric  Bibliography 


1.  Wilder:  The  Use  of  Chlorpromazine  as  an  Anti-emetic  in  Children, 
Arch.  Pediat.  72:197  (June)  1955. 

2.  Daeschner  et  at:  Chlorpromazine  in  the  Control  of  Vomiting  in 
Children,  Am.  J.  Dis.  Child.  89:525  (May)  1955. 

3-  Steigman  and  Vallbona:  Chlorpromazine,  A Useful  Antiemetic  in 
Pediatric  Practice,  J.  Pediat.  46:296  (March)  1955. 

4.  Steigman  and  Vallbona:  Experience  with  Chlorpromazine  in  Pedi- 
atrics, Internat.  Rec.  Med.  & Gen.  Pract.  Clinics  168:351  (May)  1955. 

5.  Moyer  et  ah:  Clinical  Studies  of  an  Anti-emetic  Agent,  Chlorproma- 
zine, Am.  J.  M.  Sc.  228: 174  (Aug.)  1954. 


*T.M.  Reg.  U.S.  Pat.  Off. 

O 


Smith , Kline  & French  Laboratories , Philadelphia 


Copyright  1956  by 

iana  State  Medical  Society.  Vol.  108,  No.  10 

per  annum,  35tf  per  copy 


Published  monthly  by 
The  Journal  of  the  Louisiana  State 
Medical  Society,  Inc. 

1430  Tulane  Ave.,  New  Orleans  12 


Contents 


The  Artery  Bank  and  Arterial  Grafts;  Part  II: 
Arterial  Grafting,  by  Reichard  Kahle,  M.  D., 

New  Orleans  351 


The  Malabsorption  Syndrome,  by  Martin  S. 

Kleckner,  Jr.,  New  Haven,  Conn.  359 


The  Mechsnism  and  Differential  Diagnosis  of 
Abnormal  Bleeding,  by  Daniel  W.  Hayes, 

M.  D.,  New  Orleans  ..  367 


The  Problem  of  Pancreatitis;  Surgical  Aspects, 
by  William  R.  Schaffarzick,  M.  D.,  Baton 
Rouge  377 


Principles  in  the  Repair  of  Hernias,  by  Vincente 

D'lngianni,  M.  D.,  New  Orleans  381 

The  "Therapeutic  Trial"  as  a Diagnostic  Criterion 
in  Hyperthyroidism,  by  Irving  Singer,  M.  D., 

New  Orleans  384 

Editorial  388 

Organization  Section  390 


' W. Yi'AC  AD  EM  Y 

Medical  News  Section  2jE_ 392 

Women's  Auxiliary  -17435893 

Book  Reviews  i— j-0. 

Index  to  Advertisers  58 


Second  Class  Mall  Privileges  Authorised  at  New  Orleans,  Louisiana 


ADVERTISEMENT  DEPARTMENT 


POLIOMYELITIS  AND  POLIOMYELITIS  VACCINATION 

To  date,  in  1956,  Louisiana  has  the  highest  case  rate  for  Polio  of  all  the  states  and 
according  to  the  National  Foundation  for  Infantile  Paralysis,  the  smallest  percentage 
of  its  population  vaccinated  with  the  Salk  polio  vaccine  of  all  the  states  in  the  nation. 

Listed  below  are  the  states  with  the  highest  poliomyelitis  case  rates  per  100,000 
population  for  the  period  January  1 through  August  11,  1956.  The  corresponding  rate 
for  the  United  States  through  August  11  was  3-8. 

Louisiana  12.2 

Utah  11.3 

Nevada  9-8 

Texas  9-6 

Illinois  9-3 

California  9-0 

Report  of  Polio  situation  in  Louisiana  based  on  presumptive  diagnosis  January  1 
to  September  4,  1956 


No. 

Vaccinated  Non 

vacci 

Report  of  cases  to  date  

440 

43 

397 

Paralytic  .. 

308 

23* 

285 

Bulbar  (included  in  paralytic)  _ 

35 

1 

34 

Deaths  (included  in  paralytic) 

14 

— 

14 

Non-paralytic  

126 

18** 

108 

Reports  proven  not  to  be  polio 

6 

2 

4 

* Includes  two  cases  whose  onset  was  1-3  days  prior 

to  inoculation. 

**  Includes  one  case  whose  onset  was 

3 days  prior  to 

inoculation. 

Cases  - 1955  

234 

22 

212 

Paralytic  

....  154 

8 

146 

Non-paralytic  

80 

14 

66 

TO  PROTECT  OUR  PEOPLE  AGAINST  POLIO  LET’S  VACCINATE  THEM  NOW. 

CZXXZ3 

Louisiana  State  Department  of  Health 

W.  J.  REIN,  M.D., 

State  Health  Officer 
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DRINK 


Every  Bottle  Sterilized 


C 1 B A 

Summit,  N.  J. 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbitaU 


2/2221* 
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24-hour  control 

for  the  majority  of  diabetics 


'B.w.  & co: 


a clear  solution . . . easy  to  measure  accurately 

Discovered  by  Reiner,  Searle,  and  Lang 
in  The  Wellcome  Research  Laboratories 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC 


Tuckahoe  7,  New  York 
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THE  EARLE  JOHNSON 
SANATORIUM 

“In  the  Mountains  of  Meridian” 

ROUND  E.  TOMS,  M.  D. 
Psychiatrist-in-Chief 

Diplomats  in  Psychiatry  of  the  American  Board 
of  Psychiatry  and  Neurology. 

Specialized  treatments  in  mental  disorders  and  al- 
coholic and  drug  addictions,  including: 

Electro-convulsive  therapy 
Mid-brain  stimulation 
Deep  insulin  therapy 
Psychotherapy 
Geriatrics 

Write  P.  O.  Box  106 
or 

Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 


+ 

i 
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FOUR  HUNDRED  DOLLAR  PRIZE 

THE  LOUISIANA  DIVISION 
OF 

THE  AMERICAN  COLLEGE  OF  SURGEONS 
INVITES 

ALL  APPROVED  RESIDENTS  OF  LOUISIANA  HOSPITALS 
TO  COMPETE  IN 
A SURGICAL  ESSAY  CONTEST 

Four  hundred  dollars  will  be  awarded  to  the  author 
of  the  best  acceptab'e  essay  on  a surgical  topic. 

For  rules  and  conditions — see  your  hospital  director  or 
write  to  Essay  Committee 

1441  Delachaise  St. 

New  Orleans,  La. 

Contest  closes  December  31,  1956 


You  Know— 


that  we  know! 


TRUSTED  MANY  MILLIONS  TIMES 

JPtc. 

Prescription  Headquarters  Since  1905 


SEND  YOUR  PATIENTS  TO 

DREAMLAND  INN 

WAVELAND,  MISS. 

On  the  beautiful  Gulf  of  Mexico.  Only  48  miles 

from  New  Orleans.  Ambulance  service  to  return  pa- 

tients  to  the  office  of  their  physician  for  treatment. 

24  Hour  Nursing  Service 

Excellent  Cuisine  Artesian  Water 

Healthy  Ozone  Pine  Air 

Air  Conditioned  Central  Heating  System 

1M&  llll  PwilsVf  111#  M- 

Private  and  Semi-Private  Rooms 

WV  Hwmtriiw  urn Tii. m {SBi  «#w(r nr  W «rt 

Modern  Equipment  Reasonable  Rates 

■Caw.  1 MR''::*;''  x*  ?«■  i 

Phones  Waveland  9110  and  Waveland  282 

Hfuhumi 

200-300  BEACH  BOULEVARD 

W'  .a-  _ 

Licensed,  and  Approved  by  the  Medical  Profession 

SENSITIVITY  OF  COMMON  PATHOGENS  TO  CHLOROMYCETIN  AND  FOUR  OTHER  MAJOR  ANTIBIOTIC  AGENTS* 


ESCHERICHIA  COLI 
(148-227  STRAINS) 


BACILLUS  PROTEUS 
<63-104  STRAINS) 


AEROBACTER  AEROGENES 
(143-248  STRAINS) 


PSEUDOMONAS  AERUGINOSA 
(39-70  STRAINS) 


CHLOROMYCETIN 


’'This  graph,  based  on  in  vitro  sb 
is  adapted  from  Horton  and  Kn 


when  more  than  one  organism  is  involved... 


Chloromycetin* 

for  today’s  problem  pathogens 


Therapeutic  advantages  of  CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  are  espe- 
cially appreciated  when  mixed  infections  are  encountered  because  it  provides  highly  effec- 
tive antibiotic  action  both  against  gram-negative  and  against  gram-positive  pathogens.1'7 
CHLOROMYCETIN  also  acts  against  many  pathogens  which  may  grow  when  originally 
sensitive  organisms  have  been  suppressed.2 

Unlike  some  antibacterial  agents  which  are  specific  for  one  type  of  organism  only,  or  others 
to  which  bacterial  resistance  readily  develops,  CHLOROMYCETIN  demonstrates  continued 
efficacy  against  a wide  variety  of  commonly  occurring  microorganisms:  “Sensitivity  of  many 
strains  of  pathogens  to  chloramphenicol  [CHLOROMYCETIN  ] and  limited  tendency  of  these 
organisms  to  develop  resistance  to  this  antibiotic  explain  the  effectiveness  of  chloramphen- 
icol where  other  antibiotics  and  chemotherapeutic  agents  have  failed.”1 

CHLOROMYCETIN  is  a potent  therapeutic  agent,  and  because  certain  blood  dvserasias  have  been  associated 
with  its  administration,  it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthermore,  as  with 
certain  other  drugs,  adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or  inter- 
mittent therapy. 


References:  (1)  Felix,  N.  S.:  Pediut.  Clin.  North  America  3:317,  1956.  (2)  Joron,  G.  E.;  Fowler,  A.  F; 
de  Vries,  J.;  Reid,  G.,  & Mathews,  W.  H.:  Canad.  M.  A.  ].  73:956,  1955.  (3)  Weil,  A.  J.,  & Stempel,  B.:  Anti- 
biotic Med.  1:319,  1955.  (4)  Perry,  R.  E„  Jr.:  North  Carolina  M.  J.  16:567,  1955.  (5)  Jones,  C.  E;  Carter,  B.; 
Thomas,  W.  L.,  & Creadick,  R.  N.:  Obst.  & Gijnec.  5:365,  1955.  (6)  Murphy,  E D.,  & Waisbren,  B.  A.,  in 
Murphy,  E D.:  Medical  Emergencies:  Diagnosis  and  Treatment,  ed.  5,  Philadelphia,  E A.  Davis  Company, 
1955,  p.  557.  (7)  Altemeier,  W.  A.;  Culbertson,  W.  R.;  Sherman,  R.;  Cole,  W.;  Elstun,  W.,  & Fultz,  C.  T.: 
J.A.M.A.  157:305,  1955.  (8)  Horton,  B.  E,  & Knight,  V.:  J.  Tennessee  M.  A.  48:367,  1955. 


PARKE,  DAVIS  & COMPANY 

DETROIT  32,  MICHIGAN 


60024 


"You  try 
to  scrub  the 
bathtub 
with  your 
back  aching 
morning 
till  nightl ” 


1 don’t  know 

"That's  nothing. 

1 went  around 
with  my  arm  in 
a sling  for 
nearly  two  weeks- 

"1  thought 
1 was  getting 
too  old 

"That’s  funn 

about  bathtubs, 

"1  thought  maybe 

had  to  sleep 

for  high  heels— 

I’m  on  my 
feet  all  day 
but  it  was 

but  two  days 

1 slept  in  a 

with  a pillow 

low  heels 

ago  1 couldn't 

draft.  Never  had 

at  my  back 

didn’t  help. 

reach  a 

a stiff  neck 

so  1 wouldn’t 

My  leg  hurt 

my  arms  th 

shelf  higher 

like  this  before.” 

roll  over  on  it.” 

down  to 

bothered  rr 

than  that.’’ 

the  ankle.” 

m 1 

. . . safeguarded  relief  all  the  way  across  th( 

Prednisone +Acetylsalicylic  Acid + Aluminum  Hydroxide  + Ascorbic  Acid 

Potent  corticosteroid  anti-inflammatory  action  complemented  by  rapid 
analgesia;  doubly  protected  with  antacid  and  supplemental  vitamin  C 


I.  5G-J-486 


"Take  it 
from  me, 
you  should 
be  glad 
you  saw  him 
early  in  the 
game  so  he 
could  do 
some  good." 


"Good?— 
why,  he’s 
got  me  doing 
exercises 
I haven’t  done 
in  years.” 


"My  back 
was  so  tight 
J_  couldn’t 
even  get  on 
and  off 
the  bus; 
now  I can 
climb  stairs." 


pread  of  common  rheumatic  complaints 


Summated,  protective  corticoid-analgesic  therapy 


>IGMA 


^sal 

corticoid-analgesic  compound  tablets 


• brings  specific,  complemen- 
tary benefits  to  the  treatment 
of  muscle,  ligament,  tendon, 
bursa  and  nerve  inflammation 

• for  the  initiation  of  treatment 
of  milder  rheumatic  disease 

• for  continuous  or  intermittent 
maintenance  in  more  severe 
rheumatic  involvement 
Bottles  of  100  and  1000. 
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Browne-McHardy  Clinic 


Diagnostic  and  Therapeutic 

Facilities 

Internal  Medicine  and 
Gastroenterology 

Surgery 

Orthopedics 

Gynecology  and  Obstetrics 

Radiology — X-ray  and 
Radium  Therapy 

Laboratory  and  Research 
Departments 

Urology 

Endoscopy 

Otolaryngology-Ophthalmolog . 

Neuropsychiatry 

Hotel  Facilities  Available 


3 6 3 6 ST.  CHARLES  AVENUE 
Phone  TW inbrook  9-2376  • New  Orleans,  La. 


NEW!  SAFE  WAY. 

TO  CONTROL 

BED  WETTING 

(NOCTURNAL  ENURESIS) 

NO  DRUGS!  NO  DIETS!  HARMLESS! 

Absolutely  safe  and  simple  to  use.  SLEEP-DR  I corrects  bed-wetting  by 
the  automatic  or  “conditioned  response”  method.  Most  Enuretics  are 
sound  sleepers,  with  no  actual  organic  disorder  . . . SLEEP-DRI  trains 
this  person  to  awaken  when  the  body  gives  its  warning. 

SAFE!  SIMPLE!  ECONOMICAL! 

The  principle  was  developed  by  doctors  . . . has  been  repeatedly  tested  by 
medical  authorities  in  many  countries.  The  length  of  time  required  to 
break  the  habit  varies  with  the  individual,  but  usually  this  is  accomplished 
in  two  to  four  weeks. 


IDE  ACOCK, 


SURGICAL  COMPANY  'nc. 


(235  TEXAS  AVENUE 

SHREVEPORT,  LOUISIANA 


Sip 
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for  preventing 
and  treating  upper 


respiratory  infections . . . 


achrocidin  is  a comprehensive  formula  for  treatment 
of  complications  of  the  common  cold,  particularly  when 
bacterial  sequelae  are  observed  or  expected  from  the 
patient’s  history  or  during  widespread  infections. 

Distressing  symptoms  of  malaise,  headache,  mus- 
cular pain,  mucosal  and  nasal  discharge  are  rapidly 
relieved. 

And  potent  prophylaxis  is  offered  against  other 
diseases,  such  as  otitis  media,  sinusitis,  adenitis,  and 
bronchitis,  to  which  the  patient  may  be  highly  vulner- 
able at  this  time. 


Tetracycline. Antihistamine. Analgesic  Compound 
achrocidin  is  convenient  for  you  to  prescribe  — easy 
for  the  patient  to  take.  Average  adult  dose:  two  tablets 
four  times  daily. 

Available  on  prescription  only 


Each  tablet  contains: 

ACHROMYCIN®  Tetracycline  125  mg. 

Phenacetin  120  mg 

Caffeine  30  mg 

Salirylamidc  150  mg 

Chlorothen  Citrate  25  mg 

Bottle  of  24  tablets 


LEDERLE 


LABORATORIES 


DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER. 


N.  Y. 

•trademark 


METRETON  fatter 

METICORTEN  (PREDNISONE)  PLUS  CHLOR-TRIMETON  WITH  ASCORBIC  ACID 


For  prompt  and  effective  relief,  especially  in  many  resistant  allergic  disorders,  Metreton 
affords  the  benefits  of  two  established  agents  with  unexcelled  anti-inflammatory,  anti- 
allergic and  antipruritic  effectiveness.  suPported  by  essential  vitamin  C — for  stregg 

support  and  for  postulated  effect  on  prolonging  steroid  action 
— original  brand  of  prednisone. ..minimal  electrolyte  effects  — Meticorten  ' ' 

— unexcelled  in  potency  and  freedom  from  side  effects  — Ciilor-Trimeton 
effective  against  hay  fever,  pollen  asthma,  perennial  rhinitis,  acute  and  chronic  urticaria, 
angioneurotic  edema,  drug  reactions,  inflammatory  and  allergic  eye  disorders,  pruritic 
and  contact  dermatoses. 


Each  tablet  of  Metreton  provides  2.5  mg.  of  Meticorten  (prednisone),  2 mg.  of  Chi.or-Trimeton 
maleate  (chlorprophenpyridamine  malcate),  and  75  mg.  ascorbic  acid. 

' ''  Metreton  Tablets,  bottles  of  30  and  100. 


/Mur 

METRETON 


METICORTELONE  (PREDNISOLONE)  PLUS  CIILOR-TRIMETON 


quickly  clears  nasal  passages  • avoids  rebound  engorgement  and 
sympathomimetic  side  effects  • safe  even  for  cardiacs,  hyperten- 
sives, children,  pregnant  patients  • 

Compositto  Contains  2 mg.  (0.2%)  Meticortelone  acetate  (prednisolone  ace- 
tate) and  3 mg.  (0.3%)  of  Chlor-Trimeton  gluconate  (chlorprophenpyridaminc 
gluconate)  in  each  cc. 

Packaging,  jrj  cc  pjas^jc  “squeeze”  bottle,  box  of  1. 

Metreton,*  brand  of  corticoid  - antihistamine  compound;  Meticorten,*  brand  of  prednisone; 
Meticortelone,®  brand  of  prednisolone;  Chlor-Trimeton,®  brand  of  chlorprophenpyridaminc 
preparations.  *t.m.  mt-j-57  6 


12 


ADVERTISEMENT  DEPARTMENT 


to  quiet  the  cough 

and  calm  the  patient 


INTEGRATED  ACTION 

1 ■ Topical  anesthetic  action 

more  powerful  than  that  of  cocaine 


2. 


Antihistaminic  action 

to  help  control  cough,  bronchial  spasm, 
and  allergy-caused  congestion 


3. 

4. 


Sedative  action 

to  allay  nervous  irritability 


Expectorant  action 

to  render  the  cough  productive  by  aiding 
the  secretion  of  protective  mucus 


RHENERGA  N* 

EXPECTORANT 

Promethazine  Expectorant  with  Codeine;  Plain  (without  Codeine) 

Philadelphia  1,  Pa 


spgs 


py  as  good  as  it  tastes! 

TETRABON 

BRAND  OF  TETRACYCLINE  homogenized  mixture 


125  mg.  tetracycline  per  5 cc. 
teaspoonful.  Bottles  of  2 fl.  oz. 
and  1 pint,  packaged  ready  to 
use  (no  reconstitution  required). 
Readily  accepted  delightfully 
different  fruit  flavor  . . . 

Rapidly  absorbed  fine  particle 
dispersion^ — therapeutic  blood 
levels  within  one  hour  . . . 

Quickly  effective  well-tolerated 
tetracycline  for  prompt  control 
of  a wide  range  of  infections. 


♦Trademark 


Pfizer  Laboratories 
Division , Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.Y. 

[Pfizer) 


magnified  potency 
with  Meti-steroid 


effectiveness  in  allergic 
and  inflammatory  dermatoses 


new 

Meti-Derm o.5« 

with  Meticortelone,  original  brand  of  prednisolone 


• approximately 
twice  the  per  milligram 


anti-inflammatory  activity 
of  topical  hydrocortisone 
• cosmetically  acceptable 
• water-washable 


for  effective  local  relief  of  allergic 
(atopic  and  contact)  dermatoses,  nonspecific 
anogenital  pruritus. 

formula:  Each  gram  of  water-washable 
Meti-Derm  Cream  contains  5 mg.  (0.5%)  of 
prednisolone,  free  alcohol,  in  a cosmetically 
acceptable  base. 

packaging:  Meti-Derm  Cream,  0.5%,  10  Gm.  tube. 

o 

Meti-Derm,*  brand  of  prednisolone  topical. 

Meticortelone,®  brand  of  prednisolone. 

*T.M. 


...and  adding  dual  control 
to  Meti-steroid  skin  therapy- 


protection 

against  infection 


new 

M © \ j " D © ointment 

with  Neomycin 


enhanced  effectiveness 
in  allergic,  inflammatory 
dermatoses  when 
minor  infection 
is  present 
or  anticipated 


neomycin  in  addition  to 
prednisolone,  free  alcohol 

— for  protective  coverage  against 
virtually  all  pathogenic  skin 
bacteria  with  a well-tolerated, 
topical  antibiotic. 

formula:  Each  gram  of 
Meti-Derm  Ointment  with  Neomycin 
contains  5 mg.  (0.5%)  prednisolone, 
and  5 mg.  (0.5%)  neomycin  sulfate 
equivalent  to  3.5  mg.  neomycin  base. 

packaging:  Meti-Derm  Ointment 
with  Neomycin,  10  Gm.  tube. 


I METI- 
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THE  ARTERY  BANK  AND  ARTERIAL 
GRAFTS 

PART  II.  ARTERIAL  GRAFTING  * 
REICHARD  KAHLE,  M.  D.  t 
New  Orleans 

Since  arterial  grafting  involves  the 
question  of  an  artery  bank  as  well  as  con- 
sideration of  the  problems  associated  with 
use  of  the  grafts  themselves,  it  was  be- 
lieved desirable  to  consider  the  subject  in 
two  parts.  The  first  part,  which  discussed 
artery  banks  and  methods  of  collection  and 
storage,  appeared  in  a previous  issue  of  the 
Journal.1  A basic  knowledge  of  the  phys- 
iology, function  and  fate  of  such  grafts  is 
obviously  pertinent  to  this  discussion. 
These,  together  with  the  indications,  re- 
sults and  future  of  arterial  grafting  will 
be  considered  in  the  second  part.  Case  sum- 
maries will  be  used  to  illustrate  some  of 
these  points. 

INTRODUCTION 

Gross,  Bill  and  Peirce 2 initiated  the 
modern  era  of  arterial  grafting  in  1949, 
when  they  reported  use  of  homologous  ar- 
terial grafts  in  15  human  beings.  In  view 
of  the  pioneering  efforts  of  Alexis  Carrel 3 6 
in  this  field  early  in  the  present  century, 
it  is  surprising  that  clinical  use  of  arterial 

* Presented  at  the  Seventy-sixth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  Alex- 
andria, La.,  May  23-25,  1956. 

t From  the  Department  of  Surgery,  Tulane 
University  School  of  Medicine,  New  Orleans. 

This  work  was  supported  in  part  by  the  Louis- 
iana Heart  Association  through  Grant  C-552,  and 
in  part  by  the  Edw.  G.  Schlieder  Foundation 
through  Grant  C-393. 


grafts  had  not  developed  more  rapidly 
prior  to  1949.  The  reason  for  the  delay 
was  neither  lack  of  technical  knowledge 
nor  failure  to  appreciate  the  vast  surgical 
possibilities  that  arterial  grafting  presents, 
because  Carrel  possessed  both  knowledge 
of  the  technical  fundamentals  and  a vivid 
and  prophetic  imagination  as  to  their  pos- 
sible uses.  Had  modern  mehods  of  anes- 
thesia for  thoracic  surgery  and  antibiotic 
and  chemotherapeutic  drugs  been  available 
earlier,  undoubtedly  the  story  of  arterial 
grafting  would  have  been  different. 

TYPES  OF  GRAFTS 

Three  kinds  of  vascular  grafts  are  used : 
autogenous,  homologous  and  heterologous. 
An  autogenous  graft  is  one  taken  from  one 
part  of  an  individual’s  body  to  be  used  in 
another  part.  A homologous  graft  is  one 
taken  from  another  animal  of  the  same 
species.  A heterologous  graft  is  one  in 
which  the  donor  is  an  animal  of  a different 
species.  Also,  vascular  grafts  may  be  ar- 
terial or  venous,  or  they  may  be  fabricated 
of  a foreign  substance,  such  as  a plastic 
(nylon,  dacron  or  orlon).  Finally,  experi- 
mental evidence  indicates  that  under  cer- 
tain circumstances  it  may  be  possible  to 
induce  a host  to  develop  his  own  endothelial 
lined  tube  which  could  be  used  as  a graft.7 

FUNCTION  AND  FATE  OF  ARTERIAL  GRAFTS 

In  regard  to  arterial  grafts  two  questions 
almost  invariably  are  asked.  The  first  is 
whether  or  not  a living  graft  is  necessary 
and  the  other  concerns  its  ultimate  fate. 

Viability — In  the  early  days  of  renewed 
interest  in  arterial  grafting,  a living  graft 
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was  believed  to  be  desirable,  if  not  a nec- 
essity. Gross  and  associates devoted 
much  time  and  thought  to  development  of 
a proper  nutrient  medium.  By  using  a 
modified  Tyrode’s  solution,  they  found  that 
viable  cells  could  be  cultured  from  the  graft 
as  long  as  thirty-five  to  forty  days  after 
storage.  Gradually,  however,  it  became  ap- 
parent that  a living  graft  was  not  neces- 
sary. Indeed,  results  of  some  experimental 
studies  seem  to  indicate  that  a dead  graft 
may  be  less  likely  to  become  thrombosed 
than  a living  one  damaged  by  collection 
and  storage."  It  has  been  shown,  for  in- 
stance, that  platelets  and  intima  possess 
similar  electrical  charges.  With  injury,  the 
electrical  charge  of  the  endothelial  cells  of 
the  intima  may  be  reversed.  Rather  than 
repelling  each  other,  then,  the  intimal  cells 
and  platelets  having  opposite  charges  would 
attract  and  might  initiate  development  of 
a thrombus. 

The  low  incidence  of  thrombosis  in  larger 
homologous  grafts  is  perhaps  surprising 
but  even  more  amazing  is  the  persistence 
of  patency  in  grafts  made  from  foreign 
materials,  such  as  nylon,  orlon,  or  dacron. 
The  tremendous  rate  of  flow  through  larger 
vessels  undoubtedly  plays  a part  in  keeping 
the  vessel  open,  since  the  incidence  of 
thrombosis  is  much  higher  in  vessels  small- 
er than  the  aorta  and  iliacs.  The  fact  that 
the  new  vessel  rapidly  becomes  lined  with 
a smooth  endothelial-like  substance  also 
helps  to  prevent  occlusive  thrombosis.  In 
a matter  of  hours  the  inner  surface  of  a 
homologous  graft  or  of  a plastic  prosthesis, 
such  as  orlon,  placed  in  contact  with  the 
moving  blood  stream,  becomes  covered  with 
a smooth  fibrin-like  substance  that  serves 
eventually  as  a scaffold  for  the  growth  of 
new  intimal  cells. 

Intimal  cells  grow  from  the  ends  of  the 
host  vessels  to  form  a new  lining  for  ad- 
jacent portions  of  the  graft.  In  longer 
grafts,  however,  the  intima  of  the  central 
portion  is  not  derived  from  this  source  but 
rather  from  the  ingrowth  of  endothelial 
cells  through  the  wall  of  the  homograft  or 
the  interstices  of  the  plastic  cloth. 

Fate — Much  of  the  fundamental  investi- 


gation on  the  fate  of  homografts  has  been 
done  by  Hufnagel  and  Eastcott 10  and 
Deterling  and  associates.111'*  As  might  be 
expected  from  Carrel’s  original  description, 
the  graft  acts  as  a scaffold  for  the  in- 
growth of  new  fibrous  tissue.  In  approxi- 
mately six  months  the  smooth  muscle  and 
elastic  fibers  are  replaced  by  fibrous  con- 
nective tissue.  In  view  of  this  it  is  not 
surprising  that  after  a period  of  time  grafts 
lose  much  of  their  elasticity.  This  fact 
should  not  be  used  to  condemn  their  use, 
since  in  the  majority  of  instances,  they 
perform  their  function  well  and  are  usually 
far  superior,  even  with  the  passage  of  time, 
to  the  patient’s  own  diseased  vessels.  The 
chances  of  the  graft  outliving  the  patient 
are  excellent,  since  life  expectancy  in  the 
age  group  in  which  a graft  is  commonly 
indicated  probably  is  considerably  reduced. 

The  case  of  C.  S.,  a white  man  59  years  old, 
illustrates  this  point.  He  had  a thrombosed  aortic 
bifurcation  (Leriche’s  syndrome),  which  was  re- 
placed by  a homologous  arterial  graft  at  Ochsner 
Foundation  Hospital,  on  June  14,  1955.  Pulsations 
in  the  pedal  vessels  were  restored  and  remained 
good  throughout  the  remainder  of  the  patient’s 
life.  He  died  on  Feb.  12,  1956,  as  a result  of  ex- 
tensive plasma  cell  myeloma.  At  autopsy  the 
graft,  which  had  been  inserted  eight  months  pre- 
viously, was  grossly  normal  and  resembled  a 
normal  aortic  bifurcation.  The  intima  of  the  aorta 
and  of  both  iliacs  was  smooth  and  glistening,  and 
the  vessels  were  widely  patent  (Figure  1).  On 


Figure  1. — (Case  C.  S.)  : Luminal  surface  of 
aortic  graft  nine  months  after  insertion.  Note 
smooth  intimal  lining. 


microscopic  examination  the  walls  showed  the  ex- 
pected fibrosis  but  the  functional  utility  was  per- 
fect. 

Since  arterial  grafts  have  been  in  ex- 
tensive use  in  human  beings  for  less  than 
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seven  years,  no  one  knows  their  ultimate 
fate  fifteen  to  twenty  years  following  graft- 
ing. Dilatation  and  calcification  may  occur 
but  this  need  not  be  a deterrent  to  use  of 
this  life  saving  measure.  The  possibility 
of  dilatation  and  the  tendency  to  thrombosis 
can  be  greatly  reduced  by  proper  matching 
of  the  diameters  of  the  host  vessel  and  the 
graft,  care  being  taken  to  avoid  constriction 
at  the  suture  line  or  dilatation  at  any  point. 
The  importance  of  this  has  been  stressed 
by  Schmitz  and  associates.14  The  lucid  ex- 
planation by  Holman  15  of  the  hemodynamic 
factors  causing  dilatation  distal  to  a sten- 
otic area  in  the  vascular  system  is  also  per- 
tinent to  this  problem. 

IMIICATIONS  AND  RESULTS 

Aneurysms — The  rising  incidence  of  ar- 
teriosclerotic aneurysms  due  to  increased 
life  expectancy  is  probably  more  than  com- 
pensating for  the  decreasing  incidence  of 
syphilitic  aneurysms,  which  has  resulted 
from  the  extensive  use  of  penicillin  early 
in  the  disease.  Management  of  aneurysms 
is  therefore  more  than  an  academic  pro- 
blem. Furthermore,  the  prognosis  of  these 
lesions,  if  untreated,  is  extremely  poor. 
Kampmeir,16  for  instance,  reported  that 
only  18  of  633  patients  with  syphilitic 
thoracic  aneurysms  were  alive  two  years 
after  initial  symptoms. 

The  brilliant  work  of  DeBakey  and  col- 
leagues 171,1  in  the  resection  and  replace- 
ment of  abdominal  and  thoracic  aneurysms 
has  brought  new  hope  to  patients  with  these 
lesions.  In  a recent  publication  they  17  re- 
ported an  extremely  low  mortality  rate  and 
gratifying  results  in  the  surgical  treatment 
of  35  patients  with  thoracic  and  101  with 
abdominal  aneurysms. 

Our  more  limited  experience  with  these 
lesions  bears  out  the  encouraging  results 
that  can  be  obtained  in  their  treatment  by 
grafting  For  example: 

L.  D.,  aged  50  years,  came  to  the  Ochsner 
Clinic  in  April  1954  for  treatment  of  midabdo- 
minal pain,  which  had  been  present  for  a number 
of  years  and  was  becoming  progressively  worse. 
Examination  showed  an  expansile  pulsation  in 
the  area  of  the  aortic  bifurcation  which  measured 
approximately  9 by  7 by  5 cm.  The  aneurysm 
was  resected  on  April  30,  1954,  and  the  diseased 
aorta  was  replaced  by  a bifurcation  graft.  The 


patient  has  resumed  driving  his  taxicab  and  has 
had  no  impairment  of  circulation  in  the  lower 
extremities  since  the  operation. 

If  it  is  at  all  possible,  the  patient’s  artery 
should  be  used  to  restore  continuity.  In 
the  case  of  aneurysms  this  can  only  occas- 
ionally be  done.  However,  this  is  particu- 
larly important  if  the  vessel  is  medium 
sized,  since  the  incidence  of  thrombosis  in 
grafts  of  smaller  vessels  is  appreciable  and 
since  it  may  be  expected  to  be  increased  if 
the  graft  must  traverse  a flexion  crease  of 
an  extremity. 

An  interesting  case  of  popliteal  aneurysm 
that  illustrates  both  employment  of  the 
patient’s  vessel  and  the  value  of  a graft 
is  that  of 

J.  M.,  a Negro  man  64  years  old,  who  was  ad- 
mitted to  Charity  Hospital  in  New  Orleans  March 
14,  1956,  with  bilateral  popliteal  aneurysms.  The 
one  on  the  right  measured  approximately  13  by 
12  by  5 cm.  and  the  necrotic  skin  over  the  apex 
gave  warning  of  imminent  rupture.  At  operation, 
on  the  night  of  admission,  the  aneurysm  on  the 
right  was  resected.  This  left  a gap  of  only  about 
4 cm.  between  the  ends  of  the  popliteal  artery 
but  the  ends  could  be  approximated  without  too 
much  tension  by  partial  flexion  of  the  knee.  It 
was  decided  to  do  this  rather  than  place  a graft 
in  the  medium  sized  artery.  Circulation  in  the 
leg  was  excellent.  The  patient’s  leg  was  extended 
beginning  on  the  twelfth  postoperative  day.  Con- 
valescence seemed  uneventful  but  on  the  thirty- 
third  postoperative  day  there  was  profuse  hem- 
orrhage from  the  right  popliteal  area.  It  was  as- 
sumed that  the  suture  line  had  given  away  be- 
cause of  tension,  but  at  exploration  the  source 
of  hemorrhage  was  found  to  be  the  popliteal  artery 
about  3 cm.  above  the  suture  line,  which  was 
intact.  There  was  a blow-out  resembling  a mycotic 
aneurysm  (Figure  2).  Presumably,  this  was  due 
to  rupture  of  the  arterial  wall  from  the  clamp 
that  had  been  used  in  the  original  operation.  Re- 
view of  the  record  also  suggests  that  infection 
was  present  even  at  the  time.  The  ruptured  artery 
was  resected  and  the  defect  was  bridged  by  a 
femoral  artery  homograft  measuring  4 cm.  Cir- 
culation in  the  leg  was  excellent. 

Resection  of  aneurysms  of  the  thoracic 
aorta  and  replacement  with  arterial  homo- 
grafts  is  a relatively  new  step  in  the  de- 
finitive treatment  of  this  condition.  Unlike 
the  case  in  coarctation,  collateral  circula- 
tion in  thoracic  aortic  aneurysms  is  not  well 
developed.  For  this  reason,  provision  must 
be  made  for  maintenance  of  blood  supply 
to  the  spinal  cord  while  the  aorta  is  cross 
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Figure  2. — (Case  J.  M.)  : Mycotic  aneurysm  of 
popliteal  artery.  A 4 cm.  segment  of  the  artery 
was  resected  and  replaced  by  a homologous  graft. 

clamped  to  perform  the  anastomosis.  A 
temporary  shunt  may  be  used,  as  suggested 
by  Schafer  and  Hardin.22  We  have  em- 
ployed this  method  in  the  laboratory  and 
on  one  patient  but  use  of  hypothermia,  as 
suggested  by  Cooley  and  DeBakey,23  seems 
simpler  and  technically  safer  in  most  in- 
stances in  which  the  period  of  occlusion 
need  not  be  too  extensive. 

The  latter  method  was  used  in  the  case  of  Mr. 
G.  C.,  aged  53  years,  wrho  complained  chiefly  of 
intense  pain  in  the  epigastrium  boring  through 
to  the  back.  Aneurysmal  dilatation  of  the  thoracic 
aorta  with  erosion  of  the  bodies  of  the  eighth  and 
ninth  thoracic  vertebrae  was  demonstrated  roent- 
genographically.  The  result  of  the  serologic  test 
for  syphilis  wras  positive.  On  May  14,  1956,  the 
patient  was  operated  on  at  Baptist  Hospital.  Body 
temperature  was  reduced  to  approximately  86 
F.  by  packing  in  ice.  An  incision  w'as  made  through 
the  bed  of  the  eighth  rib  and  a segment  of  the 
descending  aorta  measuring  approximately  12  cm. 
in  length  and  containing  the  aneurysmal  sac, 
which  measured  about  10  by  8 by  5 cm.,  was  re- 
moved. The  cavity  in  the  vertebral  bodies  that 
formed  the  lining  of  the  sac  posteriorly  was  pack- 
ed with  gelfoam.  Recovery  was  uneventful  ex- 
cept for  a transient  rise  in  the  nonprotein  nitrogen 
level.  The  patient’s  blood  nitrogen  level  prior  to 
operation  had  been  elevated  and  operation  had 
to  be  delayed  until  this  tendency  to  uremia  f had 
been  controlled.  When  last  seen  about  two  months 
postoperatively,  the  patient  w’as  relieved  of  the 

t Medical  management  by  Dr.  Kenneth  G.  Nix. 


boring  epigastric  pain  and  circulation  in  the  lower 
extremities  was  normal. 

Vascular  Obstruction — In  addition  to  an- 
eurysms, obstruction  of  the  larger  and  med- 
ium sized  vessels  due  to  arteriosclerosis 
may,  in  many  instances,  be  best  treated  by 
arterial  grafting.  Thrombosing  aortic  bi- 
furcation, for  instance,  is  best  treated  by 
resection  of  the  abdominal  aorta  and  re- 
placement with  a graft.24  In  instances  of 
segmental  obstruction  in  the  smaller  arter- 
ies, such  as  the  femoral,  however,  use  of  a 
by-pass  shunt  without  resection  of  the  ob- 
structed segment  and  resultant  destruction 
of  collaterals  is  attracting  ever  increasing 
attention.25 

Several  cases  are  cited  to  illustrate  a 
number  of  points  that  are  relevant  to  this 
phase  of  the  subject.  The  first  is  an  ex- 
ample of  patency  of  a bifuraction  graft  for 
over  two  years  with  relief  of  symptoms  of 
ischemia  of  the  lower  extremities  due  to 
arteriosclerotic  obstructive  disease. 

Mrs.  L.  C.,  a white  woman  51  years  old,  suffer- 
ed from  cold  feet,  claudication  and  weakness  of 
the  muscles  of  the  lower  extremities  which  pre- 
vented her  from  working.  On  May  14,  1954,  at 
Ochsner  Foundation  Hospital  the  aortic  bifurca- 
tion and  both  common  iliacs  were  replaced  with 
a homograft.  She  is  able  to  walk  without  claudi- 
cation, both  feet  are  warm,  her  exercise  tolerance 
is  greatly  increased,  and  she  has  returned  to  work. 

The  next  case  illustrates  use  of  a double  bi- 
furcation graft  to  relieve  ischemic  symptoms  of 
the  lower  extremities  resulting  from  arterioscler- 
otic thrombotic  disease.  Prior  to  operation,  Mr. 
G.  C.  a white  man  55  years  old,  wras  forced  to 
stop  walking  after  taking  only  100  steps  because 
of  cramping  in  the  thigh  and  calf  muscles.  In 
May  1956,  at  Baptist  Hospital,  the  abdominal 
aorta,  was  resected  just  below  the  inferior  mesen- 
teric artery  and  anastomoses  were  made  to  both 
external  and  both  internal  iliac  branches.  Pul- 
sations to  both  dorsalis  pedis  and  both  posterior 
tibial  arteries  returned  immediately  and  improve- 
ment in  function  has  been  dramatic.  The  patient 
now  has  no  exercise  “ceiling.”  Although  not  al- 
ways feasible,  use  of  a graft  to  restore  flow  to 
the  internal  iliacs  as  well  as  the  external,  as  wras 
accomplished  in  this  case,  is  worth  doing  when 
possible. 

The  recent  case  of  Mr.  A.  H.,  a white  man  46 
years  old,  illustrates  the  extent  of  resection  that 
is  sometimes  necessary.  He  was  operated  on  at 
Charity  Hospital  in  New  Orleans,  on  June  29, 
1956.  Bilaterally,  the  exteimal  iliac  arteries  were 
obstructed  to  just  above  Poupart’s  ligament  at 
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the  level  of  origin  of  the  deep  epigastric  vessels. 
Proximally,  when  the  aorta  was  divided  just  be- 
low the  renal  vessels,  no  flow  was  obtained.  It 
was  necessary  to  remove  a plug  of  soft  thrombus 
from  the  artery  to  obtain  a normal  flow.  A bi- 
furcation homograft  approximately  20  cm.  in 
length  was  used  to  replace  these  obstructed  vessels 
from  just  below  the  renal  arteries  to  the  common 
femoral  artery.  Anastomoses  were  carried  out  to 
both  external  iliacs  and  to  the  internal  iliac  on 
the  right,  where  it  was  necessary  to  perform 
thrombo-endarterectomy  to  get  back  flow. 

Coarctation — Use  of  grafts  to  replace 
the  resected  segment  of  coarctation  of  the 
aorta  which  is  so  extensive  that  the  re- 
maining ends  cannot  be  reapproximated  by 
suture  has  been  described  by  Gross.8  A graft 
may  also  be  necessary  even  if  the  coarcta- 
tion is  short  if  the  patient  is  past  the  third 
decade  of  life,  since  the  aorta  near  the 
coartation  is  often  friable  in  these  older 
patients  and  this  might  make  suturing  the 
vessel  end  to  end  technically  difficult  or 
impossible. 

The  case  of  Mr.  E.  B.  illustrates  this  point.  A 
diagnosis  of  coarctation  was  made  at  the  age  of 
32  years,  when,  in  search  for  a cause  of  his  head- 
aches, his  physician  noted  that  his  blood  pressure 
was  180  mm.  Hg.  systolic  and  100  mm.  Hg.  dia- 
stolic in  the  upper  extremities  and  110  mg.  Hg. 
systolic  and  70  mm.  Hg.  diastolic  in  the  lower. 
At  Charity  Hospital  in  New  Orleans,  on  March 
25,  1954,  the  coarctation  was  resected.  To  bridge 
the  resulting  defect  it  was  necessary  to  use  a graft 
8 cm.  long.  The  patient  has  resumed  his  occupa- 
tion as  a truck  driver.  His  blood  pressure  is  now 
140  mm.  Hg.  systolic  and  95  mm.  Hg.  diastolic 
in  the  left  arm  and  150  mm.  Hg.  systolic  and  100 
mm.  Hg.  diastolic  in  the  right.  Careful  observation 
during  the  two  years  since  operation  has  shown 
no  evidence  of  dilatation  or  calcification  in  the 
graft. 

Cancer  Surgery  — Arterial  grafts  may 
play  an  important  role  in  the  progress  of 
the  surgical  treatment  of  cancer.  If,  for 
instance,  the  factor  that  precludes  com- 
pletion of  an  otherwise  satisfactory  radical 
neck  dissection  is  carcinomatous  involve- 
ment of  the  common  or  internal  carotid 
artery,  the  vessel  may  be  sacrificed  and  re- 
placed by  a graft.  Expeditiously  done,  the 
graft  will  prevent  the  occurrence  of  cere- 
bral damage  and  possibly  death  secondary 
to  loss  of  a carotid. 

Injury — Extensive  arterial  trauma  is 
not  uncommon  even  in  the  civilian  popula- 


tion. If  the  laceration  of  the  arterial  wall 
is  clean  and  incisive  with  no  ragged  or 
traumatized  edges,  or  if  the  gap  in  the 
vessel  is  not  too  great  after  resection  of 
the  traumatized  arterial  section,  the  method 
of  choice  is  primary  repair  without  a graft. 
This  is  true,  even  if  the  injury  has  not  been 
recently  sustained.  Obviously,  insertion  of 
a graft  in  repairing  an  artery  that  is  un- 
questionably expendable  is  meddlesome 
surgery.  This  implies,  of  course,  know- 
ledge of  the  arteries  that  may  or  may  not 
be  sacrificed.  The  experiences  of  Jahnke 
and  associates  26  29  in  the  Korean  War  have 
served  to  emphasize  this  fact.  In  34  cases 
of  major  vascular  injuries  treated  by  pri- 
mary repair  or  vein  graft,  amputation  was 
necessary  in  only  3. 

Only  recently  has  use  of  an  arterial  graft 
in  the  treatment  of  an  arteriovenous  an- 
eurysm received  attention,  since  often  the 
continuity  of  the  artery  can  be  restored  by 
the  transvenous  route,  as  emphasized  by 
Matas.90  Furthermore,  the  extensive  col- 
laterals that  develop  in  time  usually  permit 
ligation  of  the  main  arterial  trunk  should 
repair  not  be  feasible.  The  value  of  grafts 
in  arteriovenous  fistulas  has  been  empha- 
sized by  Seeley  and  associates’ 31  exper- 
ience with  Korean  casualities.  The  follow- 
ing case  illustrates  the  fact  that  occasion- 
ally an  arterial  homograft  may  be  of  service 
in  the  management  of  arteriovenous  com- 
munications in  civilian  life. 

R.  R.,  a 14  year  old  boy,  accidentally  injured 
his  left  brachial  vessels  on  Dec.  5,  1955,  when  a 
linoleum  knife  slipped  and  penetrated  his  fore- 
arm just  below  the  bend  of  the  elbow.  Apparently 
the  injury  to  the  vessels  was  overlooked  by  the 
intern  who  gave  him  emergency  treatment.  He 
was  referred  § two  months  after  injury  because 
of  a rapidly  enlarging,  pulsating  swelling  in  the 
left  forearm.  The  radial  pulse  on  this  side  was 
barely  palpable,  and  obliteration  of  the  pulsation 
in  the  mass  by  pressure  caused  the  hand  to  turn 
cold,  pale,  and  bluish.  It  was  believed  that  the 
extremity  distal  to  the  vessels  would  be  viable 
if  ligation  were  done  but  that  the  blood  supply 
would  be  greatly  diminished  and  that  growth 
might  be  disturbed  if  continuity  were  not  restored. 
The  rapid  enlargement  of  the  aneurysm  made  de- 
lay Undesirable.  The  continuous  thrill  and  murmur 
over  the  mass,  the  prominence  of  the  superficial 
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veins,  and  the  warmth  of  the  digits  in  the  absence 
of  a radial  pulse  gave  evidence  of  the  arterioven- 
ous nature  of  the  aneurysm.  Branham’s  sign  was 
elicited,  the  heart  rate  slowing  six  beats  per 
minute  on  obliteration  of  the  mass. 

At  operation  on  February  16,  1956,  at  Hotel 
Dieu  it  was  found  that  transvenous  reconstruction 
of  the  artery  was  technically  impossible.  Instead, 
a triangular  patch  of  arterial  homograft  was  in- 
serted in  the  anteromedial  surface  of  the  brachial 
artery  just  above  its  bifurcation  where  a defect 
had  resulted  from  the  wound  (Figure  3).  The 


Figure  3. — (Case  R.  R.)  : Traumatic  arterio- 
venous aneurysm  of  left  brachial  vessels.  Defect 
in  artery  repaired  by  “patch”  graft. 


continuity  of  the  artery  was  thereby  maintained 
without  constriction  of  its  lumen,  which  undoubt- 
edly would  have  occurred  had  the  edges  of  the 
rent  been  approximated  without  the  graft.  Full 
radial  pulsation  returned  immediately  and  has 
remained  during  the  ensuing  months.  Function 
is  normal. 

TECHNIC 

The  necessity  for  careful  ligation  or 
suture  of  branches  of  the  graft  was  em- 
phasized in  the  section  dealing  with  pre- 
paration of  the  graft.  As  in  suture  of  all 
vessels,  the  adventitia  is  stripped  from  the 
vessel  near  the  ends  to  be  sutured.  This 
avoids  “dragging”  of  the  suture  and  puck- 
ering of  the  edges  of  the  vessel.  Further- 
more, adventitial  tags,  dragged  into  the 
lumen,  could  conceivably  be  the  focal  point 
for  the  origin  of  thrombosis. 

Although  there  are  theoretic  advantages 
to  an  everting  suture  placing  intima  to 
intima,  this  classic  vascular  suture  technic 
is  not  always  used.  More  often,  in  the  inter- 
est of  time  and  facility,  the  simple  over 


suture  is  used.  This  technic  has  withstood 
the  test  of  time  and  is  the  one  most  popular, 
at  least  for  aortic  anastomosis. 

Space  does  not  permit  a detailed  des- 
cription of  the  special  instruments  used  in 
vascular  surgery.  Noncrushing  clamps  of 
various  sizes,  shapes,  and  designs  are  nec- 
essary as  well  as  a knowledge  of  when  and 
how  to  use  them.  Bulldog  clamps  designed 
on  the  principle  of  the  Potts  clamp  are 
invaluable  for  working  on  the  iliacs  and 
other  vessels  in  the  pelvis. 

THE  FUTURE  OF  ARTERIAL  GRAFTING 

Plastic  Grafts — Alexis  Carrel  long  ago 
experimented  with  use  of  mechanical  pros- 
theses,  such  as  paraffin  lined  glass  and  and 
aluminum  tubes,  to  replace  the  aorta  in 
in  animals.  The  modern  era,  however,  of 
the  use  of  plastic  substances  to  replace  re- 
sected vessels  may  be  said  to  have  begun  in 
1952,  with  the  report  of  Voorhees,  Jaretski 
and  Blakemore,32  who  described  use  of  tubes 
of  a plastic  cloth  known  as  Vinyon-N  to 
replace  the  aorta  in  experimental  animals. 
Since  then,  numerous  reports  on  use  of 
plastic  “blood  vessels”  have  appeared  in 
the  literature  but  the  search  for  the  ideal 
substance  has  not  ended.  In  the  laboratory 
of  the  Department  of  Surgery  at  the  Tulane 
University  School  of  Medicine  we  have  ex- 
perimented with  vinyon-N,  orlon,  dacron, 
and  nylon.  From  any  of  these  substances  a 
suitable  vessel  may  be  made  but  they  offer 
certain  disadvantages. 

In  order  to  serve  satisfactorily  these  plas- 
tics must  meet  certain  requirements.  Ob- 
viously, they  must  be  inert  and  must  be 
non-wetting  in  order  to  discourage  clotting. 
They  must  also  be  woven  in  such  a way  that 
leakage  through  the  mesh  is  not  excessive. 
Initially,  in  most  of  these  plastics  there  is 
a tendency  to  exude  blood  but  with  the 
proper  material  this  stops  after  a minute 
or  two  and  a satisfactory  channel  results 
(Figure  4) . 

One  of  the  most . vexing  problems  has 
been  the  question  of  branching.  Obviously, 
a bifurcation  graft  can  be  sewed  as  needed 
but  this  involves  not  only  inconvenience 
but  also  the  necessity  of  more  luminal  ir- 
regularity as  a result  of  a longer  and  more 
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Figure  4. — Orion  tube  used  to  replace  abdo- 
minal aorta  in  experimental  animal  sacrificed  at 
three  weeks.  Lumen  patent  and  “intimal”  sur- 
face smooth. 

complex  seam.  The  problem  can  be  met  by 
properly  woven  or  knitted  seamless  grafts 
and  considerable  progress  has  been  made 
in  this  direction.33- 34  Textile  manufactur- 
ers in  general,  however,  have  been  reluct- 
ant to  become  involved,  understandably, 
because  the  outlay  for  equipment  is  great, 
the  financial  return  is  negligible  and 
most  important,  they  could  conceivably  be- 
come involved  in  law  suits  in  spite  of  the 
most  humane  of  motives. 


Unquestionably,  “grafts”  of  plastic  cloth 
lack  normal  elasticity.  What  the  ultimate 
result  of  this  might  be  is  unknown  but  it  is 
probably  not  important  if  used  to  replace 
relatively  short  vascular  segments  in  older 
patients. 

Like  arterial  homografts,  they  serve  as 
scaffolds  on  which  new  tissue  may  grow. 
They  become  lined  with  intima  in  the  same 
way  and  fibroblasts  grow  into  the  meshes 
of  the  material  to  form  thickened,  relative- 
ly normal  appearing  vessels.  When  animals 
in  which  we  had  replaced  the  abdominal 
aorta  six  months  or  more  previously  were 
killed,  patent  functioning  vessels  were 
found  in  a high  percentage. 

A problem  presented  by  plastic  grafts 
which  is  not  of  the  same  magnitude  in 
homografts  is  that  of  development  of  kink- 
ing, compression  and  thrombosis  in  the 
area  where  these  artificial  vessels  cross  a 
flexion  crease.  The  normal  resiliency  of 
homografts  makes  them  more  suitable  if 
this  contingency  must  be  faced.  Edwards,35 
however,  has  made  an  ingenious  attempt 
to  solve  this  problem.  If  the  nylon  “grafts” 
are  crimped  on  a mold,  the  desired  change 
in  direction  may  be  made  without  collapse 
of  the  tube.  This  is  the  same  principle  as 
that  employed  in  the  rubber  hose  of  the 
ordinary  anesthetic  apparatus.  Edwards  3fi 
has  also  recently  advocated  use  of  these 
crimped  tubes  in  replacement  of  peripheral 
arteries  and  believes  that  the  stretch  and 
pliability  of  these  tubes  permit  success  in 
these  medium  sized  vessels  in  which  straight 
tubes  failed. 

Although  this  is  far  too  great  an  over- 
simplification of  the  matter  of  plastic  re- 
placement, the  subject  might  be  summar- 
ized by  saying  that  in  the  absence  of  an 
adequate  homograft,  plastic  grafts  can  be 
used  in  human  beings,  the  incidence  of 
thrombosis  in  the  larger  vessels  is  low  but 
in  medium  sized  vessels  such  as  the  femoral 
it  is  approximately  50  per  cent,  and  the 
future  with  new  plastics  and  new  methods 
of  manufacture  of  branching  seamless 
arterial  prostheses  is  promising. 

Heterologous  Grafts — Carrel’s  successful 
use  of  heterologous  grafts  in  two  exper- 
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imental  animals  would  seem  to  have  indi- 
cated long  ago  that  the  future  might  be 
bright  for  use  of  animal  vessels  to  replace 
human  ones.  The  abattoir  would  provide 
an  obvious  plentiful  supply  if  this  were 
true.  Furthermore,  Hufnagel 3T  recently  re- 
ported results  of  experimental  studies  that 
suggest  the  suitability  of  heterologous 
grafts  and  on  this  basis  he  used  them  in  4 
human  beings.  On  the  other  hand,  exper- 
imental work  by  Creech  and  coworkers 3S 
indicated  that  they  are  not  suitable.  Heter- 
ologous grafts,  however,  have  an  important 
use  as  temporary  shunts  to  carry  sufficient 
circulation  while  extensive  resection  of  the 
arch  of  the  aorta  and  descending  aorta  is 
being  carried  out.39- 40 

SUMMARY 

At  present  the  artery  bank  is  the  only 
means  by  which  the  availability  of  a suit- 
able arterial  graft  can  be  assured.  Grafts 
may  be  collected  under  sterile  or  asterile 
technic.  Although  delay  is  not  desirable, 
as  much  as  eight  hours  may  elapse  between 
death  of  the  donor  and  collection  of  the 
graft.  In  regard  to  the  age  of  the  donor,  the 
decision  should  be  based  solely  on  the  phys- 
iologic rather  than  the  chronologic,  age  of 
the  artery.  Patients  who  have  died  of  a 
transmissible  or  malignant  disease  are  not 
considered  suitable  donors  of  an  arterial 
graft.  Grafts  may  be  stored  by  the  quick 
frozen  or  freeze  drying  method. 

Types  of  grafts  include  autogenous,  hom- 
ologous, and  heterologous  arterial  or  venous 
grafts,  and  plastic  grafts.  There  is  ex- 
perimental evidence  to  suggest  that  under 
certain  circumstances  it  may  be  possible  to 
induce  a host  to  develop  his  own  endothelial 
lined  tube  which  could  be  used  as  a graft. 
Use  of  a living  graft  is  not  necessary. 
Homologous  grafts  and  plastic  prostheses 
both  serve  as  a scaffold  for  the  ingrowth 
of  fibroblasts  which  convert  the  structure 
into  a less  elastic  but  functionally  satis- 
factory tube.  A new  intima  is  developed 
which  is  grossly  indistinguishable  from  the 
normal. 

Indications  for  arterial  grafting  include 
aneurysms  of  the  abdominal  or  thoracic 
aorta,  localized  arteriosclerotic  obstruction 


of  the  abdominal  aorta  as  well  as  of  the 
peripheral  arteries,  extension  of  radical 
cancer  excision  and  repair  of  arteriovenous 
aneurysms.  Illustrative  case  histories  are 
included. 

The  future  of  plastic  arterial  prostheses 
is  promising  but  the  ultimate  decision  as  to 
the  best  material  and  the  long  term  fate 
of  these  “grafts”  is  not  settled.  Heterolo- 
gous grafts  probably  should  not  be  used. 
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THE  MALABSORPTION  SYNDROME  * 
MARTIN  S.  KLECKNER,  JR.,  M.  D.  t 
New  Haven,  Conn. 

The  malabsorption  syndrome,  the  sprue 
syndrome  and  jejuno-iliac  insufficiency 
comprise  a synonymous  group  of  conditions 
characterized  by  impaired  absorption  of 
fat,  carbohydrate,  protein,  vitamins,  iron 
and  calcium  in  the  small  intestine.  As  a 
consequence,  malnutrition,  steatorrhea,  loss 
of  weight,  anemias,  tetany  and  avitamino- 
sis are  predominant  clinical  manifestations. 

Much  of  our  current  knowledge  on  the 
absorption  of  food  is  derived  from  a re- 
port of  Munk 1 published  in  1891.  He 
made  a series  of  observations  on  a young 
woman  with  a filarial  chylous  fistula,  in 
much  the  same  way  as  William  Beaumont 
did  on  the  stomach  of  Alexis  St.  Martin. 
Among  several  primitive  fat-labeling  ex- 
periments, he  conclusively  demonstrated 
that  virtually  all  the  fat  which  is  absorbed 
enters  the  body  by  the  lymphatic  route. 
Since  then  it  has  been  concluded  that  fatty 
acids  of  10-carbon  atoms  or  less  are  prob- 
ably absorbed  by  the  portal  route ; where- 
as the  longer  chain  fatty  acids,  which  make 
up  the  bulk  of  the  dietary  fatty  acids,  are 
absorbed  by  the  lymphatic  route. 

The  particular  defect  in  the  malabsorp- 
tion syndrome  appears  to  be  fairly  specific 
and  cannot  be  explained  on  the  basis  of  one 
single  mechanism.  It  has  been  demonstrat- 
ed experimentally  in  normal  human  beings 
that  amino  acids,  glucose  and  fat  compete 
in  intestinal  selective  absorption.2  These 
substances,  in  addition  to  essential  min- 
erals, vitamins,  particularly  the  fat  soluble 
vitamins  A,  D,  and  K,  and  water,  are  de- 
fectively or  poorly  absorbed  by  the  intes- 
tines in  patients  with  this  syndrome. 

For  a discussion  of  the  pathogenesis  of 
the  malabsorption  syndrome  the  reader  is 
referred  to  the  recent  thorough  review  of 
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andria, La.,  April  24,  1956. 
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ner  Clinic  and  Department  of  Medicine,  Tulane 
University  of  Louisiana  School  of  Medicine,  New 
Orleans. 

t Now  Assistant  Professor  of  Medicine,  Yale 
University  School  of  Medicine,  New  Haven,  Conn. 
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the  literature  by  Paterson.3  He  listed  the 
current  opinions  of  the  postulated  defect 
in  this  condition  as : intermediary  meta- 
bolic disorder,  intrinsic  cellular  defect,  die- 
tary or  vitamin  deficiency,  motor  dysfunc- 
tion of  the  small  intestine,  and  altered 
colonic  bacterial  flora.  Actually,  the  basic 
etiology  of  sprue,  for  example,  is  unknown 
and  the  prevailing  concept  is  that  it  is  a 
deficiency  caused  by  defective  intestinal 
absorption  due  to  an  inborn  error  of  me- 
tabolism. 

CLASSIFICATION 

A clinical  classification  of  the  malab- 
sorption syndrome  lacks  both  etiologic  and 
pathologic  relationships  (Table  1).  In 

TABLE  1 

CLASSIFICATION  OF  MALABSORPTION  SYNDROME 

A.  Primary  sprue 

1.  Celiac  disease 

2.  Nontropical  sprue 

a.  Gluten-induced  enteropathy 

3.  Tropical  sprue 

B.  Pancreatogenous  steatorrhea 

1.  Cystic  fibrosis  of  pancreas 

2.  Chronic  relapsing  pancreatitis 

3.  Carcinoma  of  pancreas 

4.  Post-pancreatectomy 

5.  Kwashiorkor 

C.  Hepatobiliary  steatorrhea 

1.  Primary  biliary  cirrhosis 

2.  Obstruction  of  common  bile  duct 

D.  Intestinal  steatorrhea 

1.  Anastomotic  syndrome 

a.  Resection  of  small  intestine  or  stomach 

b.  Fistula:  gastrojejunocolic  fistula 

2.  Diseases  of  small  and  large  intestine 

a.  Benign  and  malignant  neoplasms 

b.  Granulomatous  disease : regional  enteri- 
tis 

c.  Infiltrative  disease:  primary  amyloidosis; 
scleroderma 

d.  Infections:  tuberculosis 

e.  Stricture 

f.  Congenital:  malrotation  of  gut 

g.  Antibiotic  enterocolitis 

3.  Diseases  of  mesenteric  lymph  nodes: 
Intestinal  lipodystrophy;  sarcoma 

4.  Parasitic  infestation;  filariasis;  diphyllo- 
bothrium  latum 

5.  Endocrinopathy ; thyrotoxicosis;  Addison’s 
disease 

6.  Pellagra 

1940,  Bennett  and  Hardwick,  and  later 
others,  recognized  a sprue-like  condition 
in  surgical  short-circuiting  of  the  small 


intestine,  internal  intestinal  fistulas  and 
intestinal  lymphoma,  among  other  diseases, 
and  concluded  that  jejuno-iliac  insufficien- 
cy, could  be  corrected  surgically. 

Occasional  cases  of  nontropical  sprue 
and  most  cases  of  celiac  disease  (Gee- 
Herter’s  disease)  have  been  shown  to  be 
due  to  the  presence  of  wheat  gluten  in  the 
diet.  As  a result,  a satisfactory  therapeu- 
tic response  has  been  noted  only  after  a 
gluten-free  dietary  regimen.  Many  pa- 
tients with  nontropical  sprue  have  had 
celiac  disease  in  childhood.  The  predomi- 
nant clinical  differences  between  tropical 
and  nontropical  sprue,  in  addition  to  the 
geographic  location,  are,  in  the  former, 
greater  incidence  in  adults,  generally  re- 
fractory to  a gluten-free  diet  but  favor- 
ably responsive  to  oral  or  parenteral  ad- 
ministration of  folic  acid,  and  occurrence 
in  epidemic  outbreaks  or  among  members 
of  the  same  family.  The  main  areas  in 
which  tropical  sprue  is  epidemic  are  the 
Far  East,  India,  and  the  Caribbean  region, 
but  there  are  local  differences  in  these 
areas,  as  for  example,  its  occurrence  in 
Puerto  Rico  but  not  in  Jamaica.  Steator- 
rhea persists  even  after  the  patient  moves 
to  a temperate  climate.  Some  patients  may 
show  no  response  to  administration  of  folic 
acid  but  recuperate  dramatically  when  in- 
testinal antibacterial  therapy  is  instituted. 

Pancreatogenous  steatorrhea  is  associ- 
ated with  those  conditions  in  which  there 
is  a deficiency  of  one  or  more  of  the  pan- 
creatic enzymes  (Figure  1).  Increased 
bacterial  growth  and  fermentation  occur, 
particularly  in  the  colon  as  the  result  of 
undigested  food.  In  our  experience  it  has 
been  one  of  the  most  common  types  of 
steatorrhea. 

Hepatobiliary  steatorrhea  is  a clinical 
manifestation  of  obstruction  of  the  com- 
mon bile  duct  due  to  such  lesions  as  stones, 
stricture,  or  neoplasm  and  primary  biliary 
(cholangiolitic)  cirrhosis  with  or  without 
xanthomatosis  (Figure  2).  Impaired  ab- 
sorption of  fat  and  even  protein  occurs 
when  bile  is  excluded  from  the  intestinal 
tract.  Bile  salts  are  considered  to  be  a 
most  important  biliary  absorptive  constitu- 
ent. 
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Figure  1 — Roentgenogram  of  the  abdomen. 
Chronic  relapsing  pancreatitis.  Calcification  of 
the  pancreas.  Pancreatogenous  steatorrhea. 


Figure  2 — Hepatobiliary  steatorrhea.  Needle 
biopsy  of  the  liver.  Primary  biliary  cirrhosis  with 
xanthomatosis.  Chronic  pericholangitis,  bile  stas- 
is, and  early  nodular  regeneration  (H  & E,  X 60). 

There  are  various  types  of  intestinal 
steatorrhea.  In  most  of  them  gross  patho- 
logic changes  in  the  intestinal  wall,  short- 
circuiting  of  the  intestinal  contents  or  in- 
terference with  lacteal  transport  of  fat 
can  be  demonstrated.  In  this  category  the 
most  prevalent  problem  of  steatorrhea  oc- 


curs in  the  patient  with  the  anastomotic 
syndrome.  Postgastrectomy  steatorrhea, 
gastrojejunocolic  or  gastrocolic  fistulas, 
and  inadvei'tent  surgical  error  of  gastro- 
ileostomy  are  representative.  In  addition 
to  the  abnormal  routing  of  chyme  in  these 
cases,  it  is  possible  that  the  steatorrhea 
may  be  related  to  the  increased  amount  of 
intestinal  coliform  flora  as  seen  in  gastro- 
jejunocolic fistula.  Significant  steatorrhea 
is  seen  rarely  in  the  unusual  case  of  “ir- 
ritable bowel”  and  in  advanced  cases  of 
thyrotoxicosis,  diabetes  mellitus,  pan- 
hypopituitarism or  adrenal  insufficiency. 
Impairment  of  the  lacteal  transport  of  fat 
in  patients  with  intestinal  lipodystrophy 
(Whipple’s  disease),  lymphoma,  meta- 
static neoplasm  and  tuberculosis  is  an- 
other type  of  malabsorption  syndrome. 
Severe  pellagra,  in  patients  whose  diets 
consist  exclusively  of  pork,  molasses  and 
corn  bread,  may  simulate  nontropical  sprue. 

CLINICAL  MANIFESTATIONS 

It  is  commonly  believed  that  celiac  dis- 
ease 5 and  nontropical  sprue  7 represent 
different  stages  of  the  same  disease.  Both 
are  characterized  by  chronic  diarrhea 
without  a demonstrable  or  significant 
pathologic  or  bacteriologic  basis.  Addi- 
tional manifestations  are  emaciation,  flat- 
ulence, intolerance  to  dietary  carbohydrate 
and  fat,  and  an  abnormally  great  require- 
ment for  protein  in  the  diet.  Progressive 
malnutrition,  steatorrhea,  hypoproteinemia 
and  hydrolability  occur  with  the  develop- 
ment of  mineral  and  vitamin  deficiencies 
and  a negative  nitrogen  balance  (Fig.  3a.). 

Celiac  disease  is  seen  chiefly  in  children, 
although  in  some,  symptoms  have  persisted 
into  adulthood.  Also,  the  disease  may  be 
latent  in  adolescence  and  symptomatic  in 
adult  life.*  Not  only  are  spontaneous  re- 
missions and  relapses  characteristic  of 
sprue,  but  the  disease  may  be  latent.  In 
the  later  instance  there  is  no  direct  or 
initial  evidence  of  intestinal  malabsorption, 
but  diarrhea,  avitaminosis,  megaloblastic 
anemia  and  spontaneous  fractures  may  be 
the  initial  clinical  features.  The  possibility 
of  subclinical  sprue  should  be  considered 
in  patients  with  refractory  megaloblastic 
anemia,  particularly  younger  individuals. 
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Figure  3a — Nontropical  sprue.  Emaciation, 
cutaneous  melanosis,  di'y  “toadskin”. 


Nocturnal  diuresis,  abdominal  distention, 
edema  of  the  ankles,  low  blood  pressure, 
cutaneous  pigmentation,  clubbing  of  the 
fingers  and  koilonychia  may  be  present. 
The  alert,  apprehensive  or  hypermetabolic 
appearance  of  patients  with  nontropical 
sprue  is  impressive.  Many  of  them  give 
the  appearance  of  a “bird-perched-on-a- 
limb  ready  for  flight”  with  their  thin 
pointed  noses  and  staring  facial  expres- 
sions as  they  sit  unrelaxed  ready  for  alarm. 

Excessive  steatorrhea  leads  to  emacia- 


Figure  3b — Same  patient  six  weeks  later  hav- 
ing been  on  a therapeutic  regimen  consisting  of 
a high  protein,  moderate  carbohydrate,  low  fat 
diet,  multivitamins,  and  a daily  maintenance  dose 
of  5 mg.  U.S.P.  prednisone  twice  daily. 

tion  and  loss  of  calcium  and  fat  soluble 
vitamins.  Creatorrhea,  the  fecal  loss  of 
protein,  appears  responsible  also  for  ema- 
ciation, fatty  liver,  osteoporosis,  hypopro- 
teinemia,  edema,  hydrothorax,  and  ascites. 
Defective  absorption  of  carbohydrates  re- 
sults in  fermentation  of  the  stool,  dyspep- 
sia, flatulence,  bloating,  and  hypoglycemia. 
Almost  all  patients  with  the  malabsorption 
syndrome,  especially  sprue,  exhibit  poly- 
valent vitamin  deficiencies.  Loss  of  vita- 
min A may  cause  night  blindness,  xeroph- 
thalmia, bronchitis  and  a roughened  dry 
skin.  Avitaminosis  B may  result  in  glos- 
sitis, cheilitis,  blepharitis,  nasolabial  se- 
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borrhea,  peripheral  neuritis,  diarrhea, 
pellagrous  dermatitis  and  hypochromic 
anemia.  Loss  of  vitamin  C manifests  it- 
self by  scurvy  and  slow  healing  of  wounds. 
Rickets  or  osteomalacia  is  the  result  of 
avitaminosis  D.  Hypoprothrombinemia 
may  develop  as  the  consequence  of  loss 
of  the  fat  soluble  K in  the  stool,  causing 
gastrointestinal  hemorrhage.  In  severe 
cases  there  may  be  loss  of  calcium  and 
phosphorus  as  well  as  tetany  and  osteo- 
malacia. 

Clinical  manifestations  of  decreased 
blood  and  tissue  calcium  are  noted  in  the 
physical  signs  of  tetany : carpopedal  spasm, 
Trousseau’s  sign,  positive  Chvostek’s  sign 
and  muscular  cramps.  The  failure  of  hypo- 
calcemic  tetany  to  occur  in  some  cases  of 
the  malabsorption  syndrome  may  be  ex- 
plained on  the  basis  that  as  the  serum 
protein  concentration  decreases  so  does  the 
proportion  of  protein-bound  calcium,  leav- 
ing a higher,  relative  amount  of  ionized 
calcium.  The  skeletal  manifestations  of 


Figure  4 — Roentgenogram  of  the  thoracic  spine. 
Nontropical  sprue.  Marked  osseous  demineraliza- 
tion. Osteomalacia.  Kyphosis. 


hypocalcemia  and  avitaminosis  D include 
osteomalacia  (Figure  4),  rickets,  dwarf- 
ism, lenticular  opacities,  spontaneous 
fractures  and  severe  kyphosis. 

Anemia  is  invariably  present  during 
some  stage  of  the  malabsorption  syndrome. 
The  loss  of  iron  produces  hypochromic, 
microcytic  anemia  early  in  the  active 
phase  of  the  disease.  This  may  be  aggra- 
vated by  deficiency  of  vitamin  B complex, 
hypothrombinemia  due  to  deficiency  of 
vitamin  K,  and  decrease  in  the  amount  of 
stored  vitamin  C.  In  the  later,  quiescent 
phase,  hyperchromic,  macrocytic  anemia 
results  from  defective  absorption  or  ex- 
cessive loss  of  folic  acid  or  vitamin  Bu>. 
The  absorption  of  iron  may  be  impaired 
also  by  gastric  histamine  achlorhydria  or 
hypochlorhydria  as  commonly  observed  in 
this  syndrome. 

LABORATORY  FEATURES 

We  employ  a steatorrhea  - creatorrhea 
test  diet  in  the  study  of  patients  having 
the  malabsorption  syndrome.9  This  con- 
sists of  a daily  diet  composed  of  101.6  Gm. 
of  fat,  117.5  Gm.  of  protein,  269.6  Gm.  of 
carbohydrate,  and  2463  calories  for  five 
days.  At  the  beginning  of  the  third  day 
and  seventy-two  hours  later  a carmine 
marker  is  ingested  to  mark  the  stool  col- 
lection. The  feces  of  normal  persons  in 
twenty-four  hours  contains : total  solids, 
13.6  to  39.1  Gm. ; total  fat,  1.8  to  6.7  Gm.; 
and  total  nitrogen  0.8  to  2.5  Gm.  Follow- 
ing resection  of  75  per  cent  of  the  small 
intestine  for  recurrent  regional  enteritis 
one  patient  had  60.4  Gm.  of  fecal  fat  and 

8.7  Gm  of  fecal  nitrogen  in  twenty-four 
hours  while  on  the  steatorrhea-creatorrhea 
test  diet.  A patient  with  nontropical  sprue 
had  a quantitative  fecal  fat  excretion  of 

7.7  Gm.  and  fecal  nitrogen  excretion  of 

2.8  Gm.  in  twenty-four  hours. 

A flat  oral  glucose-tolerance  curve  is  ob- 
tained in  most  cases  of  advanced  primary 
sprue.  This  is  most  probably  due  to  an 
absorptive  deficiency,  but  because  there 
may  be  a normal  glucose  tolerance  curve 
in  these  cases  when  glucose  is  administered 
via  duodenal  tube,  a gastric  defect  can  be 
postulated. 

We  employ  the  intravenous  secretin  test 
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for  the  quantitative  determination  of  pan- 
creatic enzymes.  By  use  of  a Diamond 
tube  introduced  into  the  first  portion  of 
the  duodenum  under  fluoroscopic  guidance, 
the  volume  of  the  secretion  and  amounts  of 
bicarbonate,  trypsin,  amylase  and  lipase 
are  determined  in  three  consecutive  twenty 
minute  collections  after  the  cautious  in- 
travenous administration  of  one  unit  of 
secretin  per  kilogram  of  body  weight.  In 
pancreatic  steatorrhea  these  substances 
are  absent  or  present  in  small  amounts ; 
whereas  normal  amounts  occur  in  other 
types  of  steatorrhea.  Congenital  fibro- 
cystic disease  of  the  pancreas  may  be  dif- 
ferentiated more  practically  from  celiac 
disease  by  the  oily  appearance  of  the  stool, 
the  presence  of  neutral  fat  rather  than 
calcium  soaps  in  the  stool,  a high  glucose 
tolerance  curve  and  association  of  paren- 
chymal pulmonary  cystic  fibrosis. 

Elevation  of  the  basal  metabolic  rate, 
volvulus  of  the  colon,10  low  serum  carotene 
levels,  flat  oral  vitamin  A tolerance  curve, 
low  cholesterol  and  plasma  lipid  levels,  and 
gastroscopic  evidence  of  atrophic  gastritis 
are  additional  laboratory  observations  in 
cases  of  the  malabsorption  syndrome. 

ROENTGENOLOGIC  FEATURES 

Roentgenologic  evidences  of  intestinal 
malabsorption  include  obliteration  ■ of  the 
valvulae  conniventes  (Kerkring’s  folds) 
with  smooth  margins  of  barium-filled 
small  intestine ; sausage-like  smooth,  di- 
lated, barium-filled  loops  of  small  intestine 
— the  “moulage  sign” ; adherence  of  barium 
to  the  mucosa  of  the  intestine  after  the 
bulk  of  this  substance  has  passed  the  area 
giving  it  a feathery,  fleck-like,  flocculent 
appearance ; dilatation  of  the  involved 
loops  of  intestine ; hypomotility  of  the  in- 
testine particularly  with  stasis  and  hyper- 
secretion in  the  gastric  and  ileal  areas ; 
secondary  megacolon,  and  finally,  evidence 
of  osteomalacia  and  osteoporosis  (Figures 
4,  5).  A normal  small  intestinal  pattern 
is  seen  infrequently  in  sprue  and  common- 
ly in  other  types  of  the  malabsorption  syn- 
drome. The  “sprue  pattern”  is  sufficiently 
characteristic  radiologically  to  separate  it 
from  the  heterogeneous  group  of  condi- 
tions hitherto  labeled  as  “deficiency  pat- 


Figure  5 — Two  hour  roentgenogram  of  the 
small  intestine  in  nontropical  sprue.  Moulage, 
segmentation,  dilatation,  and  a feathery  appear- 
ance. 

tern”  or  disordered  motor  function."  Even 
after  proper  therapy  this  pattern  persists 
in  patients  with  primary  sprue. 

TREATMENT 

Treatment  of  the  malabsorption  syn- 
drome depends  upon  the  causative  factor 
of  the  particular  case.  If  the  cause  is  in- 
testinal stricture,  enteric  fistula,  short- 
circuiting  of  the  small  intestine,  extra- 
hepatic  biliary  obstruction,  pancreatic  fis- 
tula, congenital  malrotation  of  the  intes- 
tine, regional  enteritis,  operable  neoplasm, 
or  surgical  error,  the  treatment  of  choice 
would  be  surgical  as  determined  by  each 
individual  case.  Steatorrhea  secondary  to 
parasitic  infestation  and  various  metabolic 
diseases,  as  thyrotoxicosis,  adrenal  insuf- 
ficiency, panhypopituitarism  and  diabetes 
mellitus,  may  resolve  when  the  primary 
disease  is  treated  specifically. 

There  are,  however,  certain  general 
measures  which  may  be  employed  in  the 
management  of  patient’s  with  the  malab- 
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sorption  syndrome.  We  use  a “foundation 
diet”  consisting  of  2130  calories,  composed 
of  45  Gm.  of  fat,  135  Gm.  of  protein  and 
300  Gm.  of  carbohydrate.  During  a symp- 
tomatic remission,  or  when  additional  ca- 
loric intake  is  required,  a “full  diet”  may 
be  employed  in  the  amounts  of  75  Gm.  of 
fat,  140  Gm.  of  protein  and  330  Gm.  of 
carbohydrate  making  a total  of  2540  cal- 
ories.1- Because  of  the  excessive  loss  of 
calcium,  4 to  12  Gm.  of  calcium  glucinate 
or  lactate  is  administered  by  mouth  in 
daily  divided  doses.  Vitamins  afford  par- 
ticular value,  especially  those  that  are  fat 
soluble.  These  are  administered  conven- 
iently in  the  amounts  contained  in  the 
standard  therapeutic  multivitamins  to- 
gether with  at  least  5 mg.  of  vitamin  K 
daily.  Synthetic  aqueous  vitamin  A in 
large  doses  is  preferable  to  the  fat  soluble 
type. 

Certain  specific  therapeutic  measures 
are  employed,  particularly  in  patients  with 
primary  sprue.  In  pancreatic  steatorrhea 
U.S.P.  pancreatin  tablets  are  recommended 
in  a daily  oral  dosage  of  at  least  10  to  15 
Gm.  Dilute  hydrochloric  acid  is  valueless 
in  the  adjunctive  management  of  the  mal- 
absorption syndrome.  Fat  emulsifying 
agents,  as  Sorlate  (R),  may  be  employed 
in  the  dosage  of  1.5  Gm.  three  times  daily, 
but  if  the  effects  are  unpredictable,  oral 
administration  of  bile  salts  in  hepatobiliary 
steatorrhea  will  produce  dramatic  reduc- 
tion in  fecal  fat,  particularly  if  the  oral 
fat  intake  is  adjusted  to  a moderately  low 
but  palatable  level.  When  intestinal  hyper- 
motility or  massive  intestinal  resection  is 
responsible  for  steatorrhea,  anticholinergic 
drugs  may  be  necessary  to  impede  intestin- 
al hypermotility.  We  have  found  JB-340  * 
(25  mg.  four  times  daily  by  mouth)  to  be 
the  most  effective  available  colonic  anti- 
cholinergic drug. 

Celiac  disease  and  late  celiac  disease 
(gluten-induced  enteropathy)  may  respond 
favorably  to  a wheat-gluten  free  diet.3' 13- 14 
Wheat  and  rye  gluten  are  automatically 
eliminated  from  the  diet  of  these  patients, 

* Kindly  supplied  by  Dr.  Harvey  S.  Sadow,  As- 
sociate Director  of  Research,  Lakeside  Labora- 
tories Inc.,  Milwaukee,  Wisconsin. 


but  it  is  important  to  insure  that  the  in- 
take of  both  calories  and  protein  is  neces- 
sarily high.  As  a result  of  this  dietary 
regimen  absorption  of  fat  and  nitrogen  is 
increased  within  a few  days  and  recovery 
is  rapid.  In  patients  with  celiac  disease 
this  diet  should  be  maintained  until  the 
child  stops  growing. 

In  tropical  sprue  administration  of  a 
sprue  diet  and  5 to  25  mg.  daily  of  folic 
acid  orally  should  be  adequate.15’ 10  Symp- 
toms are  rapidly  relieved,  and  roentgeno- 
logic and  other  laboratory  abnormalities 
are  corrected.  If  hematologic  or  neuro- 
logic remission  is  inadequate,  crude  liver 
extract,  vitamin  B12  or  yeast  should  be  in- 
cluded in  the  regimen.  If  this  regimen 
fails  to  produce  remission,  removal  of  the 
patient  to  a more  temperate  climate  17  or 
institution  of  intermittent  five  day  courses 
of  an  intestinal  antibacterial  drug  is  indi- 
cated. Any  of  the  broad  spectrum  anti- 
biotic agents,  such  as  chloi-amphenicol  or 
tetracyclin,  may  be  administered  orally  or 
in  various  combinations  in  a dosage  of  500 
mg.  three  times  daily  for  five  days  followed 
by  succinylsulfathiazole  in  a dosage  of  2 
Gm.  four  times  daily  for  five  days. 

More  recently,  prolonged  administration 
of  adrenocorticotropic  hormone, 18  corti- 
sone 10  or  hydrocortisone  has  been  demon- 
strated to  induce  a remission  of  nontropical 
sprue  (Table  2).  In  nontropical  sprue,  in- 
testinal lipodystrophy  (Whipple’s  disease) 
and  regional  enteritis,  amelioration  of  the 
primary  disease,  reduction  of  steatorrhea 
and  improvement  in  the  fat  soluble  avita- 
minotic state  have  resulted  in  dramatic 
clinical  improvement  (Fig.  3b.).  Addi- 
tion of  stei’oid  therapy  to  orally  adminis- 
tered ferrous  sulfate  has  corrected  other- 
wise refractory  hypochromic,  microcytic 
anemia  of  the  malabsorption  syndrome.20 
Presumably,  steroids  help  induce  a great 
increase  in  the  uptake  of  iron  by  the  in- 
testinal mucosal  cells.  Although  the  ane- 
mia may  respond  to  administration  of 
iron,  iron  and  cortisone,  liver  extract,  folic 
acid,  vitamin  B'12  or  intestinal  antibacterial 
therapy,  depending  upon  the  type  and 
phase  of  the  disease,  surgical  correction  of 
the  existing  pathologic  lesion,  for  example, 
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TABLE  2 

LABORATORY  EVIDENCE  OF  REMISSION  IN 
WOMAN  47  YEARS  OLD  WITH  NON  TROPICAL 
SPRUE  TREATED  BY  FOUNDATION  SPRUE 
DIET,  MULTIVITAMINS  AND  VITAMINS  AND 
PREDNISONE 


Before 

8 Weeks  Later 

BMR,  % 

+ 16 

—6 

Prothrombin,  % of 
normal 

42 

100 

Serum  calcium, 
mg./lOO  cc. 

3.3 

4.7 

Serum  albumin/ 

Globulin,  Gm./lOO  cc. 

2.4/2. 1 

3. 6/1. 5 

Stool  Guaiac  Reaction 

positive 

negative 

Oral  Glucose  Tolerance 
Curve 

Flat 

Low 

Serum  Vitamin  A, 
microgram/ 100  cc. 

40 

70 

Histamine  Gastric 

Analysis,  Free  HC1/ 
Total  HC1,  units 

0/20 

0/14 

Stool  Fat,  Gm./24  hr. 

17.2 

7.2 

Stool  Nitrogen, 
Gm./24  hr. 

4.8 

1.4 

Total  Serum  Lipids, 
mg./lOO  cc. 

320 

468 

Hemogram 

hypochromic 

microcytic 

anemia 

Normal 

stricture  of  the  small  intestine,  will  cor- 
rect the  anemia.  Normal  fecal  fat  levels 
are  usually  obtained  in  a patient  with  non- 
tropical  sprue  receiving  steroid  therapy. 
Whereas  in  my  experience  the  therapeutic 
results  from  folic  acid,  liver  extract,  or 
vitamin  B12  have  been  nonspecific  and  er- 
ratic in  patients  with  nontropical  sprue  in 
the  northern  part  of  the  United  States,  my 
medical  associates  at  Tulane  University 
assure  me  that  folic  acid,  in  particular,  has 
been  effective  in  inducing  symptomatic  re- 
mission in  patients  in  the  southern  sec- 
tions of  the  country.  It  seems  plausible 
that  rather  than  a direct  effect  of  adrenal 
hormones  in  fat  absorption,  more  likely 
the  small  intestine  shares  in  the  general 
bodily  improvement  and  that  fat  absorp- 
tion improves  together  with  the  general 
restoration  of  normal  metabolic  processes 
in  the  entire  body. 

SUMMARY  AND  CONCLUSION 

The  malabsorption  syndrome,  jejuno- 
iliac  insufficiency  and  sprue  syndrome 


comprise  a heterogeneous  group  of  dis- 
eases in  which  the  intestinal  absorption  of 
important  foodstuffs,  minerals  and  vita- 
mins is  impaired.  It  is  important  that 
primary  sprue  be  differentiated  clinically 
from  other  types  of  intestinal  steatorrhea 
and  from  pancreatogenous  and  hepato- 
biliary steatorrhea  in  order  that  proper 
treatment  be  selected.  The  recognition 
that  celiac  disease,  which  may  be  latent  in 
childhood  and  symptomatic  in  adulthood, 
and  certain  cases  of  nontropical  sprue  re- 
spond favorably  to  a gluten-free  diet  is  an 
important  therapeutic  advance.  The  spe- 
cific use  of  adrenal  steroids  in  other  cases 
of  nontropical  sprue  and  intestinal  lipodys- 
trophy, and  as  adjunctive  treatment  in 
regional  enteritis  has  led  to  effective 
symptomatic  remission,  especially  in  non- 
tropical sprue.  Treatment  of  tropical  sprue 
consists  primarily  in  use  of  folic  acid  or 
administration  of  antibiotic  agents.  In 
fact,  recent  studies  disclosed  that  the  in- 
creased coliform  flora  in  both  the  small 
and  large  intestines  of  patients  with  the 
sprue  syndrome  explain  at  least  in  part 
the  defective  absorption  of  necessary  food, 
mineral,  and  vitamin  substances. 

Addendum : The  patient  mentioned  in 
Table  2 experienced  a clinical  relapse  when- 
ever steroid  therapy  was  discontinued. 
Eventually,  a gluten-free  diet  and  thera- 
peutic vitamins  (twice  daily)  were  pre- 
scribed solely.  More  marked  clinical  and 
biochemical  amelioration  than  during  ster- 
oid therapy  has  persisted  for  seven  months. 
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THE 

MECHANISM  AND  DIFFERENTIAL 
DIAGNOSIS  OF  ABNORMAL 
BLEEDING  * 

DANIEL  W.  HAYES,  M.  D.  t 
New  Orleans 

For  many  surgeons,  bleeding  abnormally 
means  that  a ligature  has  come  off  or  a 
clamp  has  slipped.  Fortunately  these  mis- 
haps can  usually  be  remedied  without  much 
difficulty.  On  the  other  hand,  hemorrhage 
in  a patient  who  has  had  no  surgery  is 
potentially  a difficult  problem  with  myriad 
possible  solutions.  As  an  internist  inter- 
ested in  hematology  and  allied  fields,  I 
shall  present  a medical  discussion  of  the 
fascinating  problem  of  the  inability  of 
blood  to  clot  with  a plan  of  attack  in  meet- 
ing such  an  obstacle. 


* Presented  at  the  8th  Annual  Meeting  of  the 
Surgical  Assn,  of  Louisiana,  November  6,  1955, 
New  Orleans. 

t Section  of  Internal  Medicine,  Mahorner  Clinic. 
Clinical  Instructor  in  Medicine,  Louisiana  State 
University  School  of  Medicine. 


The  history  is  probably  the  most  im- 
portant means  to  determine  whether  the 
bleeding  is  caused  by  some  local  pathology 
such  as  ulcer,  neoplasm,  or  infection  or 
whether  it  is  due  to  an  abnormal  vascular 
or  coagulation  mechanism.  Almost  never 
does  a patient  have  massive  or  severe  bleed- 
ing as  the  first  manifestation  of  a general- 
ized disease.  Questioning  will  elucidate  the 
fact  that  there  has  been  easy  bleeding  or 
bruising  in  the  past  following  minor  trauma 
or  occurring  spontaneously.  Every  surgeon 
of  any  type  or  specialty  can  avoid  serious 
misfortune  by  getting  this  past  history. 

VASCULAR  ABNORMALITIES 

Injury  to  large  blood  vessels  of  course 
causes  hemorrhage  (Table  1)  and  no  more 

TABLE  1 

CAUSES  OF  HEMORRHAGE 

A.  Injury  to  large  blood  vessels. 

B.  Vascular  dysfunction. 

1.  Hereditary  telangiectasia. 

2.  Senile  purpura. 

3.  Hypertension,  diabetes,  infections. 

4.  Nonthrombocytopenic  purpuras, 
a.  Allergic  purpura. 

b.  Henoch’s  or  Schoenlein’s  purpura. 

5.  Scurvy. 

need  be  said  about  this  except  that  the  ob- 
vious treatment  is  to  ligate  or  clamp  the 
leaking  vessels. 

Vascular  dysfunction  may  include  several 
different  types  of  abnormalties.  Hereditary 
telangiectasia  occurs  in  both  sexes  and  is 
a hereditary  condition  which  consists  of 
local  angiomata,  which  have  a deficient 
muscular  and  elastic  layer.  This  condition 
is  often  absent  in  childhood  and  is  not  seen 
until  later  in  life.  These  telangiectatic  blood 
vessels  occur  in  the  skin  where  they  are 
most  often  recognized  but  it  is  from  the 
mucous  membrane  angiomata  that  the  large 
hemorrhages  occur  in  this  condition. 

Purpura  or  gross  bleeding  with  large 
ecchymotic  areas  or  hematomas  under  the 
skin  occurs  in  older  people  merely  from 
fragility  of  the  blood  vessels,  usually  the 
veins,  with  loss  of  supporting  structure  in 
the  surrounding  tissues.  Characteristically 
this  occurs  only  in  the  elderly  patient. 

Two  obvious  causes  of  hemorrhage  in- 
clude hypertension  with  its  increased  pres- 
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sure  in  the  blood  vessels  leading  to  easy 
bleeding,  and  diabetes  which  seems  to  have 
some  definite  effect  on  weakening  blood 
vessel  walls.  Infectious  diseases  are  prone 
to  cause  hemorrhage  either  by  direct  weak- 
ening of  the  capillaries  or  by  depressing  the 
platelet  count. 

Purpuras  that  have  normal  platelet 
counts,  that  is,  non-thrombocytopenic  pur- 
puras, are  often  seen.  The  allergic  type  of 
purpura  usually  occurs  in  association  with 
allergies  and  may  occur  with  other  skin 
manifestations  or  allergies  such  as  ery- 
thema, wheals,  bullae  and  other  obviously 
allergic  rashes.1 

Henoch’s  purpura  has  been  described  as 
occurring  mainly  in  children  and  adoles- 
cents. Usually  gastrointestinal  symptoms 
are  present  and  colic  often  occurs.  The 
bowel  is  edematous  and  red  in  segmental 
distribution.  Joint  symptoms  may  also 
occur  in  rare  association  with  the  gastro- 
intestinal systems.  Schoenlein’s  purpura 
is  described  as  occurring  in  young  adults 
and  usually  occurs  as  periarticular  effu- 
sions. These  may  also  be  manifestations  of 
an  allergic  disease. 

Scurvy  is  vitamin  C deficiency  and  oc- 


curs because  there  is  a deficiency  in  the 
ground  substance  between  the  cells  of  the 
capillary  walls  with  increased  capillary 
fragility. 

COAGULATION  MECHANISM 

Most  of  the  remainder  of  this  discussion 
will  present  the  complicated  and  fascinat- 
ing aspects  of  the  coagulation  of  blood.2- 7 
The  bare  details  (Figure  1)  of  the  coagu- 
lation mechanism  show  in  phase  one,  that 
tissue  cells  or  platelets  break  down  to  liber- 
ate the  platelet  thromboplastic  factor  which 
is  also  named  thromboplastinogenase.  This 
platelet  thromboplastic  factor  combines  in 
some  way  with  a plasma  thromboplastic 
factor  which  is  always  present  in  the 
plasma,  also  called  thromboplastinogen 
or  antihemophilic  globulin.  In  the  pres- 
ence of  a plasma  thromboplastic  component 
and  a plasma  thromboplastic  antecedent 
these  substances  form  thromboplastin. 

In  the  second  phase,  thromboplastin,  cal- 
cium ions,  and  certain  prothrombin  conver- 
sion factors  facilitate  the  formation  of 
thrombin  from  prothrombin.  The  throm- 
bin thus  formed  also  acts  to  labilize  plate- 
lets so  that  more  platelets  are  broken  down. 
The  thrombin  also  acts  to  increase  the 


BLOOD  COAGULATION  MECHANISM 


PHASE  I 


Figure  1.  The  blood  coagulation  mechanism.  An  abbreviated  composite  of  the  three  phases 
of  blood  coagulation. 
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amounts  of  accelerating  factors  so  that  the 
speed  of  this  reaction  then  becomes  greatly 
quickened.  With  adequate  amounts  of 
thrombin  thus  formed  fibrinogen  is  poly- 
merized and  formed  into  fibrin  clot. 

COAGULATION  - PHASE  1 

Let  us  discuss  in  detail  the  first  phase 
of  blood  coagulation  and  then  discuss  var- 
ious coagulation  defects  which  may  be 
found  in  the  first  phase.  (Figure  2) 

The  platelets  agglutinate  and  then  lyse  or 
become  destroyed.  The  exact  mechanism 
of  this  lysis  is  not  entirely  known  and  while 
it  is  precipitated  by  the  contact  of  the  plate- 
lets with  a rough  capillary  wall  yet  there 
may  be  other  factors  which  cause  this  dis- 
integration of  the  platelet.  As  was  pre- 
viously stated  the  break-down  of  platelets 
is  much  accelerated  by  the  formation  of 
minute  amounts  of  thrombin  at  the  site  of 
the  blood  clot  formation.  Thrombin  may 
be  always  in  the  blood,  inactivated  by  anti- 
thrombin. This  platelet  thromboplastic 
factor  thus  formed  combines  with  a plasma 
thromboplastic  factor  which  is  otherwise 
called  antihemophilic  globulin  or  active 
thromboplastinogen.  Quick 5 feels  that 
thromboplastinogen  must  be  activated  be- 
fore it  can  combine  with  the  platelet  throm- 
boplastic factor,  and  that  there  is  a certain 
circulating  anticoagulant  which  may  in- 

PHASE I 


hibit  this  activation  of  thromboplastinogen 
so  that  the  disease  acts  like  hemophilia  but 
actually  is  not  hemophilia.  The  plasma 
thromboplastic  component  which  has  re- 
cently been  discovered  is  also  a necessary 
element  in  this  combination  of  the  previous 
two  factors  to  make  thromboplastin.  A 
plasma  thromboplastic  antecedent  also  has 
recently  been  described. 

CLINICAL  SYNDROMES  - PHASE  1 

We  shall  now  consider  in  detail  the  var- 
ious coagulation  defects  that  occur  in  this 
first  phase  of  blood  coagulation  with  a few 
brief  clinical  remarks  about  each  one. 
(Table  2)  Platelet  deficiency  occurs  in  the 
well  known  idiopathic  thrombocytopenic 
purpura.  A circulating  antiplatelet  factor 
occurs  in  many  patients  and  is  thought  to 
agglutinate  the  patient’s  own  platelets  as 
well  as  repeatedly  transfused  platelets.  Hy- 
persplenism has  also  been  implicated,  but 
fewer  hematologists  now  support  this  theory 
of  sequestration  and  destruction  from  hy- 
persplenic  activity  alone.  The  disease  may 
be  acute  and  self-limited,  particularly  in 
children,  and  it  often  occurs  after  an  upper 
respiratory  illness  in  some.  In  chronic  or 
recurrent  thrombocytopenia  bleeding  will 
occur  frequently.  The  spleen  is  usually 
small  and  not  palpable.  If  the  spleen  is 
very  large  it  is  probably  secondary  throm- 
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Figure  2.  Phase  I.  Detailed  presentation  of  steps  involved.  Conditions  that  inhibit  or 
retard  reactions  are  indicated  by  dotted  arrows  below  the  reaction. 
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TABLE  2 

COAGULATION  DEFECTS 

A.  Phase  I. 

1.  Platelet  deficiency 

a.  Primai’y  thrombocytopenic  purpura 

b.  Secondary  thrombocytopenic  purpura 

c.  Thombasthenia 

2.  Plasma  factor  defects 

a.  Plasma  thromboplastic  factor 
(hemophilia) 

b.  Plasma  thromboplastic  component 

c.  Plasma  thromboplastic  antecedent 

B.  Phase  II. 

1.  Prothrombin  deficiency 

a.  Vitamin  K deficiency 

b.  Liver  disease 

c.  Anticoagulants 

d.  Congenital 

2.  Calcium  deficiency 

3.  Prothrombin  conversion  factor  deficiences 

a.  Proaccelerin  to  accelerin  (AC  globulin 
or  labile  factor) 

b.  Proconvertin  to  convei’tin  (SPCA  or 
stable  factor) 

C.  Phase  III 

1.  Afibrinogenemia 

2.  Fibrinogenopenia 

3.  Fibrinolysins 

bocytopenia  and  not  a primary  thrombocy- 
topenia. In  the  bone  marrow  the  mega- 
karyocytes are  increased  in  idiopathic  type 
of  thrombocytopenia  whereas  in  the  second- 
ary type  the  megakaryocytes  may  be  de- 
creased or  absent.  The  use  of  ACTH  or 
cortisone  may  cause  remission  of  this  con- 
dition, especially  in  children  when  it  often 
shortens  the  course  of  the  self-limited 
disease.  Splenectomy  is  indicated  in  a re- 
currence or  relapse  or  if  the  bleeding  is 
uncontrollable.  Splenectomy  should  be  done 
if  possible  during  a remission  since  it  may 
be  dangerous  during  the  acute  phase.  In 
75  per  cent  of  patients  a cure  may  be  ex- 
pected.10 

Secondary  thrombocytopenia  may  be 
divided  into  three  categories.  First,  spleno- 
megaly due  to  lymphomas,  Banti’s  syn- 
drome, acute  or  chronic  infections,  in- 
fectious mononucleosis,  and  sarcoidosis.  In 
the  second  place  decreased  megakaryocytes 
in  the  bone  marrow  may  occur  as  a result 
of  chemical  damage,  and  physical  agents 
such  as  x-ray.  It  may  also  occur  in  aplastic 
anemia  of  various  causes  or  in  leukemia. 
Treatment  of  secondary  thrombocytopenia 


involves  treating  the  underlying  disease.  A 
third  possibility  is  a syndrome  which  is 
called  thrombotic  thrombocytopenic  pur- 
pura in  which  platelet  thrombi  occur  in 
many  areas  of  the  body  giving  neurologic 
signs,  signs  of  purpura  plus  a hemolytic 
anemia.  This  condition  is  a rare  one  but 
is  seen  often  enough  that  one  should  keep 
it  in  mind  in  the  differential  diagnosis. 
This  is  similar  to  the  Schwartzmann  phe- 
nomenon seen  in  animals  in  anaphylactic 
shock. 

Thrombasthenia,  also  called  pseudohemo- 
philia, falls  into  an  ill-defined  group  be- 
tween hemophilia  and  thrombocytopenic 
purpura.  Some  of  these  conditions  are  due 
to  abnormal  platelets  even  though  the 
platelet  counts  are  within  normal  limits; 
yet  the  bleeding  time  may  be  prolonged, 
there  may  be  delayed  prothrombin  con- 
sumption or  prolonged  clot  retraction.  The 
addition  of  normal  platelets  may  correct 
the  abnormal  laboratory  tests.  A qualita- 
tive defect  in  the  platelets  is  probably  pre- 
sent in  these  cases.  Some  cases  which  pre- 
viously have  been  placed  into  this  classifi- 
cation now  may  be  described  as  plasma 
thromboplastic  component  (P.T.C.)  defi- 
ciencies. 

Plasma  factor  defects  include  the  defect 
known  as  hemophilia.  Hemophilia  is  a sex- 
linked  recessive  characteristic.  In  a recent 
publication  ten  men  gave  their  ideas  in  a 
classic  symposium  on  “What  is  Hemophil- 
ia’’.9 Each  man  had  a different  idea  as  to 
what  hemophilia  was  and  there  was  not  too 
much  agreement  as  to  the  boundaries  of  the 
definition  of  hemophilia.  Final  proof  rests 
on  the  fact  that  the  unknown  plasma  fails  to 
correct  the  plasma  defect  in  a known  hemo- 
philiac. Classical  hemophilia  is  described 
as  an  absence  of  antihemophilic  globulin. 
The  latter  may  also  occur  as  a result  of 
pregnancy,  repeated  transfusions  or  other 
generalized  diseases.  Deficiency  of  pro- 
thrombin conversion  factors  may  also  be  a 
factor  in  hemophilia-like  conditions. 

Treatment  of  the  hemophiliac  involves 
prevention  as  well  as  therapy  of  hemorr- 
hage. Some  advise  regular  and  frequent 
plasma  infusions  to  prevent  bleeding  des- 
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pite  the  obvious  and  severe  hazard  of 
serum  hepatitis.  Infusions  of  fraction  I 
of  the  plasma  are  said  to  produce  anti- 
bodies and  resistance  to  therapy  more 
rapidly  than  citrated  whole  or  fresh  frozen 
plasma.  ACTH  may  alter  this  resistance: 
Fraction  I is  not  as  potent  as  it  was  once 
said  to  be.  This  is  probably  because  of 
changes  induced  in  the  processing. 

During  hemorrhage  or  surgery  plasma 
or  fresh  blood  should  be  used  daily  or  more 
often  if  needed  to  maintain  normal  clotting 
until  wounds  are  healed.  Locally,  the  liberal 
use  of  bovine  topical  thrombin  and  pressure 
to  bleeding  lesions  is  important  provided  de- 
bris and  clotted  blood  are  first  removed. 
Refrigerated  thrombin  should  be  kept  in 
the  patient’s  own  home. 

PTC  component  deficiency  is  also  known 
as  Christmas  disease  because  it  was  first 
described  in  a patient  by  that  name.  This 
condition  can  vary  from  mild  to  severe.  It  is 
sex-linked,  recessive,  and  appears  mostly 
in  men.  Clinically  it  appears  like  hemo- 
philia, but  chemically  it  is  different.  It 
varies  from  normal  coagulation  and 
normal  prothrombin  consumption  time  to 
a coagulation  time  longer  than  eight  hours, 
but  antihemophilic  globulin  (or  fraction  I) 
does  not  cure  these  cases.  It  is  corrected 
by  blood,  plasma,  or  serum  and  local  throm- 

PHASE  H 


VITAMIN  K 


CIRCULATING  ANTICOAGULANT 
(ISOIMMUNIZATION  ? ) 

Figure  3.  Phase  II.  The  conversion  of  prothrombin  to  thrombin  with  details  of  other  factors 
concerned  in  this  phase.  Inhibitors  are  indicated  by  dotted  arrows. 


bin,  as  well  as  plasma  thromboplastic  com- 
ponent administration.  This  PTC  is  in 
serum  and  plasma  but  antihemophilic 
globulin  is  only  in  plasma. 

PTA  (antecedent)  deficiency  is  correct- 
ed by  blood  or  plasma  or  serum.  It  causes 
slight  prolongation  of  the  coagulation  time 
and  the  prothrombin  consumption  test. 

COAGULATION  PHASE  2 

We  shall  now  discuss  in  more  detail  the 
second  phase  of  the  blood  coagulation. 
(Figure  3)  Prothrombin  is  changed  to 
thrombin  in  the  presence  of  thromboplastin, 
calcium  ions  and  certain  prothrombin  con- 
version factors.  Inhibitors  of  the  reaction 
and  of  the  various  factors  concerned  in  the 
equation  are  indicated  by  the  dotted  lines 
below  the  equation.  Vitamin  K is  a necessary 
precursor  to  the  formation  of  prothrombin 
which  is  always  present  in  the  circulating 
blood.  Prothrombin  can  probably  form 
minute  amounts  of  thrombin  initially  as  a 
slow  part  of  this  reaction ; then  the  throm- 
bin acts  to  facilitate  the  production  of  ac- 
celerin  or  serum  AC  globulin  from  its  in- 
active precursor,  the  labile  factor  or  plasma 
AC  globulin  or  proaccelerin  as  we  see  it 
here.  This  reaction  is  the  main  accelerator 
of  the  prothrombin  reaction  and  proaccel- 
erin is  found  only  in  the  plasma.  The  stable 
factor  or  convertin  or  SPCA  is  formed  from 
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proconvertin  and  it  also  accelerates  the 
reaction  but  it  is  not  used  up  in  the  reaction. 
This  is  the  factor  that  is  decreased  marked- 
ly by  dicumarol  but  is  present  in  both 
plasma  and  serum.  It  is  increased  in  a- 
mount  in  pregnancy  which  may  help  to  ex- 
plain the  high  incidence  of  thrombo-em- 
bolism.  The  conversion  factors  again,  let 
me  say,  affect  the  speed  of  the  reaction 
markedly  but  have  little  effect  on  the  actual 
formation  of  thrombin. 

CLINICAL  SYNDROMES  - PHASE  2 

Obviously  if  there  is  a deficiency  in 
vitamin  K there  will  be  a deficiency  in 
prothrombin.  (Table  2)  This  can  occur 
from  a deficient  diet  which  is  rare  in  mam- 
mals ; it  can  occur  when  there  is  no  bile  en- 
tering the  intestine  to  facilitate  the  absorp- 
tion of  vitamin  K,  as  in  obstructive  jaun- 
dice or  biliary  fistula.  It  can  occur  in  the 
newborn  and  is  known  as  hemolytic  disease 
of  the  newborn.  There  is  a decrease  in  the 
biosynthesis  of  vitamin  Ki  in  the  sterile 
intestinal  tract  as  well  as  a low  serum  pro- 
thrombin conversion  accelerator  (or  the 
stable  factor).  In  liver  disease  the  pro- 
thrombin cannot  be  formed  from  the  vita- 
min K.  Transfusion  of  blood,  plasma  or 
vitamin  K,  as  well  as  improvement  in  liver 
function  will  correct  this  deficiency. 

Anticoagulants  such  as  salicylates  and 
dicumarol  form  another  factor  in  pro- 
thrombin deficiency.  Dicumarol  acts  in 
some  way  on  the  liver  to  reduce  the  pro- 
thrombin content,  as  well  as  by  decreasing 
the  proconvertin  content.  The  treatment 
of  dicumarol  or  salicylate-induced  hypopro- 
thrombinemia  is  the  administration  of 
blood,  plasma  or  vitamin  Kt  in  doses  of  50 
to  150  mgm.  intravenously.  Heparin  is  also 
an  anticoagulant,  the  exact  site  or  mode  of 
action  of  which  has  not  yet  been  deter- 
mined. It  probably  acts  as  an  antithrombin 
as  well  as  to  adversely  interfere  with  the 
thrombin-fibrinogen  interaction.  Hyper- 
heparinemia  is  treated  with  intravenous 
protamine  sulfate,  100  or  200  mgm.  or 
toluidine  blue  300  to  400  mgm.  daily.  These 
combine  as  basic  compounds  with  heparin, 
a strongly  acid  substance,  to  form  in- 
soluble and  inactive  salts. 


There  are  also  certain  congenital  defic- 
iencies of  prothrombin  due  to  factor  or 
factors  unknown. 

Calcium  deficiency  usually  is  not  a fac- 
tor in  the  coagulation  defects  since  calcium 
deficiency  which  is  severe  enough  to  cause 
changes  in  the  coagulation  of  blood  usually 
is  incompatible  with  life  since  the  patient 
has  long  since  died  of  hypocalcemic  tetany.8 

Prothrombin  conversion  factor  deficien- 
cies have  been  known  as  parahemophilia 
in  previous  studies.  This  is  now  felt  to  be 
a deficiency  in  AC  globulin.  The  deficiency 
of  labile  factor  or  plasma  AC  globulin  is 
corrected  by  fresh  blood  or  fresh  plasma 
transfusions.  The  addition  of  thromboplas- 
tin does  not  return  coagulation  to  normal  as 
it  does  in  hemophilia.  The  labile  factor,  as 
would  be  presumed  by  its  name,  disappears 
in  stored  blood  and  often  a shift  from  bank 
blood  to  fresh  blood  is  lifesaving  when  mas- 
sive transfusions  have  to  be  used  which  al- 
most replace  the  total  blood  volume,  since 
then  an  acquired  AC  globulin  deficiency 
would  be  produced  in  the  course  of  treat- 
ment. Deficiencies  in  the  stable  factor  also 
known  as  proconvertin,  convertin  or  SPCA 
can  be  treated  by  plasma,  blood,  serum  or 
even  vitamin  Kj. 

COAGULATION  - PHASE  3 

We  will  now  discuss  the  third  phase  of 
blood  coagulation,  (Figure  4)  the  formation 
of  the  fibrin  clot  from  fibrinogen  in  the 
presence  of  thrombin.  Fibrinogen  is  always 
present  in  the  circulating  blood  and  if 
thrombin  is  formed  it  will  cause  fibrin  to 
be  polymerized  from  fibrinogen.  Heparin 
is  an  antithrombin  which  tends  to  slow 
the  interaction  of  the  thrombin  on  fibrino- 
gen and  so  will  slow  the  clot  formation. 
This  is  one  of  the  factors  in  the  anticoagu- 
lant activity  of  heparin,  the  other  being 
its  prevention  of  the  action  of  thrombo- 
plastin to  influence  the  prothrombin  con- 
version to  thrombin. 

CLINICAL  SYNDROMES  - PHASE  3 

The  coagulation  defects  (Table  2)  in 
phase  three  include  decreased  or  absent 
amounts  of  fibrinogen  in  the  plasma.  These 
are  rare  conditions  but  do  occur  often 
enough  to  be  considered.  Afibrinogenemia 
renders  the  blood  completely  incoagulable 
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Figure  4.  Phase  III.  The  formation  of  the  fibrin  clot  from  fibrinogen  in  the  presence  of 
thrombin.  A diagrammatic  scheme  of  the  fibrinolysin  activity  to  dissolve  clots  is  also  pre- 
sented. 


even  with  added  thrombin.  Fibrinogeno- 
penia  can  occur  as  a congenital  defect. 

Acquired  fibrinogenopenia  may  occur  as 
a complication  of  liver  disease.  More  re- 
cently other  conditions  have  been  described 
in  which  hypofibrinogenemia  may  occur. 
As  an  occurrence  with  certain  complica- 
tions of  pregnancy  it  should  be  detected. 
Premature  separation  of  the  placenta,  am- 
niotic  fluid  embolism,  severe  pre-eclampsia 
or  eclampsia,  or  presence  of  a dead  intra- 
uterine fetus  could  also  occur  at  or  near  par- 
turition as  a cause  of  excess  bleeding  from 
fibrinogenopenia.6 

Shock,  or  neoplastic  disease  of  the  pros- 
tate, pancreas  or  stomach  may  also  be  a 
factor.  Pulmonary  surgery  with  manipu- 
lation of  the  lungs  has  been  described  as  a 
cause  of  hypofibrinogenemia.  It  is  often 
associated  with  increased  fibrinolysin  act- 
ivity.3' 4 The  treatment  is  repeated  intra- 
venous infusions  of  blood,  plasma  or  4 to 
6 grams  of  fibrinogen  (fraction  I). 

Certain  fibrinolysins  may  be  present  to 
lyse  the  fibrin  clot.  This  is  one  of  the 
newest  phases  of  coagulation  which  has 
not  been  completely  and  thoroughly 


studied.24  There  is  a profibrinolysin 
(plasminogen)  in  serum  and  in  Cohn’s 
fraction  III  of  the  plasma.  This  is  evident- 
ly an  inactive  precursor  which  is  converted 
by  an  enzyme  fibrinolysokynase  into  fibrin- 
olysin (plasmin).  This  enzyme  is  in  var- 
ious tissues  especially  the  lung  and  the 
uterus  and  in  serum.  There  is  also  an  in- 
hibitor to  this  enzyme  called  antifibrino- 
lysin.  This  balance  system  usually  is  care- 
fully regulated  and  it  is  thought  that  this 
balance  is  kept  in  check  by  the  pituitary- 
adrenal  axis.  Under  conditions  of  stress 
such  as  shock  or  electroconvulsive  therapy 
or  other  conditions  previously  mentioned 
under  fibrinogen  defects  the  inhibitors  to 
fibrinolysin  and  the  enzyme  involved  may 
disappear  or  decrease  in  amount  which  al- 
lows the  fibrinolysin  to  become  active  and 
dissolve  the  fibrin  clot. 

SCREENING  TESTS 

The  differential  diagnosis  from  the  lab- 
oratory standpoint  in  the  diagnosis  of 
bleeding  will  now  be  presented.  (Table  3) 
The  history  is  most  important  in  determin- 
ing whether  bleeding  is  on  a local  basis  or 
whether  it  is  on  a systemic  basis.  It  is  rare 
to  have  a generalized  hemorrhagic  disease 


374 


Hayes — Abnormal  Bleeding 


TABLE  3 

DIAGNOSTIC  PLAN  OF  ATTACK 

1.  History 

2.  Capillary  fragility  test 

3.  Complete  blood  count  and  smear 

4.  Ivy  bleeding  time 

5.  Lee-White  coagulation  time 

6.  Clot  retraction  or  lysis 

7.  Prothrombin  time  (one  stage) 

8.  Prothrombin  consumption  test 


without  previous  history.  The  best  screen- 
ing tests  which  may  and  should  be  done  will 
be  the  capillary  fragility  test,  routine  blood 
examination  of  which  examination  of  the 
peripheral  blood  smear  is  most  important, 
bleeding  time  (Ivy),  coagulation  time 
(Lee- White),  clot  retraction  or  lysis,  one 
stage  prothrombin  time  and  the  prothrom- 
in  consumption  test.2  More  complicated 
tests  are  used  to  detect  the  defects  which 
become  apparent  from  the  above  tests. 

LABORATORY  PROFILE 

We  shall  begin  with  certain  vascular  in- 
vestigations and  proceed  to  the  investi- 
gation of  the  various  defects  in  actual  blood 
coagulation.  (Table  4)  These  capillary 
fragility  tests  with  which  you  all  are  fam- 
iliar are  positive  in  thrombocytopenic  pur- 
puras, in  scurvy  and  in  thrombasthenia.  It 
also  may  be  positive  in  hereditary  telangiec- 
tasis (Rendu-Weber-Osler  disease). 

The  platelet  count  is  decreased  naturally 
in  thrombocytopenia  from  any  cause. 

Bleeding  time  is  prolonged  in  thrombo- 
cytopenia, in  the  thrombasthenia,  in  very 
severe  prothrombin  deficiencies,  in  AC 
globulin  or  the  labile  factor  deficiencies  and 
in  severe  hemophilia.  It  is  preferable  to 
do  the  Ivy  bleeding  time  which  seems  to 
properly  control  the  various  vascular  fac- 
tors which  may  not  be  properly  evaluated 
in  the  bleeding  time  from  the  ear  or  finger 
as  is  usually  done.  In  the  Ivy  bleeding 
time  a tourniquet  is  placed  around  the  arm 
and  is  inflated  to  just  above  the  venous 
pressure  and  the  stylet  is  then  inserted  to 
a depth  of  1 mm.  in  the  smooth  surface  of 
the  forearm. 

The  coagulation  time  is  characteristic- 
ally prolonged  in  hemophilia  although  there 
are  some  cases  of  hemophilia  that  have  a 
variable  coagulation  time  and  at  certain 


times  in  this  disease  the  coagulation  may 
be  entirely  normal.  The  prolongation  is 
not  corrected  by  normal  serum.  PTC  or 
component  deficiency  also  will  produce  a 
long  coagulation  time  which  is  corrected 
by  normal  serum.  PTA  deficiency  recently 
described  will  produce  slight  change  of  the 
clotting  time.  Fibrinogen  deficiencies, 
severe  prothrombin  deficiencies  and  circu- 
lating anticoagulants  will  also  produce  pro- 
longed coagulation  time.  Convertin  deficien- 
cies or  deficiency  in  the  stable  factor  also 
may  produce  changes  in  the  coagulation 
time. 

Quick  advocates  the  use  of  the  recalcified 
coagulation  time.5  It  is  abnormal  in  hemo- 
philia and  in  marked  prothrombin  defi- 
ciency. This  recalcified  coagulation  time 
measures  the  coagulation  of  plasma  centri- 
fuged at  high  speed  which  removes  the 
platelets.  This  plasma  clots  a great  deal 
slower  in  hemophilia  than  that  centrifuged 
at  low  speed  because  of  increased  resistance 
of  platelets  to  disintegrate.  Calcium  is 
added  to  both.  He  feels  that  this  is  a 
definite  test  to  be  used  in  the  diagnosis  of 
hemophilia  and  shows  that  in  some  way 
platelets  are  related  to  hemophilia  and 
thromboplastinogen.  If  plasma  is  platelet 
free,  neither  the  addition  of  normal  or 
hemophilic  platelets  will  change  the  clotting 
time,  but  either  type  of  platelet  plus  plasma 
are  necessary. 

The  thromboplastin  generation  test  is 
one  of  the  most  valuable  of  all  of  the  recent 
tests  for  the  diagnosis  and  the  differential 
diagnosis  of  bleeding.  This  test  allows  each 
component  of  the  first  phase  of  blood 
coagulation  (the  thromboplastin  producing 
system)  to  be  measured  separately  and  in 
doing  this  test  adequate  amounts  of  all 
except  one  factor  are  added  to  the  unknown 
blood  to  be  tested.  Quick  5 describes  another 
similar  test  which  he  calls  the  thrombo- 
plastin activity  test.  This  is  also  thought 
to  be  valuable.  These  tests  very  clearly 
differentiate  a plasma  thromboplastic  com- 
ponent deficiency  from  hemophilia. 

The  one  stage  prothrombin  time  done 
by  the  Quick  method  is  very  useful  as  a 
routine  laboratory  procedure  because  it 
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TABLE  4 

LABORATORY  PROFILE 

Test  Disease 


A.  Capillary 
Fragility  Test 
Positive 

B.  Platelets  decreased 

C.  Bleeding  time  prolonged 

D.  Abnormal  clot  formation,  retraction 

or  lysis 

E.  Coagulation  time  prolonged 

F.  Recalcified  coagulation  time  abnormal 

G.  Thromboplastin  generation  test 

H.  Prothrombin  time  prolonged 
One  stage 

I.  Prothrombin  time  prolonged 
Two  Stage 

J.  Prothrombin  Consumption 
Poor 

K.  Tests  for  anticoagulants 

L.  Specific  tests  for  various  factors 


A.  Thrombocytopenic  purpuras 
Scurvy 

Hereditary  telangiectasia 
Thrombasthenia 

B.  Thrombocytopenia 

C.  Thrombocytopenia 
Thrombasthenia 
Severe  hemophilia 

Severe  prothrombin  deficiencies 
Proaccelerin  to  accelerin  defect  (labile) 
(Parahemophilia) 

D.  Thrombocytopenia 
Thrombasthenia 
Fibrinogen  deficiencies 
Fibrinolysin  activity 

E.  Hemophilia 
Component  deficiency 
Antecedent  deficiency 
Severe  prothrombin  deficiency 
Proconvertin  to  convertin  defect  (stable) 
Fibrinogen  deficiency 

Circulating  anticoagulants 

F.  Hemophilia 

Severe  prothrombin  deficiency 

G.  Differentiates  phase  I abnormalities: 

Platelet  thromboplastic  factor 
Plasma  thromboplastic  factor 
Plasma  thromboplastic  component 
Plasma  thromboplastic  entecedent 

H.  Hypoprothrombinemia 

Proaccelerin  to  accelerin  defect  (labile) 
Proconvertin  to  convertin  defect  (stable) 
Fibrinogen  defects 
Anticoagulants 

I.  Hypoprothrombinemia 

J.  Thrombocytopenia 
Thrombasthenia 
Hemophilia 

Component  deficiency 

Antecedent  deficiency 

Proaccelerin  to  accelerin  defect  (labile) 

Circulating  anticoagulants 

K.  Hyperheparinemia 
Hemophilia-like  anticoagulants 

L.  Plasma  thromboplastic  factor 
Plasma  thromboplastic  component 
Proaccelerin  to  accelerin  defect  (labile) 
Proconvertin  to  convertin  (stable  factor) 


is  simple  and  can  be  done  by  a laboratory 
that  is  well-equipped  in  a standardized 
form  without  much,  if  any,  variation.  The 
one  stage  method  measures  the  speed  of 
the  reaction  of  an  unknown  specimen  of 


oxalated  blood  as  compared  to  normal  ox- 
alated  blood.  It  measures  the  plasma  clot- 
ting time  (prothrombin  time)  after  the 
addition  of  optimal  amounts  of  calcium 
and  thromboplastin.  The  time  is  the  mini- 
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mal  interval  that  elapses  before  a macro- 
scopic fibrin  clot  results  from  the  con- 
version of  prothrombin  to  thrombin. 
Variables  that  are  present  are  the 
velocity  of  the  thrombin-fibrinogen  inter- 
action and  the  deposition  of  the  insoluble 
fibrin  gel  and  the  competitive  effect  of 
antithrombin  inactivating  the  thrombin. 
Owren’s  modification  of  Quick’s  original 
test  is  said  to  be  the  most  reliable.  The 
one  stage  method  will  be  prolonged  in 
hypoprothrombinemia,  AC  globulin  defi- 
ciency, in  conversion  factor  deficiency,  in 
fibrinogen  defects  and  in  circulating  anti- 
coagulants. It  must  be  emphasized  that  a 
normal  one  stage  prothrombin  time  ex- 
cludes significant  fibrinogen  defects.  Cal- 
cium chloride,  thromboplastin,  and  pro- 
thrombin-free plasma  are  added  together 
to  the  unknown  plasma  and  the  speed  of 
coagulation  is  then  measured. 

The  two-stage  method  will  differentiate 
clearly  hypoprothrombinemia  from  the 
other  factors  which  produce  one-stage  pro- 
thrombin prolongation.  This  measures 
amounts  of  prothrombin  by  measuring  the 
amount  of  thrombin  formed  in  unknown 
plasma  when  calcium  and  thromboplastin 
are  added  to  the  serum.  The  oxalated 
blood  is  first  defibrinated  with  thrombin 
to  get  rid  of  the  fibrin  clot  after  the  blood 
is  allowed  to  clot  (thus  not  using  up  any 
prothrombin).  The  prothrombin  is  convert- 
ed into  thrombin  in  the  presence  of  ade- 
quate amounts  of  calcium  and  thrombo- 
plastin. Supplementary  amounts  of  serum 
prothrombin  conversion  accelerator  must 
be  added  if  a deficiency  exists.  This  amount 
of  thrombin  formed  is  measured  by  deter- 
mining the  highest  dilution  of  defibrinated 
plasma  which  will  produce  clotting  of  the 
standard  fibrinogen  solution  in  a speci- 
fied period  of  time  which  has  been  stand- 
ardized against  known  amounts  of  throm- 
bin. Thus  the  amounts  of  thrombin  formed 
in  the  reaction  will  be  measured. 

The  prothrombin  consumption  test  is 
also  a valuable  test  and  it  is  probably 
second  in  value  to  the  thromboplastin  gen- 
eration test.  This  test  will  show  a poor 
prothrombin  consumption  in  hemophillia, 


thrombocytopenias,  circulating  anticoagu- 
lants, in  cases  of  component  and  antecedent 
deficiencies,  as  well  as  thrombasthenia  and 
AC  globulin  deficiencies.  It  measures  the 
amount  of  available  thromboplastin. 
Normal  blood  is  placed  in  several  plain  test 
tubes.  The  prothrombin  time  is  determined 
before  (in  the  plasma  on  an  oxalated 
sample)  and  after  coagulation.  Most  pro- 
thrombin disappears  (probably  by  con- 
version to  thrombin)  in  sixty  minutes  as 
measured  in  the  serum  after  coagulation 
occurs.  If  less  than  15  to  20  per  cent  is 
left,  then  it  is  normal.  If  more  than  15  per 
cent  is  left,  it  demonstrates  that  the  pro- 
thrombin consumption  is  less  than  normal. 
This  occurs  in  the  various  conditions  which 
have  been  listed.  Thromboplastic  activity 
time  is  a modification  of  the  prothrombin 
consumption  test  as  described  by  Quick,5 
and  it  may  differentiate  thrombocytopenia 
from  hemophilia.  This  test  is  abnormally 
short  in  hemophilia  and  is  normal  in  idio- 
pathic thrombocytopenic  purpura. 

Clot  retraction  is  a function  of  the  plate- 
lets and  it  is  poor  in  thrombocytopenia  and 
thrombasthenia.  In  hypofibrinogenemia  the 
clot  is  small,  flabby  and  often  extrudes  red 
cells  from  its  mass.  In  afibrinogenemia  the 
clot  does  not  form  at  all  in  the  presence  of 
thrombin.  If  excess  fibrinolysin  activity  is 
present  the  clot  may  form  but  lysis  or  frag- 
mentation occurs. 

Tests  for  circulating  anticoagulants  are 
also  important  and  it  may  help  to  differ- 
entiate hyperheparinemia  from  some  other 
types  of  circulating  anticoagulants.  Minute 
amounts  of  blood  or  plasma  will  prolong 
the  coagulation  time  of  normal  blood.  There 
are  two  types  of  circulating  anticoagulants. 
First  the  hyperheparinemia  or  heparin-like 
substance  which  is  similar  to  a hypopro- 
thrombinemia type  of  disease.  It  seems  to 
interfere  with  the  conversion  of  prothrom- 
bin to  thrombin.  Protamine  titration  tests 
permit  a quantitative  estimation  of  this 
material.  The  treatment  for  this  is  prota- 
mine or  toluidine  blue,  both  basic  sub- 
stances. 

The  hemophilia  type  of  disease  prevents 
the  conversion  of  the  plasma  thrombo- 


Schaffarzick — Problem  of  Pancreatitis ; Surgical  Aspects 


377 


plastic  factor  (antihemophilic  globulin) 
into  thromboplastin.  Anticoagulants  of  this 
type  may  be  found  in  hemophiliacs  after 
many  transfusions.  This  anticoagulant  is 
associated  with  the  pseudoglobulin  fraction 
of  the  plasma.  Other  patients  with  signs  of 
iso-immunization  may  have  this  type  of 
circulating  anticoagulant  and  many  recover 
spontaneously. 

Antihemophiliac  factor  can  now  be  mea- 
sured by  its  corrective  effect  on  the  clotting 
defect  of  hemophiliac  blood.  Measurement 
of  plasma  thromboplastic  component  can 
be  similarly  assayed.  However,  both  require 
the  freshly  shed  blood  from  patients  with 
their  respective  disease. 

It  is  possible  also  to  measure  AC  globulin 
or  the  labile  factor  in  a special  way.  Since 
the  labile  factor  disappears  from  aging 
plasma,  it  is  assayed  by  its  ability  to  correct 
the  retarded  prothrombin  conversion  (ele- 
vated prothrombin  time)  of  stored  oxalated 
human  plasma.  Values  are  expressed  in 
terms  of  normal  pooled  plasma.  The  two 
stage  method  may  be  used. 

The  amounts  of  stable  factor  or  conver- 
tin  with  special  tests  may  be  measured  by 
its  effect  in  lowering  (returning  to  normal) 
the  elevated  prothrombin  time  of  a plasma 
known  to  be  deficient  in  this  serum  pro- 
thrombin conversion  accelerator  factor  as 
found  in  patients  with  this  abnormality  or 
in  bovine  plasma  specially  treated  to  re- 
move the  stable  factor. 

Thus  it  is  possible  with  the  use  of  var- 
ious tests,  most  of  which  are  available  in 
the  ordinary  commercial  laboratory,  to  dif- 
ferentiate the  various  causes  of  abnormal 
bleeding. 

SUMMARY  AND  CONCLUSIONS 

Because  this  problem  has  become  so 
complex,  as  we  learn  more  and  more  about 
coagulation  and  bleeding  it  seems  that  we 
actually  know  less  and  less.  Yet  this  is  not 
true  for  in  recent  years  by  discovering  new 
factors  involved  in  blood  coagulation  we 
have  discarded  hitherto  vague  and  uncer- 
tain classifications  and  replaced  them  with 
accurate  diagnoses.  How  many  have  seen 
and  diagnosed  fibrinogenopenia  as  a post- 
partum or  postoperative  complication?  Yet 


with  newer  accurate  techniques  we  may 
specifically  treat  this  condition  with  fibrin- 
ogen rather  than  relying  on  huge  amounts 
of  blood  with  their  attendant  dangers  to 
correct  the  situation. 

While  this  discussion  may  leave  you 
somewhat  at  sea  about  many  conditions, 
terms  and  laboratory  tests,  it  must  impress 
you  with  the  fact  that  a few  moments  of 
carefully  planned  probing  questions  about 
previous  bleeding  and  bruising  history  to- 
gether with  a profile  of  screening  labora- 
tory tests  will  save  much  grief,  morbidity, 
and  mortality. 
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THE  PROBLEM  OF  PANCREATITIS; 
SURGICAL  ASPECTS  * 

WILLIAM  R.  SCHAFFARZICK,  M.  D. 

Baton  Rouge 

For  many  years  pancreatitis  was 
thought  to  be  a relatively  rare  disease  and 
the  problem  that  it  presented  to  surgeons 
was  usually  faced  only  at  exploratory 
laparotomy.  Recently,  however,  pancrea- 
titis is  being  diagnosed  frequently  pre- 
operatively  and  the  incidence  is  consider- 
able. Needless  to  say,  the  harder  one 
looks  for  it,  the  more  often  it  is  found 
preoperatively. 


* Presented  at  the  Seventy-sixth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society, 
Alexandria,  La.,  April  24,  1956. 
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In  the  evolution  of  thinking  concern- 
ing this  malady,  many  pathological  terms 
have  been  applied  and  this  has  served 
mostly  to  confuse  the  clinician.  Actually, 
there  are  many  gradations  as  to  acuteness 
and  severity  of  the  same  disease  process. 
Ordinarily  now  when  we  think  of  pan- 
creatitis clinically,  we  are  not  speaking  of 
the  acute  fulminating  hemorrhagic  pan- 
creatitis which  is  seen  at  autopsy  or  at 
laparotomy  when  a mistaken  diagnosis 
has  been  made.  Rather  we  are  thinking  of 
a less  severe,  reversible  inflammatory 
reaction  in  the  pancreas. 

PATHOGENESIS 

The  pathogenesis  of  the  disease,  in  its 
early  stages  is  seen  only  to  show  inter- 
stitial edema  and  inflammatory  reaction 
of  minor  degree.  This  reaction  may  pro- 
gress in  an  acute  severe  attack  to  rupture 
of  the  acini  with  thrombosis  of  the  inter- 
stitial vessels  and  digestion  of  surround- 
ing tissue  by  the  activated  enzyme  of  the 
gland  with  resulting  hemorrhage  and  fat 
necrosis.  Still  later  calcium  is  deposited  in 
these  areas  of  fat  necrosis  to  produce 
soap.  With  repeated  mild,  acute  attacks 
which  never  progress  to  the  severity  men- 
tioned above,  the  edema  subsides  and  in- 
terstitial fibrosis  occurs.  This  may  also 
be  accompanied  by  formation  of  cyst- 
abscesses  and  pancreatic  stones  and  re- 
sult in  eventual  destruction  of  the  gland 
because  of  scar.  This  end  result  is  com- 
monly seen  in  those  patients  who  are 
diagnosed  as  having  recurring  acute  pan- 
creatitis. 

From  a surgical  standpoint  we  are  in- 
terested in  classifying  the  disease  in  two 
ways  so  that  some  attempt  at  definitive 
treatment  may  be  done.  The  so-called 
primary  pancreatitis,  therefore,  is  merely 
any  gradient  of  inflammatory  disease  of 
the  pancreas  which  is  idiopathic  in  nature 
under  our  present  concepts  of  the  disease. 
On  the  other  hand,  secondary  pancreatitis 
is  usually  thought  of  as  an  inflammatory 
reaction  of  the  pancreas  related  to  chole- 
cystitis, common  duct  stones,  duodenal 
diverticulae,  metaplasia  of  the  pancreatic 
ducts  or  spasm  of  the  sphincter  of  Oddi.  The 


methods  of  surgical  therapy  must,  there- 
fore, depend  on  the  type  of  pancreatitis 
with  which  one  is  dealing. 

ETIOLOGY 

The  etiology  of  pancreatitis  is  varied 
since  the  disease  may  be  associated  with 
other  organic  troubles.  It  is  felt,  however, 
that  Opie’s 1 theory  of  blockage  of  the 
ampulla  by  one  means  or  another,  the 
presence  of  a common  channel  between 
the  bile  ducts  and  pancreatic  ducts,  with 
reflux  of  bile  into  the  pancreas  as  the 
inciting  cause  of  the  disease  has  long  been 
over-emphasized.  On  the  basis  of  autopsy 
studies,  the  presence  of  pancreatitis  with- 
out associated  biliary  or  ampullary  di- 
sease, and  the  fact  that  injection  studies 
of  the  pancreas  with  bile  which  resulted 
in  pancreatitis  are  not  valid  since  the 
pressures  used  were  beyond  physiological 
limit,  one  must  concede  that  the  common 
channel  theory  is  not  universally  the  un- 
derlying cause  of  the  disease.  In  addition 
to  this,  it  is  now  well  understood  that  bile 
is  not  necessary  to  activate  trypsin,  there- 
by resulting  in  the  picture  of  acute  pan- 
creatitis. It  is  known  that  trypsin  can  be 
activated  by  tissue  fluids  and  it,  of  course, 
comes  in  contact  with  these  fluids  when 
acini  rupture.  Therefore,  the  theory  pro- 
pounded by  Lium  and  Maddock,2  that 
pancreatitis  ensues  when  blockage  of  the 
pancreatic  ducts  either  by  mechanical 
means  or  as  a result  of  spasm  of  the  am- 
pullary sphincter  and/or  pancreatic  ducts 
themselves  when  the  gland  is  actively 
secreting  as  following  a heavy  meal  or 
ingestion  of  alcohol  is  a means  of  ex- 
plaining most  cases  of  pancreatitis.  It  is 
needless  to  say  that  there  are  a few  other 
causes  of  pancreatitis  which  are  less  com- 
mon as  that  seen  following  trauma  to  the 
pancreas,  and  a certain  small  incidence 
which  is  associated  with  infections  such 
as  the  pancreatitis  one  sees  occasionally 
with  mumps. 

On  the  basis  then  of  the  above  philos- 
ophy, there  are  two  classifications  as  to 
etiology  of  the  disease. 

SURGICAL  TREATMENT 

Our  present  concepts  of  definitive  sur- 
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gical  treatment  are  outlined  as  follows. 
Virtually  all  efforts  have  been  directed 
toward  correction  by  one  means  or  an- 
other of  the  common  channel.  As  indicated 
above,  this  situation  does  not  exist  in  all 
cases.  However,  most  efforts  have  been 
directed  toward  its  correction  whether 
present  or  not.  Direct  attacks  along  these 
lines  include  reimplantation  of  the  pan- 
creatic duct  into  the  duodenum  at  a site 
away  from  the  ampulla.  As  I see  it,  this 
is  a very  difficult  method  technically  as 
the  pancreatic  duct  is  a small  structure  so 
that  its  isolation,  division,  and  re-anasto- 
mosis into  the  duodenum  require  a most 
meticulous  dissection  which  is  accompanied 
with  a considerable  amount  of  trauma  to 
the  pancreas.  Another  direct  method  is 
the  diversion  of  the  common  bile  duct 
which  too  is  an  operation  of  considerable 
magnitude.  The  common  duct  must  be 
divided  and  anastomosed  either  into  the 
duodenum  away  from  the  ampulla,  or 
better  still  into  a defunctionalized  loop  of 
small  bowel — the  so-called  Roux-Y  loop — 
in  an  effort  to  prevent  reflux  of  intestinal 
contents  up  the  biliary  tree.  Indirect 
methods  used  in  an  effort  to  correct  the 
common  channel  are  operations  of  con- 
siderable less  difficulty.  Doubilet  and  Mul- 
holland 3 have  for  several  years  champ- 
ioned various  methods  of  division  of  the 
sphincter  of  Oddi  either  by  use  of  a blind 
method  through  the  common  duct  or  a 
direct  attack  on  the  sphincter  through  the 
opened  duodenum.  As  indicated  above, 
this  method  is  based  on  the  assumption 
that  the  common  channel  exists  and  the 
spasm  of  the  sphincter  results  in  pan- 
creatitis. These  investigators  have  shown 
conclusively  that  spasm  of  the  sphincter 
does  occur  after  the  injection  of  mor- 
phine or  the  presence  of  hydrochloric  acid 
on  the  ampulla  itself.  They  have  had  good 
results  following  this  method  of  treat- 
ment. However,  one  cannot  overcome  the 
theoretic  possibility  of  reflux  of  intestinal 
contents  into  the  pancreatic  and  biliary 
tree  once  the  sphincter  is  destroyed,  re- 
sulting thereby  in  ascending  cholangitis. 
It  is  certainly  a point  against  this  pro- 


cedure on  theoretic  grounds  as  sphincter 
destruction  in  the  dog  always  results  in 
cholangitis  if  antibiotics  are  not  given. 
Other  investigators  have  employed  the 
subtotal  gastric  resection  as  an  indirect 
method  of  treatment  of  pancreatitis  on 
the  thesis  that  diversion  of  this  kind  pre- 
vents spasm  of  the  ampullary  sphincter, 
thereby  stopping  the  resulting  pancrea- 
titis. 

It  goes  without  saying  that  the  pan- 
creatitis secondary  to  other  diseases  is 
treated  by  direct  correction  of  the  other 
primary  disease.  A distinct  percentage  of 
pancreatitis  accompanies  cholecystitis  and 
cholelithiasis  and  hence  cholecystectomy 
under  these  circumstances  may  be  cur- 
ative. Those  patients  with  common  duct 
stones,  of  course,  are  benefited  by  re- 
moval of  these  stones  and  drainage  of  the 
common  bile  duct  and  there  are  certain 
reported  cases  where  drainage  of  the  com- 
mon duct  itself  resulted  in  improvement 
of  pancreatitis  even  though  no  organic 
disease  was  present  in  the  common  bile 
duct.  Pancreatitis  accompanying  peptic 
ulceration  of  the  duodenum  is -fairly  com- 
mon and  should  be  improved  by  proper 
treatment  of  the  peptic  ulcer  either  by 
medical  management  or  properly  applied 
surgical  procedures.  Obstruction  of  the 
ampulla  or  pancreatic  ducts  secondary  to 
various  tumors  will  result  in  pancreatitis, 
and  if  tumor  is  the  inciting  cause,  then 
local  excision  or  the  Whipple  operation 
will  result  in  improvement  of  the  pan- 
creatitis. 

As  pancreatitis,  either  acute  fulminat- 
ing or  acute  recurrent,  is  accompanied  by 
a large  amount  of  abdominal  and  back 
pain,  symptomatic  treatment  consists  of 
splanchnic  block  and  in  those  long  stand- 
ing cases,  a splanchnicectomy.  It  must  be 
pointed  out,  however,  that  this  treatment 
merely  stops  the  pain  resulting  from  the 
disease.  As  we  ordinarily  consider  acute 
recurrent  pancreatitis  a progressive  di- 
sease, this  treatment  is  considered  purely 
symptomatic.  Reports  are  in  the  literature 
of  patients  treated  by  splanchnicectomy 
with  abolition  of  pain ; however  the  disease 
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progresses  unabated  as  shown  by  con- 
tinued elevated  serum  amylases. 

As  discussed  above  concerning  the  eti- 
ology of  pancreatitis,  it  was  pointed  out 
that  a certain  percentage  of  people  suf- 
fering with  acute  recurrent  pancreatitis 
have  no  accompanying  organic  disease 
that  can  explain  the  resulting  inflamma- 
tory reaction  of  the  pancreas.  In  general, 
it  must  be  pointed  out  that  these  patients 
resemble  the  ulcer  patient  as  concerns 
general  habitus  and  emotional  background. 
Careful  history  will  reveal  an  unstable 
personality  as  manifested  by  inability  to 
hold  a job,  difficulty  in  marital  situations 
and  actual  psychosis.  These  people  fre- 
quently are  alcoholics  and  there  is  con- 
siderable doubt  as  to  whether  the  alcohol- 
ism causes  the  pancreatitis  or  is  merely 
a manifestation  of  their  psychic  troubles. 
Much  research  has  been  done  along  these 
lines  as  concerns  the  effect  of  the  higher 
centers  on  the  pancreas  through  the  vagus 
nerves.  In  general,  one  may  say  that  over- 
stimulation  through  the  vagus  by  higher 
centers  results  in  an  increased  secretion 
of  high  enzyme  content  with  an  accom- 
panying spasm  of  the  ampulla  and  pan- 
creatic ducts  themselves.  This  then  could 
be  an  ideal  situation  for  the  production 
of  pancreatitis  of  either  mild  or  severe 
degree  if  one  believes  the  theory  of  Lium 
and  Maddock  concerning  etiology.  With 
this  thought  in  mind  a number  of  animal 
experiments  were  done  which  merely 
added  to  our  interest  and  belief  in  this 
theoiy.4  As  a consequence  a series  of  14 
cases  have  been  done  in  which  recurrent 
acute  pancreatitis  was  treated  by  sub- 
diaphragmatic  vagotomy.5  These  patients 
have  been  followed  from  two  to  four  years 
and  in  no  instance  has  a bona  fide  attack 
of  pancreatitis  been  observed  postvagot- 
omy. All  these  patients  fitted  into  the 
situation  as  described  above  in  that  there 
was  no  obvious  organic  reason  for  their 
pancreatitis  and  careful  psychological 
studies  indicated  an  emotional  imbalance 
Postoperatively  they  have  been  well  and 
have  returned  to  work.  Several  who  were 
narcotic  addicts  are  now  cured  of  their 


addiction  and  in  general  we  have  been 
pleased  with  results.  This  method  of 
treatment,  however,  we  have  found  ne- 
cessitates drainage  of  the  stomach  either 
by  a dependent  gastrojejunostomy  accom- 
panying vagotomy  or  a pyloroplasty  since 
the  vagotomy  results  in  gastric  retention 
in  a high  percentage  of  cases.  Of  this 
group  of  patients,  one  death  occurred  and 
this  was  due  to  an  insulin  reaction.  He 
was  our  most  severe  case  and  had  evi- 
dence of  clinical  pancreatic  insufficiency. 
At  autopsy  no  demonstrable  pancreatic 
tissue  could  be  found.  It  must  be  pointed 
out  that  the  pancreas  can  function  per- 
fectly well  without  vagus  innervation  at  a 
local  reflex  level  and  that  this  operation 
per  se  does  not  alter  pancreatic  function 
but  merely  protects  it  from  the  overstim- 
ulation from  higher  sources. 

Pancreatitis  itself  results  in  certain 
complications  and  the  surgical  treatment 
of  these  complications  consist  of  drain- 
age of  cyst-abscesses  either  externally  or 
internally.  However  the  internal  method 
is  the  procedure  of  choice.  This  is  usually 
accomplished  by  anastomosing  the  wall  of 
the  cyst  to  some  adjacent  hollow  viscus 
but  ideally  is  performed  by  diverting  the 
cysts  into  a Roux-Y  loop  of  jejunum.  The 
external  drainage,  or  the  so-called  mar- 
supialization, usually  results  in  a drain- 
age lasting  for  years  and  is  hence  less 
desirable.  Certain  cysts  complicating  the 
pancreatitis  can  be  excised  completely  and 
if  so  this  is  a satisfactory  method  of 
treatment.  Late  in  the  disease,  stones 
are  found  in  the  pancreatic  ducts  and  in 
some  instances  these  stones  can  be  re- 
moved ; however ; this  procedure  is  ac- 
companied by  the  danger  of  a pancreatic 
fistula  and  is  not  a procedure  leading  to  a 
complete  recovery.  A few  cases  of  far 
advanced  pancreatitis  with  a chief  com- 
plaint of  pain  have  been  treated  by  pan- 
createctomy. This  procedure  is  exceed- 
ingly difficult  from  a technical  standpoint 
as  the  gland  is  usually  badly  scarred  and 
densely  adherent  to  the  adjacent  large 
vessels.  Several  of  these  patients,  how- 
ever, have  recovered  from  the  surgery 
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and  have  lived  a pain-free  life  with  sur- 
prisingly small  disability  as  a result  of 
pancreatic  insufficiency.  In  most  hands, 
however,  this  operation  is  so  difficult  that 
it  has  little  practical  importance. 

At  the  present  time  the  philosophy  con- 
cerning pancreatis  is  that  the  acute 
fulminating  attack  is  best  treated  con- 
servatively by  means  of  gastric  suction, 
antibiotics,  parenteral  fluids,  and  ban- 
thine.  Any  complications  that  arise  from 
this  acute  attack  must  be  treated  as  in- 
dicated above.  Those  patients,  however, 
who  have  the  so-called  recurring  acute 
pancreatitis  in  whom  no  associated  organic 
disease  can  be  found  are  best  treated  by 
the  use  of  the  psychogenic  block  accom- 
plished by  subdiaphragmatic  vagotomy  and 
gastrojejunostomy.  It  is  felt  that  this  will 
stop  the  progress  of  this  disease  which 
leads  eventually  to  pancreatic  insuffic- 
iency. More  time  must  evolve  before  this 
statement  can  be  proved. 
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PRINCIPLES  IN  THE  REPAIR 
OF  HERNIAS* 

VINCENTE  D’lNGIANNI,  M.  D.  t 
New  Orleans 

Hernias  will  always  be  with  us,  it  seems, 
because  they  are  congenital,  because  they 
are  a complication  of  surgery,  and  because 
some  individuals  develop  hernias  due  to 
unknown  pathogenesis. 

As  a consequence  hernia  repair  is  a pop- 
ular subject  for  medical  writing.  Its  pop- 
ularity seldom  wanes.  The  material  being 
written  on  hernia  repair  is  as  voluminous 
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in  the  present  as  it  was  in  the  past.  The 
number  of  techniques  which  have  been  des- 
cribed is  beyond  calculation.  Each  surgeon 
believes  he  has  found  a technique  that  is 
satisfactory  in  his  hand  and  he  wishes  to 
set  it  down  as  the  method  of  repairing  a 
given  type  of  hernia. 

ELASTICITY  AND  ADEQUACY  OF  TISSUES 

After  the  skin  has  been  opened  in  the 
repair  of  a hernia,  the  surgeon’s  first  and 
foremost  thoughts  should  be : Are  the 

tissues  elastic,  is  the  freed  tissue  adequate 
in  quantity?  If  so,  then  tissue  approxima- 
tion by  any  method  will  give  good  results. 
But  this  decision  is  often  most  difficult  and 
the  point  of  determination  is  uncertain. 
Frequently,  one  feels  that  the  patient  may 
heal  satisfactorily  without  reinforcement, 
even  when  the  tissues  seem  inadequate. 
However,  when  weak  and  insufficient 
tissues  are  placed  in  coaptation  the  result 
is  increased  fiber  strain.  Often  a surgeon  is 
influenced  by  the  fact  that  this  is  the  first 
repair.  But  he  must  remember  that  tissue 
of  poor  quality  will  not  hold  whether  it  is 
the  first  repair  or  a subsequent  one.  He 
must  decide  whether  the  strain  and  stress 
upon  a given  piece  of  tissue  will  exceed  its 
elasticity.  It  is  far  safer  to  employ  a sub- 
stitute material  in  repairing  a hernia  than 
to  take  the  risk  of  recurrence.  Telling  the 
patient  that  the  next  time  the  hernia  recurs 
it  will  be  necessary  to  employ  a substitute 
material  is  a waste  of  time  and  dollars.  The 
more  recently  recommended  re-enforcing 
materials,  fascia  and  tantalum  mesh,  show 
a relative  sparcity  of  complications  so  that 
their  use  is  encouraged. 

CAPACITY  FOR  WOUND  HEALING 

Another  point  of  importance  in  the  re- 
pair of  hernias  is  to  know  the  relative 
value  of  tissues  in  regard  to  wound  healing 
and  the  relative  degree  to  which  tissues  are 
able  to  repair  themselves.  At  the  risk  of 
sounding  elementary  we  should  remind  our- 
selves that  the  surgeon  does  not  repair 
tissues ; he  approximates  tissues,  and  the 
body,  by  the  process  of  wound  healing, 
does  the  actual  repair  work.  Suture  mater- 
ial holds  tissue  together  so  that  during  the 
next  ten  to  fifteen  days  the  body  is  able 
to  bring  about  the  necessary  repair.  To 
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encourage  wound  healing  one  must  use 
small  calibre  suture  material  and  needle 
and  must  incorporate  small  quantities  of 
tissue  in  the  suture.  Because  the  incorpor- 
ated tissue  is  not  viable  any  type  of  suture 
material  may  be  used  providing  it  holds 
sufficiently  long  for  the  healing  or  cement- 
ing process  to  be  carried  out  to  completion. 

When  we  say  that  tissue  is  able  to  repair 
itself,  we  mean  it  can  regenerate  or  fuse 
itself  sufficiently  to  carry  on  the  function 
as  it  did  prior  to  its  injury.  This  is  only 
possible  if  the  nerve  supply  is  not  incar- 
cerated in  suture  material  or  divided. 
Nerve  material  will  not  regenerate,  and 
without  this  important  structure  the  phys- 
iology of  the  organ  is  markedly  altered  and 
proper  healing  is  inhibited. 

FIBROUS  TISSUE 

Fibrous  tissue  must  also  be  given  spec- 
ial attention  in  hernia  repair.  This  tissue 
is  best  divided  parallel  to  its  fibers  rather 
than  transecting  them,  so  as  to  reduce  the 
stress  and  strain  on  the  divided  fiber  when 
the  patient  stands,  coughs,  or  bends.  By 
dividing  this  tissue  paralleling  its  fibers 
the  point  of  stress  is  reduced  to  a minimum 
area.  The  transversalis  fascia  is  to  be  con- 
stantly kept  in  mind  as  tissue  that  should 
be  approximated  regardless  of  its  thick- 
ness. Frequently  in  approximating  the 
peritoneum  one  neglects  pulling  together 
the  thin  layer  of  fibrous  tissue.  When  it 
is  fairly  well  developed  it  should  be  brought 
together  in  a separate  layer  of  suturing 
rather  than  with  the  peritoneum.  It  has 
been  said  that  the  recurrence  of  hernias 
is  in  a large  proportion  due  to  the  failure 
of  approximating  the  transversalis  fascia. 

Since  the  blood  supply  in  the  abdominal 
area  not  only  traverses  in  a longitudinal 
manner  but  also  in  a transverse  manner 
with  multiple  anastomotic  areas,  it  is  hard- 
ly conceivable  to  devitalize  these  tissues. 
Yet  blood  supply  to  tissues  is  vital,  so  it 
is  wise  during  hernia  repair  to  save  as 
many  vessels  as  possible. 

RESTORATION  OF  SAC  CONTENTS 

Good  judgement  is  necessary  in  deciding 
how  much  space  to  leave  where  some  normal 
structure  of  the  body  must  traverse,  such 


as:  inguinal,  femoral,  and  hiatal  openings. 
If  the  space  is  closed  too  tightly  that  will 
cause  strangulation  of  transmitted  tissue. 
If  there  is  more  space  than  necessary  this 
may  promote  recurrence  of  the  hernia.  It 
is  of  prime  importance  to  restore  the  con- 
tents of  the  sac  into  the  abdominal  cavity. 
Frequently,  we  encounter  large  sacs  that 
contain  a great  deal  of  abdominal  content 
and  it  seems  to  be  very  difficult  to  replace 
the  contents  within  the  abdominal  wall. 
This  happens  when  we  have  not  completely 
dissected  the  hernial  ring  which  is  causing 
the  constriction.  It  is  essential  that  this 
ring  be  adequately  divided  so  that  all  of 
the  hernial  contents  be  restored  to  the 
abdomen  with  minimal  trauma.  Also,  it 
is  wise  to  search  the  omentum  carefully 
for  any  bleeding  that  may  result  after  an 
injudicious  dividing  of  the  omentum. 

Case  Report:  Mr.  C.  W.  The  patient  had  a 
postoperative  hernia  through  a midline  incision 
which  had  been  repaired  the  same  morning.  Dur- 
ing the  procedure  the  surgeon  had  found  it  dif- 
ficult to  slip  the  omentum  into  the  abdominal 
cavity.  Therefore,  he  quickly  divided  a piece  of 
omentum,  simplifying  the  procedure.  That  even- 
ing the  patient  went  into  profound  shock.  There 
was  evidence  of  loss  of  blood.  Upon  exploration 
that  night  the  patient  was  found  to  be  actively 
bleeding  from  the  divided  omentum. 

This  case  emphasises  two  points  to  be 
remembered  in  restoring  the  sac  contents 
to  the  abdominal  cavity:  (1)  there  must 
be  sharp  delineation  between  various 
organs  and  tissues;  (2)  adequately  opening 
of  the  hernial  ring  and  careful  ligation  of 
all  bleeding  points  are  most  necessary.  It  is 
important  to  remember  bleeding  points 
which  appear  insignificant  at  the  time 
when  the  content  is  passed  through  the 
ring  may  become  active  once  they  have 
been  dropped  into  the  abdominal  cavity, 
due  of  course  to  the  release  of  the  compres- 
sion of  the  vascular  system. 

PERITONEAL  INSUFFLATION 

There  is  an  infrequent  type  of  hernia  in 
which  the  entire  abdominal  cavity  has 
passed  through  the  hernia  ring.  The  con- 
tents have  been  beneath  the  skin  for  such 
a length  of  time  that  the  abdominal  cavity 
itself  seems  to  have  diminished  in  size  to 
the  extent  that  it  can  no  longer  retain  all 
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of  the  abdominal  organs.  Peritoneal  insuf- 
flations have  been  advocated  for  this  con- 
dition and  they  have  met  with  considerable 
success.  However,  the  following  is  a re- 
port of  a complication  that  arose  during 
insufflations : 

Mrs.  J.  C.  This  patient  had  a large  postoper- 
ative ventral  hernia  through  which  a full  term 
pregnancy  had  passed  as  well  as  the  majority  of 
the  intestinal  tract.  After  the  delivery  the  majority 
of  the  intestinal  tract  was  palpated  through  the 
hernial  opening.  It  was  decided  that  the  ab- 
dominal cavity  should  be  insufflated  preoper- 
atively  so  as  to  assure  the  surgeon  of  a cavity 
sufficiently  large  to  hold  the  hernia  content. 
Therefore,  intraperitoneal  injections  of  air  were 
administered. 

A few  hours  after  the  insufflation  the  patient 
developed  severe  cramps,  nausea  and  vomiting; 
hyperperistalsis  was  heard.  There  was  roentgen- 
ological evidence  of  intestinal  obstruction.  This 
patient  was  immediately  explored  and  intestinal 
obstruction  was  found,  with  no  apparent  cause 
however.  The  opening  of  the  abdomen,  no  doubt, 
released  the  pressure  causing  the  obstruction. 

Whenever  insufflations  of  the  abdomen 
are  done  it  is  wise  to  observe  these  patients 
carefully  for  such  a complication  as  has 
been  described. 

REINFORCING  MATERIALS 

The  repair  of  a hernia  is  usually  not  a 
medical  emergency.  During  the  past  twenty 
years  in  private  practice  I have  repaired  in 
excess  of  400  cases;  of  these  only  17  cases 
required  an  emergency  procedure  for  in- 
carceration of  the  bowel.  Usually,  hernia 
repair  can  be  delayed  until  the  patient  is 
in  excellent  condition. 

A properly  prepared  patient  is  a prime 
requisite  to  good  healing  and  a smooth 
anesthesia,  which  are  most  necessary  in 
hernia  repair.  A patient’s  constant  strain- 
ing is  a detriment  to  suturing  of  friable 
and  retracted  tissues.  The  placement  of 
supportive  materials  requires  time  and  pro- 
perly relaxed  tissues. 

In  my  own  personal  experience  there 
were  complications  following  the  use  of 
reinforcing  materials,  but  in  no  instance 
was  it  necessary  to  remove  any  of  these 
materials.  Tantalum  mesh  was  found  to 


be  the  most  effective  of  all  the  materials 
tried,  not  only  as  a reinforcing  material 
but  also  as  a substitute  for  peritoneal  wall 
where  there  was  not  sufficient  peritoneum 
to  cover  the  defect. 

Case  Report:  Miss  E.  B.  This  patient  had  a 
malignancy  that  involved  the  anterior  abdominal 
wall.  A portion  of  the  wall  had  to  be  removed 
thus  making  closure  of  the  wound  impossible. 
Mesh  was  sutured  to  the  edge  of  the  peritoneum 
and  the  transversalis  fascia,  and  the  skin  was 
then  pulled  over  the  mesh.  This  gave  the  patient 
a fairly  well  supported  abdominal  wall. 

Hernia  repair  certainly  warrants  dis- 
cussion and  study,  but  rather  than  expound 
new  techniques  or  methods  of  repair,  per- 
haps the  only  general  directive  should  be 
to  emphasize  the  evaluation  of  the  tissues. 
Whatever  I have  learned  about  the  repair 
of  hernias  during  the  past  twenty  years 
can  be  compiled  into  the  following  brief 
statements:  (1)  The  success  of  the  repair 
depends  primarily  on  the  quality  and  quan- 
tity of  tissue  used  in  the  repair.  (2)  Ap- 
position of  similar  tissue  is  mandatory.  (3) 
To  use  some  form  of  reinforcement  is  often 
wiser  than  to  trust  that  reinforcement  is 
not  necessary. 

SUMMARY 

Hernia  repair  demands  a knowledge  of 
anatomy,  for  the  success  of  the  repair 
depends  on  the  restoration  of  a jumbled 
mass  of  tissues  to  their  normal  relation- 
ship. The  surgeon  must  exercise  extreme 
patience  in  restoring  the  hernial  content, 
for  in  haste  he  might  perforate  the  gut  or 
divide  tissues.  He  must  use  keen  judgement 
in  evaluating  each  case,  especially  in  de- 
termining whether  there  is  sufficient  tissue 
present  to  withstand  the  strain  of  daily 
living.  He  must  be  ingenious  enough  to 
invent  a method  of  closure  on  a moment’s 
notice.  He  must  be  familiar  with  the  use 
of  reinforcing  materials  and  know  when  to 
employ  them.  He  must  not  optimistically 
rely  on  the  healing  processes  of  the  body 
when  in  so  doing  he  may  risk  recurrence  of 
the  hernia. 


-o- 


384 


Singer — The  “Therapeutic  Trial’’  as  a Diagnostic  Criterion 


THE  “THERAPEUTIC  TRIAL”  AS  A 
DIAGNOSTIC  CRITERION  IN 
HYPERTHYROIDISM  * 

IRVING  SINGER,  M.  D.  t 
New  Orleans 

It  is  generally  accepted  that  the  diagnosis 
of  hyperthyroidism  is  a clinical  one.  Fur- 
ther, the  diagnosis  can  be  made  with  reason- 
able assurance  on  the  basis  of  a thorough 
history  and  physical  examination  in  some 
75  to  90  per  cent  of  cases.1  The  remaining 
10  to  25  per  cent  of  cases  are  atypical 
enough  to  require  the  addition  of  labora- 
tory data  to  support  the  clinical  suspicion. 
It  is  to  be  emphasized  that  the  laboratory 
examinations  only  add  to  the  composite 
clinical  picture.  In  this  group  of  “difficult” 
cases,  as  well  as  in  the  more  obvious  cases, 
it  is  the  final  clinical  picture  after  prolong- 
ed observation  that  is  diagnostic. 

The  BMR,  I131  uptake,  and  protein-bound 
iodine  determination  are  the  tests  in  re- 
latively common  use  today  for  the  estima- 
tion of  thyroid  function.  The  latter  two, 
even  now,  are  often  not  readily  available 
to  the  clinician.  Each  of  these  tests  is  sub- 
ject to  error — error  in  performance  of  the 
test  and  error  in  interpretation  of 
results.1’2  None  of  these  procedures  is  in- 
fallible and  none  is  diagnostic  in  itself.  That 
they  are  of  definite  clinical  usefulness  is 
certain,  but  even  when  the  results  of  all 
are  at  hand  definite  diagnosis  will  still  be 
in  doubt  in  a significant  percentage  of 
cases. 

These  cases  defying  diagnosis  by  the 
usual  methods  constitute  a heterogeneous 
group  and  include  the  older  patient  with 
“masked”  hyperthyroidism;  the  hyperthy- 
roid individual  sine  goiter;  the  patient  with 
hypermetabolism  not  thyroidal  in  origin, 
and  others.  It  is  in  this  group  of  patients 
that  the  therapeutic  trial  becomes  of  diag- 
nostic importance.  In  addition,  when  the 
clinician  is  unable  to  obtain  certain  indi- 
cated laboratory  data — viz,  PBI  and  1 131 

* Presented  at  the  Seventy-sixth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  Alex- 
andia,  La.,  April  24,  1956. 

t Instructor,  Department  of  Medicine,  Louisiana 
State  University  School  of  Medicine,  New  Orleans, 
Louisiana. 


uptake — the  therapeutic  trial  may  be  re- 
sorted to. 

In  order  for  a therapeutic  trial  to  yield 
valid  diagnostic  results  in  any  illness,  cer- 
tain qualifications  must  be  met: 

1.  The  agent  used  for  the  trial  must  have 
a specific  action  or  effect  upon  the  partic- 
ular disease  under  suspicion. 

2.  The  agent  used  should  have  no  dis- 
cernible effect  which  could  be  confused 
with  a therapeutic  response  in  the  absence 
of  the  disease  under  suspicion. 

3.  The  specific  action  of  the  agent  must 
be  reflected  in  measurable  objective  criter- 
ia in  order  to  assay  results  of  the  test. 

Specific  medical  treatment  is  available 
in  the  case  of  hyperthyroidism.  So  far  as 
is  known,  the  medical  agents  used  in  the 
treatment  of  hyperthyroidism  have  no  ef- 
fect in  euthyroid  persons  which  could  be 
confused  with  a therapeutic  response.  Ob- 
jective yardsticks  to  measure  the  results 
of  therapy  are  usually  present.  Therefore, 
the  therapeutic  trial  can  yield  valid  results 
and  be  of  great  diagnostic  significance. 

The  factors  to  be  considered  then  in 
carrying  out  a therapeutic  trial  for  the 
diagnosis  of  hyperthyroidism  are: 

1.  Choice  of  drug 

2.  Dosage  and  dosage  schedule 

3.  Duration  of  the  trial 

4.  Assessment  of  results 

CHOICE  OF  DRUG 

There  are  at  present  two  types  of  drugs 
which  are  suitable  for  a therapeutic  trial 
in  hyperthyroidism.  These  are  (1)  iodide 
— usually  used  in  the  form  of  Lugol’s  sol- 
ution and,  (2)  the  antithyroid  drugs — pro- 
pylthiouracil and  methimazole  (tapazol) 
being  the  most  commonly  used. 

Iodide  is  time-honored  as  an  “ideal” 
agent  for  the  therapeutic  trial.  Its  advan- 
tage is  rapidity  of  action,  producing  rapid- 
ly assessable  results.  The  disadvantages  of 
iodide,  however,  are  many.  These  disad- 
vantages can  be  related  to  the  mode  of 
action  of  iodide,  which,  it  will  be  remem- 
bered, has  three  actions  with  regard  to  the 
hyperactive  thyroid  (Figure  1). 

1.  Iodide  promotes  the  formation  of  thy- 
roid hormone  and  its  storage  in  the  gland 
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as  colloid.  This  action  will  persist  as  long 
as  the  drug  is  administered. 

2.  Iodide  inhibits  thyroid  stimulating 
hormone  (TSH). 

3.  Iodide  prevents  the  release  of  thyroid 
hormone  from  the  gland. 

The  last  two  actions  of  iodide  are  respons- 
ible for  the  therapeutic  effect  in  hyperthy- 


ACTIONS  OF  IODINE 


Figure  1. — Broken  lines  indicate  actions  2 and 
3 fail  to  persist  even  though  administration  of 
iodide  is  continued. 


roidism.  These  two  effects  of  the  drug  do 
not  persist  as  long  as  the  drug  is  given 
(Figure  2).  They  produce  a maximum 
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Figure  2. — Effect  of  continued  iodide  admin- 
istration on  one  parameter  of  thyrotoxicosis.  With 
continued  administration  there  is  gradual  loss 
of  effectiveness. 

effect  within  ten  to  fourteen  days  usually. 
Then,  despite  continued  administration, 
there  is  “escape”,  or  gradual  tapering  off 
of  these  two  effects  of  iodide. 

The  disadvantages  of  T can  now  be  enu- 
merated: 1.  The  continued  use  of  iodide 

is  unsatisfactory  for  control  of  hyperthy- 


roidism— the  escape  phenomenon  referred 
to  above. 

2.  Since  the  iodide  treated  gland  is  satu- 
rated with  T,  the  results  of  I131  uptake 
studies,  which  may  later  be  desired,  will  be 
invalid  for  a period  of  six  weeks  or  more. 
For  the  same  reason,  the  use  of  I131  for 
therapy  becomes  difficult  or  impossible 
for  a like  period  of  time.  This  is  quite  im- 
portant as  often  the  individual  in  whom 
the  therapeutic  trial  is  carried  out  is  the 
ideal  candidate  for  I131  therapy.  We  are 
then  left  in  the  position  of  having  a diag- 
nosis but  being  unable  to  carry  out  ideal 
therapy. 

3.  When  one  wishes  to  institute  antithy- 
roid drug  therapy  in  a patient  previously 
taking  iodide,  one  must  expect  a delayed, 
slow  response.  The  antithyroid  drugs  are 
effective  in  hyperthyroidism  because  they 
inhibit  an  enzyme  system  whose  function  is 
necessary  for  high  rates  of  synthesis  of 
thyroxine.  However,  the  antithyroid  drugs 
have  no  effect  on  preformed  hormone  which 
will  be  present  in  abundance  in  the  gland 
previously  treated  with  T.  This  preformed 
hormone  will  be  released  from  the  gland 
at  its  own  rate  perpetuating  the  hyper- 
metabolic  state,  and  the  effects  of  the  anti- 
thyroid drug  will  not  become  apparent  un- 
til the  store  of  preformed  hormone  is  ex- 
hausted. 

4.  Another  disadvantage  of  the  use  of 
iodide  therapy  for  the  therapeutic  trial  is 
related  to  the  fact  that  T is  our  most  rapid- 
ly acting  therapeutic  agent  in  thyrotoxi- 
cosis and  therefore  highly  useful  in  the 
management  of  thyroid  crisis.  If  a patient 
in  crisis  has  recently  been  on  prolonged 
iodide  therapy,  he  will  already  have  re- 
ceived maximal  beneficial  effects  and  will 
be  in  the  “escape”  stage.  Our  therapeutic 
“ace-in-the-hole”  will  already  have  been 
played  and  no  longer  available  for  use  when 
most  needed. 

For  these  reasons,  it  is  my  opinion 
that  the  use  of  Lugol’s  solution  or  other 
forms  of  iodide  for  the  therapeutic  trial 
should  be  abandoned  in  favor  of  the  anti- 
thyroid drugs.  The  only  advantage  of  iodide 
is  the  more  rapid  response  obtained. 
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The  antithyroid  drugs,  on  the  other  hand, 
are  eminently  suited  for  the  therapeutic 
trial.  Their  action,  insofar  as  is  known,  is 
specific.  That  is,  with  adequate  dosage 
correctly  prescribed,  a clinical  response 
will  occur  in  any  hyperthyroid  individual. 
There  is  no  evidence  of  any  such  thing  as 
refractoriness  to  antithyroid  drug  ther- 
apy. On  the  basis  of  present  evidence,  a 
response  to  antithyroid  drug  therapy  in- 
dicates a diagnosis  of  hyperthyroidism — 
failure  to  respond  indicates  a euthyriod 
state.  The  euthyroid  individual  will  have 
no  discernable  effect  from  antithyroid 
drugs  in  the  usual  dosages  given.  There  is 
little  to  choose  from  between  propylthiour- 
acil and  tapazol  although  the  author  per- 
sonally prefers  the  latter.  The  indiscrinvn- 
ate  use  of  antithyroid  drugs  should  be 
avoided  in  view  of  the  occurrence  of  agranu- 
locytosis in  a few  individuals  (less  than  0.5 
per  cent)  receiving  these  agents.  However, 
the  use  of  these  drugs  in  discriminately 
chosen  cases  is  well  justified  clinically  by 
their  effectiveness  and  the  relative  rarity 
of  serious  side  effects. 

DOSAGE  AND  DOSAGE  SCHEDULE 

Adequate  dosage  is  obviously  necessary. 
Propylthiouracil  is  usually  recommended 
in  dosages  of  300  to  600  mgm.  daily.  For 
purposes  of  a therapeutic  trial  the  lower 
value  is  probably  too  low.  Four  hundred 
and  fifty  to  800  mgm.  daily  is  recommended 
for  this  purpose.  The  range  of  tapazol 
dosage  is  30  to  80  mgm.  daily.  Forty  milli- 
grams daily  is  recommended  for  the  thera- 
peutic trial.  In  the  event  of  equivocal 
results  either  drug  can  be  increased 
to  the  maximum  values  given.  In  general, 
patients  with  a small  diffuse  goiter  respond 
to  smaller  doses  and  the  large  nodular 
goiter  requires  higher  dosage  levels. 

Correct  timing  of  dosage  is  most  im- 
portant. These  compounds  are  rapidly 
excreted  and  are  not  cumulative.  They 
must  be  given  in  divided  doses  at  no  longer 
than  six  to  eight  hour  intervals.  To  avoid 
misunderstanding,  it  is  preferable  to  pres- 
cribe each  dose  at  a definite  time  of  day, 
e.g.  tapazol  mg.  10,  one  tablet  at  6 a.m., 
noon,  6 p.m.  and  midnight. 


DURATION  OF  THE  TRIAL 

How  long  should  the  trial  be  carried 
out?  The  usual  patient  with  a diffuse 
goiter  or  no  goiter  and  no  previous  iodide 
treatment  will  show  a definite  response 
within  ten  to  twelve  days  and  will  be  ap- 
proaching the  euthyroid  state  by  twenty- 
one  days.  Therefore,  a trial  period  of  four 
to  six  weeks  would  seem  adequate.  The 
nodular  goiter  may  require  larger  doses 
and  a longer  period  of  time  to  respond — • 
but  certainly  some  objective  response  may 
be  expected  within  thirty  to  sixty  days  and 
often  is  seen  earlier  with  adequate  dosage. 
A total  trial  of  eight  to  twelve  weeks 
should  yield  satisfactory  results  in  even 
the  most  stubborn  case  of  nodular  toxic 
goiter.  The  patient  previously  treated  with 
iodides  may  take  as  long  as  three  to  six 
months  to  respond  to  antithyroid  drug 
therapy  depending  upon  the  amount  of 
stored  hormone  present. 

The  necessity  for  full  cooperation  of  the 
patient  seems  too  obvious  to  even  mention, 
but  occasionally  must  be  assessed  as  a 
factor  in  evaluating  results  of  the  trial. 

ASSESSMENT  OF  RESULTS 

The  evaluation  of  results  of  the  trial 
is  not  usually  difficult.  The  important  point 
is  that  the  response  must  be  an  objective 
one — the  criteria  necessarily  varying  from 
patient  to  patient  depending  upon  the  pre- 
senting signs  and  symptoms.  Criteria  such 
as  pulse  rate,  body  weight,  tremor,  quad- 
riceps weakness,  eye  signs,  and  signs  of 
peripheral  vasodilatation,  such  as  the  hot 
moist  palms  and  skin  are  useful  criteria 
for  evaluation.  The  response  of  previously 
refractory  heart  failure  or  the  conversion 
of  a cardiac  arrythmia  to  normal  sinus 
rhythm  may  be  a guidepost.  The  BMR  may 
on  occasion  be  extremely  useful  as  a cri- 
terion of  response  in  patients  who  present 
few  or  none  of  the  readily  evaluated  signs 
of  thyrotoxicosis.  The  objective  evaluation 
of  the  response  to  the  therapeutic  trial  is 
the  key  to  the  usefulness  of  the  procedure. 

SUMMARY 

In  suspected  cases  of  thyrotoxicosis  the 
therapeutic  trial  is  indicated  when  a 
thorough  history  and  physical  examination, 
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available  laboratory  data,  and  a reasonable 
period  of  observation  do  not  solve  the 
diagnostic  dilemma.  The  antithyroid  drugs 
are  the  agents  of  choice  for  the  trial.  The 
details  of  administration  of  the  drugs  are 
important  for  the  trial  to  yield  valid  re- 


sults. The  results  of  the  trial  must  be 
judged  on  the  basis  of  objective  criteria. 
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THE  STATUS  OF  ANTIDIABETIC 
SULFONAMIDE  COMPOUNDS 
The  antidiabetic  detection  drive  of  the 
National  Diabetes  Association  will  take 
place  on  November  11  through  17.  Physi- 
cians cooperating  in  this  drive,  of  whom 
it  is  hoped  there  are  many,  will  have  oc- 
casion to  answer  questions  in  formal  ad- 
dresses, and  in  informal  remarks  in  regard 
to  the  present  status  of  orally  given  anti- 
diabetic sulfonamide  compounds. 

In  the  last  three  years  in  Germany,  and 
more  recently  in  this  country,  investigation 


of  the  use  of  these  compounds  has  pro- 
duced encouraging  results.  Unfortunately, 
it  has  resulted  in  widespread  publicity  in 
the  lay  press.  Diabetics,  and  relatives  who 
are  concerned  with  the  care  of  diabetics, 
are  anxious  to  use  the  oral  medications 
about  which  they  have  read  glowing  ac- 
counts. They  feel  that  it  will  relieve  them 
of  the  necessity  of  the  use  of  insulin,  and 
free  them  of  many  restrictions. 

It  is  well,  therefore,  that  the  physician 
be  adequately  informed  as  to  the  status  of 
these  preparations.  In  this  manner,  phy- 
sicians may  build  up  a cautious  attitude 
among  patients  who  are  diabetics,  and  get 
their  cooperation  in  waiting  for  adequate 
scientific  data  and  the  accumulation  of 
sufficient  clinical  experience  before  de- 
manding their  use.  The  individual  diabetic 
has  far  too  much  at  stake  to  exchange  the 
trustworthy  diabetic  regime  in  general  use 
at  present  for  one  whose  complexities  are 
yet  to  be  determined. 

The  information  at  hand  in  regard  to 
these  sulfonamide  compounds  gives  some 
promise  of  their  being  of  considerable  help 
to  certain  groups  of  diabetics. 

The  compound  carbutamide  (l-butyl-3- 
sulfanilylurea,  designated  substance  BZ-55 
by  the  German  investigators,  and  known 
also  in  Germany  as  nadisan  and  invenol) 
has  been  shown  to  lower  the  blood  sugar 
level.  Another  sulfonamide  compound  (1- 
butlyl-3p-tolylsulfonylurea) , designated  as 
tolbutamide,  has  also  been  shown  to  have 
this  effect.  Lowering  of  the  blood  sugar 
has  been  shown  in  normal  animals  and  in 
human  beings  who  are  diabetic  and  non- 
diabetic. Carbutamide  was  first  investi- 
gated for  its  antibacterial  action  in  Feb- 
ruary 1954,  by  Franke  and  Fuchs.1  Trying 
the  preparation  on  themselves,  they  noted 
fatigue,  perspiration,  hunger,  trembling, 
and  a certain  degree  of  euphoria.  Blood 
sugar  determinations  showed  a definite 
h.vpoglycemie  effect.  Extensive  clinical 
trials  followed  these  observations.  It  is 
quickly  absorbed,  and  more  slowly  excreted. 
Within  two  or  three  hours  after  the  in- 
gestion of  2.5  grams,  a definite  lowering 
in  the  blood  sugar  level  will  occur.  The 
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mode  of  its  action  has  not  yet  been  com- 
pletely established.  For  this  hypoglycemic 
action  to  take  place,  it  seems  necessary  that 
there  should  be  a sufficient  number  of  the 
islets  of  .Langerhans  to  produce  a certain 
amount  of  insulin,  or  the  presence  of  ex- 
ogenously introduced  insulin.  The  blood 
sugar  level  lowering  effect  can  be  obtained 
in  the  absence  of  the  adrenals  or  pituitary, 
but  in  totally  depancreatinized  animals  the 
effect  on  blood  sugar  is  not  significant. 

Ferner  and  Runge2  feel  that  the  effect 
is  on  the  alpha  cells  of  the  islands  of  Lan- 
gerhans. Mirsky  found  carbutamide  to  be 
an  inhibitor  of  insulinase,  an  enzyme 
which  terminates  the  activity  of  insulin. 
By  this  hypothesis,  carbutamide  prevents 
the  destruction  of  insulin  by  enzymic 
activity. 

The  toxicity  of  carbutamide  is  low.  Oc- 
casional drug  fever  and  drug  eruption  have 
been  reported.  Mental  cloudiness  has  oc- 
curred in  one  patient.  Occasional  depres- 
sion of  the  white  blood  cell  count  has  been 
reported.  Evidence  also  exists  that  potent- 
iation of  barbiturate  action  may  occur. 
It  has  been  remarked  that  the  time  of 
observation  is  too  short  to  permit  con- 
clusions about  the  ultimate  frequency  of 
side  effects  from  toxic  reactions. 

Clinical  observations  have  indicated  that 
the  patients  who  respond  favorably  to  the 
drug  fall,  in  general,  into  the  group  of 
those  who  become  diabetic  in  maturity,  are 
obese,  overweight,  and  have  not  required 
an  excessive  dose  of  insulin.  Numerous 
European  investigators  have  cautioned  that 
its  effects  are  not  satisfactory  in  the 
juvenile  diabetic,  or  those  below  40,  or  in 
the  thin,  asthenic  type,  who  have  required 
large  doses  of  insulin  more  than  five  years, 
and  those  whose  sugar  metabolism  is  un- 
stable. It  is  not  suitable  for  emergency 
treatment  of  a diabetic  with  acidosis,  or 
those  undergoing  surgery,  or  for  children. 

The  usual  procedure  has  been  to  give  the 
patient  2.5  grams  the  first  day,  1.5  grams 
the  second  day,  and  1 gram  daily  thereafter. 
Some  authors  have  reported  stopping  the 
use  of  the  drug  after  ten  to  fourteen  days 
without  the  necessity  of  having  to  return 


to  it  over  a matter  of  weeks  and  months. 
The  majority,  however,  advise  that  the 
patient  be  kept  on  a maintenance  dose  of 
0.5  to  1 gram  a day.  All  observers  express 
caution  as  to  the  care  of  the  patient  in  emer- 
gency situations  which  deviate  from  his 
careful  diabetic  regime.  The  necessity  for 
further  proper  adherence  to  the  diabetic 
diet  is  as  urgent  as  in  our  present  estab- 
lished routine  methods. 

The  grouping  of  individuals  who  respond 
and  who  do  not  respond  to  carbutamide  has 
prompted  certain  authors  3 to  classify  dia- 
betes. They  feel  that  there  are  two  types 
of  diabetes,  spoken  of  as  insulin  deficiency 
diabetes  and  counter-regulation  diabetes. 
Carbutamide  is  frequently  successful  in 
controlling  the  latter  and  fails  in  the  insulin 
deficiency  type.  Those  diabetics  of  long 
standing  with  a tendency  towards  asthenic 
type  who  do  not  respond  to  carbutamide 
treatment,  these  authors  believe,  have  in 
the  course  of  years  experienced  a trans- 
formation of  counter-regulation  diabetes 
into  an  insulin  deficiency  diabetes.  Law- 
rence 4 has  previously  divided  diabetes  into 
(1)  lipoplethoric,  (2)  insulin  deficient,  and 
(3)  lipo-atrophic  (very  rare). 

The  indications  are,  therefore,  that  this 
drug  or  one  of  similar  type  will  become  a 
useful  aid  to  treatment  of  diabetes,  but 
its  proper  usefulness,  its  hazards,  and  the 
limitations  of  its  benefits  have  yet  to  be 
determined.  In  the  forseeable  future,  even 
when  its  use  is  undertaken  on  an  investi- 
gative basis,  the  transition  from  the  dia- 
betic state  to  its  routine  administration,  or 
from  insulin  regime  to  its  use,  should  be  a 
hospital  procedure. 
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55,  Deutsche  ined.  Wochensch.  81:331  (March  0)  1956. 

3.  Bertram,  Ferdinand,  Bendfeldt,  Elinor,  and  Otto, 
llellmut : Indications  for  and  results  of  the  peroral  treat- 
ment of  diabetes  mellitus  with  a sulfonyl  urea  derivative; 
report  on  335  cases,  Deutsche  med.  Wochensch  81:274 
(Feb.  24)  1956. 

4.  Lawrence,  R.  D. : Three  types  of  human  diabetes, 
Ann.  Int.  Med.  43:1199  (December)  1955. 

5.  Editorial:  Orally  given  antidiabetic  sulfonamide 

compounds,  J.A.M.A.  160:1320.  (April  14)  1956. 
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DIABETIC  DETECTION  WEEK 
The  National  Diabetes  Association  will 
have  their  annual  Diabetes  Detection  Week 
between  November  11th  and  17th,  1956. 
The  Louisiana  Diabetes  Association  is  re- 
questing the  cooperation  of  all  physicians 
in  this  worthy  endeavor  to  discover  hidden 
diabetics. 

Statistical  surveys  continue  to  indicate 
that  there  are  as  many  diabetics  unknown 


to  themselves,  and  their  physicians,  as 
there  are  diabetics  under  treatment.  If 
each  physician’s  office  is  a diabetic  detec- 
tion center  during  the  third  week  in  Nov- 
ember, many  patients  will  benefit  by  hav- 
ing their  condition  understood. 

The  activities  of  the  Diabetic  Association 
are  entirely  those  of  physicians  and  they 
deserve  our  enthusiastic  support. 


ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


AMERICAN  MEDICAL  ASSOCIATION 
CLINICAL  MEETING 
Seattle,  Washington 
November  27-30th,  1956 

Are  you  making  plans  now  to  attend  the  A.M.A. 
Clinical  Session  in  Seattle,  November  27-30? 

Various  committees  are  working  hard  in  pre- 
paration for  the  meeting  and  you  can  be  assured 
that  an  outstanding  scientific  program  and  ex- 
cellent hotel  accommodations  await  those  who  at- 
tend this  year’s  meeting. 

In  cooperation  with  the  Council  on  Scientific 
Assembly,  the  general  committee  headed  by  Chair- 
man M.  Shelby  Jared  of  Seattle  has  been  working 
diligently  for  months  and  reports  that  plans  are 
near  completion. 

The  center  of  activities  will  be  Seattle’s  Civic 
Auditorium,  where  scientific  sessions  will  be  held 
and  exhibits  will  be  displayed.  Conveniently 
located  the  auditorium  is  easily  accessible  from 
downtown  hotels,  and  transportation  will  be  avail- 
able for  commuting  to  and  from  the  meetings.  A 
cafeteria  will  be  operated  in  the  auditorium  for 
midday  meals. 

Clinical  Session  headquarters  will  be  the 
Olympic  Hotel,  where  House  of  Delegates  sessions 
and  meetings  of  the  Board  of  Trustees,  councils 
and  reference  committees  will  be  held. 

The  scientific  program  will  be  beamed  at  the 
general  practitioner,  and  subjects  have  been  care- 
fully chosen  to  be  of  interest  and  practical  value. 
The  program  will  include  panel  discussions,  in- 
dividual papers,  motion  pictures  and  closed-circuit 
television  clinics. 

The  panel  discussions  will  cover  such  subjects  as 
hypertension,  hemolytic  anemia,  prenatal  care, 
problems  of  aging,  epilepsy,  low  back  pain,  liver 
disease  and  vascular  disorders.  Twenty  topics 
will  be  considered  by  panels  of  men  prominent 


on  the  national  scene  and  in  the  Northwest. 

There  will  be  45  papers  dealing  with  such  sub- 
jects as  fluid  balance,  urological  problems,  office 
psychiatry,  varicose  veins,  fractures,  diabetes  and 
heart  disease.  Well-known  medical  educators  and 
practicing  physicians  from  all  parts  of  the  country 
will  participate. 

The  television  clinics  will  include  both  wet 
(operative)  and  dry  (non-operative)  programs. 
Talent  will  be  drawn  largely  from  Seattle  because 
of  the  necessity  of  rehearsals  and  frequent  brief- 
ing. There  will  be  clinics  on  block  anesthesia, 
treatment  of  burns,  bleeding  problems,  intestinal 
obstruction,  caesarean  section,  hand  surgery,  vein 
stripping  and  other  subjects. 

The  program  for  the  medical  motion  pictures 
and  the  schedule  of  papers,  panels  and  television 
shows  will  be  published  soon  in  the  A.M.A. 
Journal. 

Scientific  and  technical  exhibits  have  been 
arranged  through  A.M.A.  headquarters.  They 
promise  to  be  as  interesting  and  varied  as  in 
the  past. 

Elaborate  plans  are  being  made  for  a banquet 
and  entertainment  for  the  House  of  Delegates, 
Board  of  Trustees,  A.M.A.  officials  and  their 
wives  on  Wednesday  evening,  November  28th, 
in  the  headquarters  hotel. 

Prepaid  medical  service  plans  of  Washington, 
Oregon  and  Idaho  are  planning  to  conduct  a 
hospitality  suite  in  grand  style  for  three  days 
during  the  session.  The  prepaid  plans  of  these 
states  also  will  present  an  exhibit  of  their  services 
to  the  public. 

Plans  are  near  completion  for  Auxiliary  activ- 
ities during  the  Clinical  Session.  Sight-seeing 
tours  and  other  events  are  on  the  agenda. 

Physicians  are  urged  to  make  their  reservations 
early.  A reservation  form  is  appearing  now  in 
the  A.M.A.  Journal. 
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For  your  information,  following  are  the  Railroad  Schedules: 


Missouri  Pacific  Railroad  Company 


Schedule 

Example 

Lv  New  Orleans 

Mo.  Pac  No.  3 

8:35  AM 

Sunday 

Ar  Houston 

6:10  PM 

” 

Lv  Houston 

Santa  Fe  66 

6:45  PM 

yy 

Ar  San  Francisco 

Santa  Fe  1 

1 :30  PM 

Tuesday 

Lv  San  Francisco 

Sou  Pac 12 

4:00  PM 

yy 

Ar  Seattle 

1:00  PM 

Wednesday 

Return : 

Lv  Seattle 

Sou  Pac  11 

12:30  PM 

Sunday 

Ar  San  Francisco 

9:15  AM 

Monday 

Lv  San  Francisco 

Santa  Fe  2 

11:00  AM 

yy 

Ar  Houston 

Santa  Fe  65 

8:15  AM 

Wednesday 

Lv  Houston 

Mo.  Pac  4 

9:05  AM 

yy 

Ar  New  Orleans 

7:15  PM 

yy 

Fares 

Fare 

Tax 

Total 

Round-trip  first-class  

$146.65 

$14.67 

$161.32 

Pullman each  way. 

Lower  berth  

27.15 

2.72 

29.87 

Bedroom — 2 persons  

59.70 

5.97 

65.67 

Compartment — 2 persons 

65.15 

6.52 

71.67 

Southern  Pacific  Lines 

Schedule 

Example 

Lv  New  Orleans 

Sunset  Limited  No.  1 

10:45  PM,  CT 

Monday 

Ar  Los  Angeles 

4:15  PM,  PST 

Wednesday 

Lv  Los  Angeles 

The  Owl  No.  57 

6:05  PM,  PST 

yy 

Ar  Oakland  Pier 

7:15  AM,  PST 

Thursday 

Lv  Oakland  Pier 

Shasta  No.  10 

7:55  AM,  PST 

” 

Ar  Portland 

11 :30  PM 

yy 

Lv  Portland 

Shasta  No.  10 

11:45  PM 

yy 

Ar  Seattle 

6:15  AM 

Friday 

This  is  streamline  train  from 

Oakland  to  Portland  with  chair  car  seats,  and  parlor 

car  seats,  change  to 

pullman  in  Portland. 

Lv  Los  Angeles 

The  Lark  No.  75 

8:00  PM,  PST 

Wednesday 

Ar  San  Francisco 

7:30  AM,  PST 

Thursday 

Lv  San  Francisco 

Cascade  No.  12 

4:00  PM 

yy 

Ar  Seattle 

1 :00  PM 

Friday 

This  is  also  streamline  train 

with  through  pullman  from  Oaklan 

d to  Seattle. 

-0 
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MEDICAL  NEWS  SECTION 

CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Date 

Place 

Fourth  Tuesday  every  other  month 

Lake  Charles 

Second  Tuesday  of  every  month 

Baton  Rouge 

Third  Thursday  of  every  month 
Second  Tuesday  of  every  month 

Bastrop 

Second  Monday  of  every  month 

New  Orleans 

First  Thursday  of  every  month 

Monroe 

First  Monday  of  every  month 
First  Wednesday  of  every  month 
Second  and  fourth  Thursdays 

Alexandria 

of  every  month 

Third  Thursday  of  every  month 

Independence 

First  Tuesday  of  every  month 
First  Thursday  of  every  month 

Shreveport 

Society 
Calcasieu 

East  Baton  Rouge 
Morehouse 
Natchitoches 
Orleans 
Ouachita 
Rapides 
Sabine 
Tangipahoa 

Second  District 
Shreveport 
Vernon 

SURGICAL  ASSOCIATION 
OF  LOUISIANA 

The  9th  Annual  Meeting  will  be  held  on 
Sunday,  November  4,  1956,  at  the  St.  Charles 
Hotel,  New  Orleans,  La. 


LOUISIANA  ACADEMY  WILL  CELEBRATE 
TENTH  ANNIVERSARY 

The  finest  scientific  program  and  entertain- 
ment has  been  made  available  to  those  attending 
the  Tenth  Annual  Scientific  Assembly  of  the 
Louisiana  Academy  of  General  Practice  at  the 
Jung  Hotel  in  New  Orleans,  La.  Oct.  9,  10,  11, 
1956. 

The  scientific  session  will  feature  Dr.  Malcolm 
Phelps,  President-elect  of  the  American  Academy 
of  General  Practice;  Dr.  Philip  Thorek,  Clinical 
Associate  Professor  of  Surgery,  University  of 
Illinois,  College  of  Medicine;  Dr.  Robert  Ross, 
Professor  and  Head  of  Department,  Obstetrics 
and  Gynecology,  University  of  North  Carolina 
School  of  Medicine,  Dr.  Wm.  Paul,  Professor  of 
Medicine  and  Rehabilitation,  Medical  Director  of 
Poliomyelitis  and  Rehabilitation  Unit,  Medical 
Director  of  Varsity  Athletics,  University  of 
Iowa  and  Dr.  Richard  Kern,  Professor  of  Medi- 
cine, Temple  University,  Philadelphia;  Dr.  Law- 
rence O’Neil,  Surgeon  in  Chief,  Independent 
Unit,  Charity  Hospital,  New  Orleans  and  Dr. 
T.  A.  Watters,  Clinical  Professor  of  Psychiatry 
at  Louisiana  State  Medical  School. 

The  program  fulfills  the  requirements  for  the 
allowance  of  ten  hours  category  I credit  post- 
graduate education. 


GASTROENTEROLOGICAL  CONVENTION 

The  Annual  Convention  of  the  American  Col- 
lege of  Gastroenterology  will  be  held  at  The 
Roosevelt  in  New  York  City  on  October  15,  16, 
17,  1956. 

The  program  this  year  will  feature  six  panel 
discussions  on  the  diseases  of  the  gastrointestinal 


tract,  one  to  be  presented  by  each  of  the  six 
medical  schools  in  New  York  City.  In  addition, 
there  will  be  individual  papers  and  a special 
motion  picture  program. 

There  will  be  scientific,  as  well  as  commercial 
exhibits,  and  the  sessions  will  be  open  to  all 
physicians  without  charge. 

Following  the  Convention,  the  Annual  Course 
in  Postgraduate  Gastroenterology,  under  the  per- 
sonal direction  of  Dr.  Owen  H.  Wangensteen  of 
Minneapolis,  Minn.,  and  Dr.  I.  Snapper  of  Brook- 
lyn, N.  Y.,  will  take  place  on  October  18,  19,  20 
1956,  at  The  Roosevelt  and  the  new  Metropoli- 
tan Hospital  Center.  The  faculty  for  the  Course 
has  been  chosen  from  the  medical  schools  in 
New  York  and  adjacent  areas. 

The  Postgraduate  Course  will  be  open  only  to 
those  who  have  registered  in  advance. 

Copies  of  the  program  and  further  informa- 
tion concerning  the  Postgraduate  Course  may  be 
obtained  by  writing  to:  American  College  of 

Gastroenterology,  33  West  60th  Street,  New 
York  23,  N.  Y. 


ACADEMIC  DEDICATION 
The  University  of  Mississippi  School  of  Medicine 
October  23  - 24,  1956 
Jackson,  M iss. 

PROGRAM 
Tuesday,  October  23 

9:00  a.m.  — Welcome,  D.  S.  Pankratz,  M.  D., 

Dean  of  the  School  of  Medicine 
and  Director  of  the  University 
Medical  Center. 

9:15  a.m.  — “The  Problems  of  Intersexuality.” 
Bayard  Carter,  M.  D.,  Professor 
and  chairman,  Department  of  Ob- 
stetrics-Gynecology, Duke  Univer- 
sity. 


Woman’s  Auxiliary 
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10:00  a.m.  — “Psychiatry  and  Undergraduate 
Medical  Education,” 

G.  N.  Raines,  (Captain  M.C., 
USN)  Head  of  Neuropsychiatric 
Branch,  Professional  Division,  Bur- 
eau of  Medicine  and  Surgery,  De- 
partment of  the  Navy;  Professor 
and  Director  of  the  Department  of 
Psychiatry,  Georgetown  University. 

11:00  a.m.  — “Certain  Unsolved  Problems  in 
Amebiasis.” 

Henry  E.  Meleney,  M.  D.,  Research 
Professor  of  Medicine,  Louisiana 
State  University. 

12:00  noon  — Tour  of  the  University  Medical 
Center 

2:30  p.m.  — “Nutrition  and  Atherosclerosis” 

Frederick  J.  Stare,  M.D.,  Professor 
and  Chairman,  Department  of  Nu- 
trition, Harvard  School  of  Public 
Health. 

3 :20  p.m.  — “The  Place  of  Pathology  in 
Medicine  of  the  Future.” 

Douglas  H.  Sprunt,  M.  D.,  Director 
of  the  Institute  of  Pathology,  Uni- 
versity of  Tennessee. 

4:20  p.m.  — “Some  Interesting  Pediatric 
Diagnostic  Problems.” 

Amos  U.  Christie,  M.  D.,  Professor 
and  Chairman,  Department  of  Pe- 
diatrics, Vanderbilt  University. 

7 :00  p.m.  — Dinner,  Heidelberg  Hotel 

Alton  C.  Bryant,  Provost,  The  Uni- 
versity of  Mississippi,  Presiding. 
Joseph  C.  Hinsey,  Ph.D.,  Director 
of  New  York  Hospital-Cornell  Medi- 
cal Center,  Speaker.  Topic  to  be 
announced. 


Wednesday,  October  24 

9 :00  a.m.  — “X-Ray  Screen  Intensification  and 
Its  Import  in  Clinical  and 
Experimental  Medicine.” 

Russell  H.  Morgan,  M.D.,  Professor 
and  Chairman  of  Roentgenology, 
Johns  Hopkins  University. 

9:50  a.m.  — “The  Contribution  of  Pyramidal 
and  Extrapyramidal  System  to 
the  Use  of  Skeletal  Muscle  in 
the  Primate.” 

Marion  Hines,  Ph.D.,  Professor  of 
Experimental  Anatomy,  Emory 
University. 

10:50  a.m.  — tfTopic  to  be  announced.” 

I.  S.  Ravdin,  M.  D.,  John  Rhea  Bar- 
ton Professor  of  Surgery,  Univer- 
sity of  Pennsylvania. 

12:00  noon  — Tour  of  the  University  Medical 
Center. 

2:20  p.m. — “Basic  Physiology  as  a Clinical 
Science.” 

Carl  J.  Wiggers,  M.  D.,  Cleveland, 
(Ohio)  Clinic,  Emeritus  Professor 
of  Physiology. 

3:20  p.m.  — “An  Experimental  Study  of 

Combined  Viral  and  Bacterial 
Infections.” 

G.  John  Buddingh,  M.  D.,  Professor 
and  Chairman  of  Microbiology, 
Louisiana  State  University. 

4:15  p.m.  — “The  Challenge  of  Mood-Altering 
Drugs.” 

C.  D.  Leake,  Ph.D.,  Associate  Dean, 
School  of  Medicine,  Ohio  State 
University. 

(Approved  for  Credit,  10  hours  Category  1, 
American  Academy  of  General  Practice) 


WOMAN'S  AUXILIARY  TO  THE  LOUISIANA  STATE  MEDICAL  SOCIETY 


AUXILIARY  VOLUNTEER  IN  MENTAL 
HOSPITALS 

Mrs.  W.  A.  K.  Seale,  President 

The  goal  of  any  type  of  psychiatric  activity  is 
the  eventual  resocialization  of  the  individual.  In 
addition  to  services  provided  by  professionals  and 
hospital  organizations  it  is  proper  and  indeed  nec- 
essary that  society  itself  plays  a part  in  rehabili- 
tation procedures. 

The  patients  in  the  mental  hospitals  are  mem- 
bers of  our  families,  our  friends  and  our  neigh- 
bors. Many  of  them  have  great  ability  and  as 
wide  a variety  of  interests  and  talents  as  any 
large  group.  Creative  and  constructive  activities 
to  fill  the  patients’  free  time,  supplemented  by 
visits  and  gifts  which  represent  community  re- 
spect and  good  will,  are  contributions  that  can  be 


supplied  only  by  volunteers  since  it  is  necessary 
for  the  employed  staff  to  maintain  a different 
relationship  in  order  to  attend  to  all  their  duties 
within  a specified  time. 

Not  all  of  you  could  woi-k  as  volunteers  in  the 
hospitals  even  if  you  so  desired.  Since  you  would 
be  working  directly  with  the  patients,  it  would  be 
necessary  that  you  be  screened  to  determine  your 
suitability  for  a particular  type  of  work.  Orienta- 
tion of  all  staff  employees  and  volunteers  is  of 
utmost  importance  and  all  volunteer  activities  are 
under  the  supervision  of  the  director  of  volunteers 
and  the  employed  staff. 

Plan  a program  on  mental  health  for  your 
group  or  a tour  of  a hospital.  The  Central  Lou- 
isiana State  Hospital  prints  a folder  entitled, 
“What  You  Can  Do”,  in  which  the  volunteer 
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services  are  listed  in  order  of  importance  as  fol- 
lows: Visiting,  Leadership,  Give  a Party,  Rides 
and  You — -you  can  also  help  by  getting  your 
friends  and  neighbors  interested.  Listed  in  an- 
other section  are  the  “Gifts  That  Are  Needed”, 
these  are:  Clothes,  books,  games,  musical  instru- 
ments, records,  sheet  music,  radios,  televisions, 
phonographs,  scraps  for  rugs,  fruits,  cakes,  can- 
dies (by  the  dozen  or  by  the  truck  load)  and 
cash  gifts  for  parties  and  entertainment  of  pa- 
tients. 

It  is  difficult  to  conceive  of  any  time  in  the 
near  future  when  the  work  of  volunteer  groups 
will  not  be  of  value.  There  will  always  be  hos- 
pitals and  patients  in  those  hospitals  who  need 
the  extra  measure  of  personalized  attention  which 
means  so  much  to  living  human  beings. 


The  talk  by  our  President,  Mrs.  W.  A.  K.  Seale, 
at  the  National  AMA  Conference  in  Chicago 


serves  to  remind  us  of  the  great  need  for  volun- 
teers in  the  field  of  Mental  Health.  As  Auxiliary 
members  we  are  needed  to  lead  the  way  in  this 
endeavor,  but  my  appeal  is  directed  to  all  doc- 
tors’ wives  to  contribute  to  the  success  of  this 
program.  Each  of  us  has  something  of  great  value 
to  offer  othei's.  If  in  your  own  quiet  way  you 
knew  that  YOU  were  supplementing  the  inade- 
quacy of  others,  wouldn’t  your  mental  picture  be 
bx-ighter?  Offer  your  services  NOW  by  contact- 
ing your  local  Auxiliai'y  Mental  Health  chairman. 
Remember  that  whatever  you  give  always  returns 
threefold. 

Mrs.  Pierre  A.  Donaldson,  Chairman 
Mental  Health,  Woman’s  Auxiliary 
to  the  La.  State  Medical  Society. 

Submitted  by: 

Mildred  G.  Carter,  Chairman 
Press  and  Publicity 
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Normal  Labor;  by  Leroy  A.  Calkins,  M.  D.,  Spring- 

field,  Illinois,  Chai'les  C Thomas,  1955,  pp.  128, 

Price  $4.00. 

In  this  monograph  the  author  discusses  the 
physiology  and  management  of  labor  and  the  puer- 
perium,  in  the  first  fifty-three  pages,  and  then 
devotes  sixty-seven  pages  to  the  reprinting  of 
seven  papers  previously  published  by  him  dealing 
with  various  phases  of  labor,  and  setting  foi'th 
his  views  thereon.  It  is  intei'esting  to  note  that 
in  the  first  section  he  deals  chiefly  with  the 
physiologic  and  anatomic  changes  that  occur  in 
labor,  and  with  the  general  management  of  labor 
and  the  puerperium.  He  gives  no  dii'ections  as 
to  the  actual  delivery  of  the  baby,  appai'ently 
feeling  that  the  reader  is  fully  conversant  with 
that  subject.  He  does  set  foi'th  the  details  of  the 
conduct  of  the  third  stage,  laying  great  stress  on 
its  proper  management  in  oi'der  to  minimize  blood 
loss. 

In  the  second,  or  “appendix”,  section  are  found 
elaborations  of  topics  discussed  more  or  less 
briefly  in  the  first  part  of  the  book.  He  has  de- 
voted much  time  to  the  study  of  the  cei-vix  in 
laboi-,  the  characteristics  of  “good”,  “fair”,  and 
“poor”  pains,  and  the  mechanisms  of  descent  and 
rotation.  The  vainous  points  upon  which  he  lays 
sti'ess  ai'e  familiar  to  evei'y  practicing  obstetrician, 
but  ai'e  not  elucidated  in  most  text  books  as  clearly 
as  they  should  be. 

The  author  has  developed  a method  of  esti- 
mating the  duration  of  labor  in  a given  case, 
based  on  a study  of  the  condition  of  the  cei'vix, 
the  character  of  the  labor  pains,  and  the  station 


of  the  head  in  the  pelvis.  According  to  his  re- 
poi'ts,  it  works  very  well.  Time  will  tell  whether 
others  will  achieve  the  same  success  when  apply- 
ing the  method  according  to  the  author’s  directions. 

E.  L.  King,  M.  D. 


PUBLICATIONS  RECEIVED 

Grune  & Stratton,  Inc.,  N.  Y. : The  Labyrinth; 
Physiology  and  Functional  Tests,  by  Joseph  J. 
Fischer,  M.  D.;  Studies  in  Topectomy,  edited  by 
Nolan  D.  C.  Lewis,  M.  D.,  Cai'ney  Landis,  Ph.D., 
and  H.  E.  King,  Ph.D.;  Venous  Return,  by  Ger- 
hard A.  Brecher,  M.  D.;  Psychopathy  and  De- 
linquency, by  William  McCord,  Ph.D.,  and  John 
McCord,  Ed.  M. 

Little,  Brown  & Co.,  Boston:  Ciba  Foundation 
Colloquia  on  Ageing,  Volume  2,  and  Ciba  Foun- 
dation Colloquia  on  Endocrinology,  Volume  IX, 
by  various  participants. 

The  C.  V.  Mosby  Company,  St.  Louis:  Clinical 
Ui'ology  for  General  Practice,  by  Justin  J.  Cor- 
donnier,  M.  D.;  J.A.M.A.  Queries  and  Minor 
Notes,  published  for  the  American  Medical  Asso- 
ciation ; New  Bases  of  Electrocardiography,  by 
Demetrio  Sodi-Pallares,  M.  D.,  with  the  collabo- 
ration of  Royall  M.  Calder,  M.  D. 

Philosophical  Library,  Inc.,  N.  Y. : Sleep,  the 
Way  to  Sound  and  Healthful  Slumber,  by  Dr. 
Marie  Stopes. 

Henry  Regnery  Company,  Chicago:  Observa- 

tions on  Krebiozen  in  the  Management  of  Can- 
cer, by  A.  C.  Ivy,  M.  D.,  John  F.  Pick,  M.  D., 
and  W.  F.  P.  Phillips,  M.  D. 
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A RESEARCH  MILESTONE 


Nilevar* 

(BRAND  OF  NORETHANDROLONE) 

Searle’s  New  and  Practical  Steroid 
Specifically  for  Protein  Anabolism— 


It  has  long  been  recognized  that  a substance 
which  would  promote  protein  anabolism  would 
be  of  inestimable  value  in  therapy.  The  andro- 
gens have  this  property,  but  unfortunately  they 
also  exert  actions  on  secondary  sex  characteris- 
tics. These  effects  are  commonly  undesirable  in 
therapeutic  programs. 

THE  FIRST  STEROID  WITH  ANABOLIC  SPECIFICITY  — 

Nilevar,  the  newest  Searle  Research  develop- 
ment, therefore,  meets  a long  desired  clinical 
need  because  Nilevar  presents  the  first  steroid 
primarily  anabolic  for  protein  synthesis.  More- 
over, Nilevar  is  without  prominent  androgenic 
effects  (only  about  one-sixteenth  of  that  exerted 
by  the  androgens). 

ch3 

I 

ch2 


objective  and  subjective  response  — Orally  ef- 
fective, Nilevar  therapy  is  characterized  by  re- 
tention of  nitrogen,  potassium,  phosphorus  and 
other  electrolytes  in  ratios  indicative  of  protein 
anabolism.  Moreover,  subjectively  the  patient 
observes  an  increase  in  appetite  and  sense  of 
well-being. 

well  tolerated — Nilevar  has  an  extremely  low 
toxicity.  Laboratory  animals  fail  to  show  toxic 
effects  after  six  months  of  continuous  adminis- 
tration of  high  dosages.  Nilevar  should  not  be  ad- 
ministered to  patients  with  prostatic  carcinoma. 
Nausea  or  edema  may  be  encountered  infre- 
quently. Slight  androgenicity  may  be  evidenced 
on  high  dosage  or  in  particularly  responsive 
individuals. 

major  indications— Preparation  for  and  recov- 
ery from  surgery;  supportive  treatment  of  serious 
illnesses  (pneumonia,  poliomyelitis,  carcinomato- 
sis, tuberculosis);  recovery  from  severe  trauma 
and  burns;  decubitus  ulcers;  care  of  premature 
infants. 

dosage— The  daily  adult  dose  is  three  to  five 
Nilevar  tablets  (30  to  50  mg.)  but  up  to  100  mg. 
may  be  administered.  For  children  the  average 
daily  dose  is  1 to  1.5  mg.  per  kilogram  of  body 
weight;  individual  dosages  depend  on  need  and 
response  to  therapy. 

supply  — Nilevar  is  available  in  uncoated,  un- 
scored tablets  of  10  mg.  G.  D.  Searle  & Co.,  Re- 
search in  the  Service  of  Medicine. 


♦Trademark  of  G.  D.  Searle  & Co. 


ACHROMYCIN 

Tetracycline  Lederle 
for  prophylaxis  and  treatment  of 

obstetric  infections 

Posner  and  his  colleagues1  have  reported  on 
the  use  of  tetracycline  (Achromycin)  in  96 
cases  of  obstetric  complications,  including 
unsterile  delivery,  premature  rupture  of  the 
membranes,  endometritis,  parametritis,  and 
other  conditions.  They  conclude  that  this 
antibiotic  is  ideally  suited  for  these  uses. 

Other  investigators  have  shown  Achromycin 
to  be  equally  useful  in  surgery  and  gynecology 
and  virtually  every  other  field  of  medicine. 
This  outstanding  antibiotic  is  effective  against 
a wide  variety  of  infections.  It  diffuses  and 
penetrates  rapidly  to  provide  prompt  control 
of  infection.  Side  effects,  if  any,  are  negligible. 

Every  gram  of  Achromycin  is  made  in 
Lederle’s  own  laboratories  and  offered  only 
under  the  Lederle  label — your  assurance  of 
quality.  It  is  available  in  a complete  line  of 
dosage  forms,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vita- 
mins. Attacks  the  infection,  bolsters  the 
patient’s  natural  defenses,  thereby  speeds 
recovery.  Especially  useful  in  severe  or  pro- 
longed illness.  Stress  formula  as  suggested  by 
the  National  Research  Council. 

SF  Capsules,  250  mg. 

SF  Oral  Suspension,  125  mg.  per  tea- 
spoonful (5  cc.) 


For  more  rapid  and  complete  absorp- 
tion. Offered  only  by  Lederle  I 


filled  sealed  capsules 


'Posner,  A.  C.,  et  al.;  Further  Observations  on  the  Use  of  Tetra- 
cycline Hydrochloride  in  Prophylaxis  and  Treatment  of  Obstetric 
Infections,  Antibiotics  Annual  1954-55,  pp.  594-598. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 

REG.  U.S.  PAT.  OFF. 


PHOTO  DATA:  SPEED  GRAPHIC  CAMERA, 
F.  16,  l/50  SEC.,  ROYAL  PAN  FILM 
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HERE’S  WHY  SO  MANY  DOCTORS 
* NOW  SMOKE  AND  RECOMMEND 


Viceroy 


■\l<  CEROy 


AS  THE  OTHER  TWO  LARGEST-SELLING  FILTER  BRANDS 


HOW  MANY  FILTERS  IN  YOUR  FILTER  TIP? 

(REMEMBER-THE  MORE  FILTERS  THE  SMOOTHER  THE  TASTE!) 

inr  ^/v^rr  A 


r/JS  AM/vy , 
/r/trsas  / 


For  the  Smoothest  Taste  in  Smoking! 


VICEROY'S  EXCLUSIVE  FILTER  IS  MADE  FROM  PURE  CELLULOSE-SOFT.  SNOW  WHITE.  NATURAL! 


Viceroy 

filter  cjip 

CIGARETTES 

KING-SIZE 


( 


Upjohn 


Ulcer  protection 
that 

lasts  all  night: 


Tablets 


Sterile 

Solution 


Famine 


* 

BROMIDE 


Each  tablet  contains: 

Methscopolamine  bromide  2.5  mg. 

Average  dosage  (ulcer): 

One  tablet  one-half  hour  before  meals,  and  1 
to  2 tablets  at  bedtime. 

Supplied:  Bottles  of  100  and  500  tablets 


Each  5 cc.  ( approx.  1 tsp.)  contains: 
Methscopolamine  bromide  1.25  mg. 

Dosage: 

1 to  2 teaspoonfuls  three  or  four  times  daily. 
Supplied:  Bottles  of  4 fluidounces 


Each  cc.  contains: 

Methscopolamine  bromide 1 mg. 

Dosage: 

0.25  to  1.0  mg.  (*4  to  1 cc.) , at  intervals  of  6 to  8 
hours,  subcutaneously  or  intramuscularly. 

Supplied:  Vials  of  1 cc. 


UPJOHN  BRAND  OF  M t T H 3 COPOLAM  I N( 


The  Upjohn  Company,  Kalamazoo,  Michigan 


Steclin-Mycostatin  (Squibb  Tetracycline-Nystatin) 

Another  form  of  the  only  broad  spectrum 
antibiotic  preparation  with  added  protection 
against  monilial  superinfection 


PLEASANT  TASTING  — Mysteclin  Suspension  is  pleasant- 
ly fruit-flavored  and  will  appeal  to  taste-conscious 
youngsters  as  well  as  to  adults  who  prefer  liquid 
medication. 


BROADLY  EFFECTIVE  — Mysteclin  Suspension  provides 
well  tolerated  therapy  for  the  many  common  infec- 
tions which  respond  to  tetracycline— and  also  acts  to 
prevent  monilial  overgrowth. 

READY-TO-TAKE  — Mysteclin  Suspension  requires  no  re- 
constitution and  can  be  given  by  simple  teaspoon 
dosage  to  patients  of  all  ages. 


MYSTECLIN  SUSPENSION:  a fruit-flavored  oil  suspension 
containing  the  equivalent  of  125  mg.  Steclin  (Squibb 
Tetracycline)  Hydrochloride  and  125.000  units  My- 
costatin  (Squibb  Nystatin)  per  5 cc.  teaspoonfuL 
Supplied  in  two-ounce  bottles. 


Squibb 


Also  available  as  Capsules  (250  mg.  Steclin  Hydrochloride  and 
250,000  units  Mycostatin)  and  Halt  Strength  Capsules  (125  mg. 
Steclin  Hydrochloride  and  125,000  units  Mycostatin). 


Squibb  Quality  — the  Priceless  Ingredient 


'MYSTECLIN'®,  'STECLIN'®,  AND  'MYCOSTATIN'®  ARE  SQUH 


TRADEMARKS 


ORAL  PENICILLIN 

c. 

FOR  BETTER 

AND  MORE  CONSISTENT  ABSORPTION 


"Because  of  the  better  and  more  consistent 
absorption  of  penicillin  V from  the  intes- 
tinal tract , it  would  appear  that  this  type  of 
penicillin  is  preferable  to  penicillin  G when 
oral  administration  is  to  be  used.”1 

1.  Martin,  W.  J.,  et  al.:  J.A.M.A.  160: 928  (March  17) 
1956. 


Pen  • Vee  • Oral  and  Pen*  Vee  Suspension 
permit  new  dependability  in  oral-peni- 
cillin therapy— dependable  stability  in 
gastric  acid,  dependable  and  optimal 
absorption  in  the  duodenum.  "Not  being 
destroyed  by  acid  in  the  stomach,  as  is 
penicillin  G,  penicillin  V remains  avail- 
able in  larger  amounts  for  absorption."1 


•Trademark 


Oral 

Pen -Vee'  7? 

Suspension 

Pen*Vee 'Oral  is  Penicillin  V,  Crystalline  (Phenoxymethyl  Penicillin) 

Pen* Vee  Suspension  is  Benzathine  Penicillin  V Oral  Suspension 


Philadelphia  1,  Pa 
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TIMBERLAWN  SANITARIUM 


For 

Nervous  and  Mental  Diseases 

Phone  Fairdale  2678  DALLAS  1,  TEXAS  P.  0.  Box  1769 

★ ★ 

Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational  ther- 
apy. All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 

THE  STAFF 

Guy  F.  Witt,  M.D.,  Medical  Director  Howard  M.  Burkett,  M.D.,  Associate  Psychiatrist 

Perry  C.  Talkington,  M.D.  ) _ n.  James  K.  Peden,  M.D.,  Associate  Psychiatrist 

Chas.  L.  Bloss,  M.D.  j Co-Uirectors  Fred  H Jordan<  M D ( Resident  Psychiatrist 

Mrs.  Anne  Gilcrease,  R.N.,  Director  of  Nurses 
Ralph  M.  Barnette,  Jr.,  Business  Manager 
Miss  Geraldine  Skinner,  Director  of  Occupational  Therapy 


Conductive  Shoe 
in  dress  style 

Safety  from 
Fire  and 
Explosion* 


• Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  tor  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  lor  free  booklet,  " The  Preservation  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot." 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Mustbeck  Shoe  Compony 


“The  mercurial  diuretics 
have  the  justified 
reputation  of  being 
the  most  powerful  and 
consistently  effective 
of  all  diuretic  drugs/'* 

TABLET 

NEOHYDRIN* 

♦Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmaco- 
logical Basis  of  Therapeutics,  ed.  2,  New  York, 
The  Macmillan  Company,  1955,  p.  847. 
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excellent 
remedy 
for  a 
poor 


appetite 


Lysine-Vitamin  Drops 


• combines  the  amino  acid,  1-Lysine,  with 
vitamins  Bi,  B6, 

• stimulates  appetite,  effects  better  utilization 
of  protein,  thereby  promoting  growth 

• cherry-flavored  drops  are  delicious;  may  also 
be  mixed  in  milk,  formula,  etc. 

• handy  15  cc.  plastic  dropper-bottle 

For  the  problem  eaters,  for  the  underweight,  for 

the  generally  below-normal  child 

(Excellent,  too,  for  stimulating  appetites  of  the  elderly 

patient!)  Dosage:  0.5  to  1 cc.  (10-20  drops)  daily.  Each  cc. 

(20  drops)  contains: 


1-Lysine 300  mg. 

Vitamin  Bi2 25  mcgm. 

Thiamine  (Bi) 10  mg. 

Pyridoxine  (B6) 5 mg. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER,  NEW  YORK 

*REQ.  U.  S.  PAT.  OFF. 
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<*»  _ li  ca 


cardiac  patients  have 
fewer  side  effects 
with  diuresis  produced 
by  localized  renal  action 


PATIENTS  IN  FAILURE  NEED  AN  ORGANOMERCURIAL 


When  acidosis  is  the  diuretic  mechanism,  as  with  the  carbonic  anhydrase  inhibitors 
and  acidifying  salts,  widespread  effects  on  many  organs  can  be  anticipated. 

In  contrast,  the  dependable  diuresis  produced  by  the  organomercurials— resulting 
from  enzyme  inhibition  localized  in  the  kidney— avoids  these  extrarenal  effects. 


TABLET 

NEOHYDRIN 

BRAND  OF  CHLORMERODRIN  oe.3  mg.  of  3-chloromercuri-2-methoxy-propylurea 

EQUIVALENT  TO  !0  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 

a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


LAKESIDE 


«t(SI 
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With  little  chance  of  error  in  Formula  Preparation 

BAKER’S  MODIFIED  MILK* 


Designed  for  all  infant  feeding  from 
birth  to  the  end  of  the  first  vear, 
Baker’s  Modified  Milk  is  a time-saver 
for  busy  physicians  and  busy  hospitals. 

Baker’s  Modified  Milk  is  furnished 
gratis  to  all  hospitals  for  your  use. 

*Made  exclusively  from  Grade  A milk  (U.  S. 
Public  Health  Service  Milk  Code)  which  has  been 
modified  by  replacement  of  the  milk  fat  with 
vegetable  and  animal  fats  and  by  the  addition 
of  carbohydrates,  vitamins  and  iron. 


THE  BAKER  LABORATORIES,  INC. 

/frli/k  ffitcHrfucfc  tfo  /ttedCcaC 


MAIN  OFFICE:  CLEVELAND  3,  OHIO 


PLANT:  EAST  TROY,  WISCONSIN 
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tv&li  stilted  J'w 
i ht> rtt jtt/ 


% well  tolerated,  nonaddictive,  essentially  nontoxic 
® no  blood  dyscrasias,  liver  toxicity,  Parkinson-like  syndrome  or  nasal  stuffiness 
© chemically  unrelated  to  chlorpromazine  or  reserpine 
g;  does  not  produce  significant  depression 
© orally  effective  within  30  minutes  for  a period  of  6 hours 

Indications * anxiety  and  tension  states,  muscle  spasm. 


Tranquilizer  with  muscle-relaxant  action 


DISCOVERED  AND  INTRODUCED 
BY  WALLACE  LABORATORIES,  New  Brunswick,  N.J., 
2-methyl-2-r\-propyl-l , 3-propanediol  dicarbamate  — U.S.  Patent  2, 721*, 720 
^9DL  SUPPLIED:  1*00  mg.  scored  tablets.  Usual  dose:  1 or  2 tablets  t.i.d. 

Literature  and  Samples  Available  on  Request 

THE  MILTOWN  MOLECULE 
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in  inflammatory  skin  diseases 


i 

all  the  benefits  of  the  “predni-steroids”  | 
plus  positive  antacid  action 
to  minimize  gastric  distress 


ROUTINELY  ACHIEVED  WITH 


Clinical  evidence1-2-3  indicates  that 
to  augment  the  therapeutic  advan- 
tages of  prednisone  and  predniso- 
lone, antacids  should  be  routinely 
co-administered  to  minimize  gas- 
tric distress. 

References:  1.  Boland,  E.  W.,  J.A.M.A. 
160:613,  (February  25,)  1956.  2.  Margolis, 
H.  M.  et  al,  J.A.M.A.  158:454,  (June  11,) 
1955.  3.  Bollet,  A.  J.  et  al,  J.A.M.A. 
158:459,  (June  11,)  1955. 


Multiple 

Compressed 

Tablets 


(Buffered  Prednisone) 


2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
50  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
Hydroxide  gel. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  ft  CO  . INC. 
PHILADELPHIA  1.  PA. 


CO-DELTRA-  and  'CO-HYDELTRA-  are  the  trademarks  of  Merck  A Co.,  Inc. 


ADVERTISEMENT  DEPARTMENT 


31 


in  bronchial  asthma 


clinical  evidence1, 2,3  indicates  that  to  augment  the 
therapeutic  advantages  of  the  “predni- steroids” 
antacids  should  be  routinely  co-administered 
to  minimize  gastric  distress 


ROUTINE 

CO-ADMINISTRA  TION 
MEANS 


Multiple 

Compressed 


(Buffered  Prednisolone) 


All  the  benefits  of  the 
“predni-steroids”  plus 
positive  antacid  action  to 
minimize  gastric  distress. 

References:  1.  Boland,  E.  W., 

J.A.M.A.  160:613,  (February 
25.)  1956.  2.  Margolis,  H.  M. 
et  al,  J.A.M.A.  158:454,  (June 
11,)  1955.  3.  Bollet,  A.  J.  et  al, 

J.A.M.A.  158:459,  (June  11,) 

1955. 

'CO-DELTRA'  and  'CO-HYDELTRA'  are  the  trademarks  of  Merck  & Co.,  Inc. 


CoDeltra 


(Buffered  Prednisone) 


2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
50  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel. 


^3^ 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  |NC. 
PHILADELPHIA  1.  PA. 


VC 


fi 


£ASE_SOMMary 

0^/£/55^patlent 
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night  femur 
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right  femur 
osteomyelitis. 


specific  against 


soccic  infections 


Specific— because  you  can  actually  pinpoint  the 
therapy  for  coccic  infections.  That’s  because 
most  bacterial  respiratory  infections  are  caused 
by  staph-,  strep-and  pneumococci.  And  these 
are  the  very  organisms  most  sensitive  to 
Erythrocin— even  when  in  many  cases  they 
resist  other  antibiotics. 


fil"ltab 


STEARATE 


with  little  risk  of 
serious  side  effects 


Low  toxicity— because  Erythrocin  rarely  alters 
intestinal  flora.  Thus,  your  patients  seldom 
get  gastroenteral  side  effects.  Or  loss  of  vitamin 
synthesis  in  the  intestine.  Virtually,  no  allergic 
reactions,  either.  Filmtab  Erythrocin 
Stearate  (100  and  250  mg. ),  /^\  n n 
bottles  of  25  and  100.  vXuuOtt 


STEARATE 


® Filmtab— film-sealed  tablets;  pat.  applied  for 
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THOROUGH  PENETRATION  WITH  VAGISEC®  COMBATS 

jelly  and  liquid 

FLARE-UPS 

OF  VAGINAL  TRICHOMONIASIS 


Vagisec  liquid  is  the  unique  trichomonacide 
that  explodes  trichomonads  within  1 5 seconds. 
It  is  a prosed  combination  of  three  chemical 
agents  which  penetrates  to  hidden  trichomon- 
ads and  eliminates  failure  of  treatment  and 
flare-ups  due  to  lack  of  penetration. 


Vagisec  liquid  penetrates  to  trichomonads  buried  among  the 
vaginal  rugae  and  imbedded  in  mucus  and  desquamated  cells. 

Hidden  trichomonads.  Trichomonads  do 
not  exist  in  the  vaginal  secretion  alone.  They 
are  vigorously  motile  and  burrow  deeply  into 
the  surface  of  the  vaginal  mucosa  where  cel- 
lular debris  and  mucus  cover  them.  Vagisec 
liquid  lowers  surface  tension,  penetrates  the 
cellular  debris  and  dissolves  mucoid  material12 
that  lines  the  vaginal  wall  and  lies  buried 
among  the  rugae.  It  reaches  and  explodes  hid- 
den as  well  as  surface  trichomonads. 

Unique  overpowering  action.  Vagisec 
liquid  combines  a chelating  agent  and  two 
surface-acting  agents  that  act  in  balanced 
blend  to  weaken  the  trichomonad’s  cell  mem- 
brane, to  remove  its  waxes  and  lipids,  and  to 
denature  its  proteins.  The  parasite  imbibes 
water,  swells  up  and  explodes.  No  other  agent 
or  combination  of  agents  kills  the  trichomonad 
in  this  specific  fashion,  or  with  this  speed. 

Trichomonads  explode  within  IS  sec- 
onds. “Motion  pictures  taken  through  a phase- 
contrast  microscope  at  24  frames  per  second 
show  that  individual  trichomonads  are  de- 
stroyed within  10  to  14  seconds  after  contact 
. . .”  with  solution  of  Vagisec  liquid.3 

The  Davis  techniques  The  remarkable 
speed  and  uniquely  effective  action  of  this 


trichomonacide  arc  the  result  of  the  intensive 
research  of  its  originators,  Dr.  Carl  Henry 
Davis,  well-known  gynecologist  and  author, 
and  C.  G.  Grand,  research  physiologist,  who 
introduced  the  agent  as  “Carlendacide”  and 
had  it  clinically  tested  by  more  than  1 50 
physicians,  including  over  100  leaders  in  ob- 
stetrics and  gynecology.2-3  In  this  extensive 
evaluation,  better  than  “.  . . 90  per  cent  of 
apparent  cures  have  been  obtained.  . . .”2  For 
“the  small  percentage  of  women  who  have  an 
involvement  of  cervical,  vestibular  or  urethral 
glands,  other  treatments  will  be  required.”3 

Office  treatment.  Expose  vagina  with  spec- 
ulum. Wipe  walls  dry  with  cotton  sponges 
and  wash  thoroughly  for  about  three  minutes 
with  a 1:100  dilution  of  Vagisec  liquid.  Re- 
move excess  fluid  with  cotton  sponges.  Office 
treatments  are  an  integral  part  of  the  Davis 
technique. 

Home  treatment.  Prescribe  both  Vagisec 
liquid  and  jcllv.  Patient  douches  with  Vagisec 
liquid  every  night  or  morning  and  thdn  inserts 
Vagisec  jelly.  Home  treatment  is  continued 
through  two  menstrual  cycles,  but  omitted  on 
office  treatment  days.  Douching  contraindi- 
cated in  pregnancy. 

Summary \ Vagisec  liquid  penetrates  to  hid- 
den trichomonads  and  explodes  them  in  1 5 
seconds.  Vagisec  jelly  and  liquid  are  non- 
toxic and  non-irritating,  leave  no  messy  dis- 
charge or  staining.  Vagisec  liquid  and  jelly 
have  been  clinically  tested  and  proved  a re- 
markably fast-acting,  effective  treatment  for 
vaginal  trichomoniasis. 

Active  ingredients:  Polyoxyethylene  nonyl  phenol.  Sodium 
ethylene  diamine  tetra-acetate.  Sodium  dioctyl  sulfosuc- 
cinate.  In  addition,  Vagisec  jelly  contains  Boric  acid. 
Alcohol  5%  hy  weight. 

1.  Davis,  C.  H.:  Am.  J.  Ohst.  & Gynec.  68:559  (Aug.) 
1954. 

2.  Davis,  C.  H.:  West.  J.  Surg.  63: 53  (Feb.)  1955. 

3.  Davis,  C.  H.:  J.A.M.A.  157:126  (Jan.  8)  1955. 

fPat.  App.  for 

Vagisec  is  a registered  trade-mark  of  Julius  Schmid,  Inc. 


JULIUS  SCHMID,  INC.,  gynecological  division 

423  West  55th  Street,  New  York  19,  N.  Y. 
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Planning  the  Low-Purine  Diet 
for  a long  run... 

Imagination  is  essential  in  adding  interest  to  this  diet 
since  your  patient  may  have  to  follow  it  for  many  years. 
These  diet  "do’s”  can  show  him  how  to  use  eggs,  cheese, 
and  milk — a trio  of  almost  purine-free  foods — to  supply 
the  major  portion  of  his  protein. 

In  these,  the  trio  plays  a solo — 

Eggs  baked  in  pimiento- flecked  cheese  sauce  are  hard  to 
resist.  Or,  if  your  patient  prefers,  the  same  gay  and  tempting 
sauce  can  be  poured  over  hard-cooked  eggs. 

A casserole  of  eggplant  and  tomatoes  layered  alternately 
with  ricotta  or  cottage  cheese  makes  a satisfying  entree.  Add  a 
sprinkle  of  grated  parmesan  with  a fine  Italian  hand. 

Your  patient  may  like  his  eggs  poached  in  tomato  juice. 
Serve  them  in  a soup  bowl  with  a frill  of  chopped  parsley  on  top. 

In  these,  the  trio  plays  accompaniment — 

Ham  ’n’  egg  rolls  come  hot  or  cold.  For  hot,  roll  a warm 
slice  of  ham  around  eggs  that  have  been  scrambled  with  a 
pinch  of  savory.  For  cold,  roll  a ham  slice  around  egg  salad 
mixed  with  cottage  cheese. 

Oyster  stew  can  be  creamy  without  cream  when  the  milk  is 
bolstered  with  dry  skim  milk  powder.  A pinch  of  thyme  and 
some  chopped  parsley  add  savor. 

Broiled  salmon  or  tuna-burgers  nestle  nicely  in  a nest  of 
noodles.  A slice  of  cheese  on  top  adds  color  and  comes  out 
of  the  broiler  a bubbling  brown. 

These  are  only  a few  of  the  possible  combinations  of 
this  versatile  trio.  And  the  adequate  protein  nutrition  they 
make  possible,  plus  a liberal  intake  of  fluids — including 
beer*  if  your  patient's  condition  allows — may  help  estab- 
lish a regimen  that  will  please  you  both. 


United  States  Brewers  Foundation 

Beer — America's  Beverage  of  Moderation 

*104  Calories,  17  mg.  Sodium/8  OZ.  glass  (Average  of  American  Beers) 


If  you’d  like  reprints  of  12  special  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 


36 


ADVERTISEMENT  DEPARTMENT 


Wine — the  classic  beverage 
of  moderation — 
through  its  flavorful  esters 
and  acids,  has  been 
found  to  excite 

the  olfactory  sense,  the  gustatory  papillae, 
and  hence  the  appetite  even  in  anorexic  states. 


The  French 
call  it 

-Aperitif!!... 


No  longer  is  its  use  based  solely  on  tradition  or  psychological  appeal,  for  extensive 
research  is  pointing  up  the  physiological  value  of  wine  as  an  aliment 
as  well  as  a pleasant  aperitif. 


We  now  know  why  a glass  of  Port,  Sherry,  Burgundy,  Sauterne — 

depending  on  individual  taste — can  aid 

the  digestion  as  well  as  the  appetite 

of  your  geriatric,  post-surgical  or  convalescent  patients. 

We  know,  moreover,  that  wine  possesses  significant  vasodilating,  diuretic  and 
relaxant  properties  of  value  in  the  field  of  cardiology, 
that  its  moderate  content  of  alcohol  is  metabolized  readily 
even  by  diabetics,  that  its  gentle  sedative  action  at 
bedtime  affords  a valuable  aid  to  normal  sleep  and  may 
even  obviate  the  need  for  sedative  drugs. 

May  we  send  you  a copy  of 

“Uses  of  Wine  in  Medical 


ADVERTISEMENT  DEPARTMENT 


37 


New  Study  Shows  Gelatine 
Restores  Brittle  Fingernails  to  Normal 

Directions  for  making  the  Knox  Gelatine  drink  in  every  packa 


Brittle,  fragile  or  laminating  fingernails  are  the 
bane  of  many  a woman's  existence.  Yet  this 
highly  prevalent  and  distressing  condition  often 
has  gone  uncontrolled  for  lack  of  effective  ther- 
apy. Now,  you  can  promise  these  patients  sub- 
stantial relief  in  a large  percentage  of  cases. 

In  a recent  study1  that  confirmed  previous 
work2  Knox  Gelatine  was  used  to  treat  36 
women  with  fragile,  brittle,  laminating  finger- 
nails. The  response  was  most  gratifying.  Except 
for  three  patients  who  discontinued  the  therapy, 
three  diabetics,  and  two  women  who  had  con- 
genital deformities,  the  splitting  ceased  and  all 
other  patients  were  able  to  manicure  their  nails 
to  a full  point  by  the  time  the  study  ended. 

Optimal  dosage  proved  to  be  one  envelope  (7 
grams)  of  Knox  Gelatine  administered  daily  for 


three  months.  Efficacy  has  not  been  established 
with  lesser  dosage.  If  you  would  like  more  com- 
plete details  of  this  work,  just  use  the  coupon. 

1.  Rosenberg,  S.  and  Oster,  K.  A.,  “Gelatine  in  the  Treatment  of 
Brittle  Nails,”  Conn.  State  Med.  J.  19:171- 179,  March  1955. 

2.  Tyson,  T.  L.,  J.  Invest.  Dermal.  14:323,  May  1950. 


Ghas.  B.  Knox  Gelatine  Company,  Inc. 
Professional  Service  Dept.  SJ-19 
Johnstown,  N.  Y. 

Please  send  me  a reprint  of  the  article  by  Rosenberg 
and  Oster  with  illustrated  color  brochure . 

YOUR  NAME  AND  ADDRESS 

I 


L. 
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BUTAZOLIDIN 


(phenylbutazone  geigy) 


potent,  specific 
anti-arthritic 


Based  on  an  impressive  background  of  achievement  attained 
over  a period  of  four  years  involving  both  long-term  and 
short-term  therapy  in  all  the  major  forms  of  arthritis, 
Butazolidin  is  recognized  as  one  of  the  most  effective 
anti-arthritic  agents  currently  available. 


relieves  pain 
improves  function 
resolves  inflammation 

Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar 
with  its  use  are  urged  to  send  for  literature  before  prescribing  it. 


GEIGY  PHARMACEUTICALS,  Division  of  Geigy  Chemical  Corporation,  New  York  13.N.Y. 


72356 


. . part  of  every  illness 


ANXIETY 

is  part  of 


PEPTIC 

ULCER 


. . functional  nervousness,  including  fatigue  and  anxiety,  was  by  far 
the  greatest  detectable  cause  of  recurrences  of  peptic  ulcer  symptoms,  and 
in  many  instances  it  seemed  likely  that  the  same  etiological  factors  ivere 
initially  responsible  for  the  ulcer”1 


Peptic  ulcer  is  a combination  of  the  emotional  and  the  physi- 
cal. Fortotal  management,  a combination  of  measures  isoften 
indicated.  Equanil  adds  to  the  adequacy  of  routine  treatment 
by  countering  psychic  stress  as  a stimulant  to  vagal  activity. 
It  combats  the  anxiety  and  tension,  and  encourages  restful 
sleep.2 

In  every  patient ...  a valuable  adjunct  to  the  customary  therapy 


Supplied:  Tablets,  400  mg.,  bottles  of  50. 
Usual  Dose:  1 tablet,  t.i.d. 

1.  Weiss,  E.,  and  English,  O.S.:  Psychoso- 
matic Medicine.  W.  B.  Saunders  Co.,  Phil- 
adelphia, 1949,  p.  358. 

2.  Lemere,  F.:  Northwest  Med.  54:1098 
(Oct.)  1955. 


anti-anxiety  factor  with  muscle-relaxing  action 


® 

Philadelphia  1,  Pa; 
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0»*  P«°p'e  their  treatment— 

hysician  about  every  wp  much  is  it  go.ng 

XC  o’!r"Sd  of  to»  payment  is  to  be  made,  often 

eaves  the  frankest  patient  ‘“up  the  subject  out 

Many  refrain  from  bnaSj  ^ ...posing 

,f  a sincere  respect  tor  „ him  about 

„ somehoev  unbecoming^  are  now 


trying  to  clear  up  *h^t™a""^nificant plaque 
frankly  with  me  rurdical  service  is 
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PARKE 
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DAVIS  & COMPANY 
- DAVIS  om<aM,M«hW«. 


Makers  of  medicines  since  1S6S 
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Doctor,  you  have  probably  seen  one 
or  more  of  these  current  Parke- Davis 
advertisements  in  leading  general 
magazines — and  you  know  that  the 
much-talked-about  theme  of  these 
ads  is  that  prompt  and  proper  medical 
care  is  one  of  today's  biggest  bargains. 
Through  our  sales  representatives  who 
call  on  you,  and  your  letters  to  us,  we 
know  that  this  is  the  type  of  laity 
advertising  you  like  to  see. 

The  reproduction  on  the  facing  page 


is  the  latest  example  of  this  advertis- 
ing. It  tells  the  public  that  they  can 
discuss  medical  fees  with  their  physi- 
cians without  embarrassment  . . . and 
that  such  discussions  improve  the 
important  relationship  between  doctor 
and  patient. 

We  are  gratified  at  your  response 
to  these  public  messages,  and  you 
can  be  sure  that  Parke-Davis  national 
advertising  will  continue  to  be  in  our 
mutual  best  interests. 


PARKE,  DAVIS  & COMPANY 

Detroit  32,  Michigan 


Reaching  millions  of  people  in  LIFE,  POST,  TODAY’S  HEALTH 
and  other  leading  magazines 
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POSTGRADUATE  COURSES— 1 956-1 957 

DIAGNOSTIC  RADIOLOGY 
Dr.  Joseph  N.  Ane,  Chairman 
November  8-9,  1956 

A program  planned  particularly  for  physicians  with 
general  interests  will  cover  diagnostic  interpretation 
of  roentgenograms  of  the  cardio-pulmonary  system 
and  bones  of  adults  and  children.  Protection  from 
irradiation  and  roentgentherapy  also  will  be  discussed. 

ELECTROCARDIOGRAPHY 
Dr.  George  E.  Burch,  Chairman 
December  3 - 14,  1956 

This  course,  limited  entirely  to  electrocardiography, 
has  been  designed  primarily  for  beginners  in  the  field 
and  includes  the  study  of  vectocardiography.  Con- 
siderable time  is  devoted  to  the  practice  reading  of 
tracings. 

OCULAR  PATHOLOGY 
Dr.  James  H.  Allen,  Chairman 
December  3-8,  1956 

An  intensive  program  of  lectures  and  demonstra- 
tions including  the  study  of  microscopic  sections  of 
ocular  pathology  each  afternoon.  Registrants  must 
bring  their  own  microscopes  and  substage  lamps. 
Course  limited  to  12  registrants. 

For  additional  information  write: 

Director  of  Graduate  Medicine 
Tulane  University  School  of  Medicine 
1430  Tulane  Avenue 
New  Orleans  12,  Louisiana 


“Patients  without  primary 
renal  disease,  but  with 
albuminuria  and  high 
nonprotein  nitrogen 
due  to  congestive 
circulatory  changes, 
can  be  adequately 
and  safely  treated 
with  Neohydrin  for 
long  periods  of  time/7* 

^Griffith,  G.  C.;  Dimitroff,  S.  P.,  and  Thorner,  M.  C.: 
Ann.  Int.  Med.  45:7,  1956. 


Since  1860  A.  S.  Aloe  Company  has  seen  three  gen- 
erations of  physicians  open  their  offices  for  the 
practice  of  medicine,  and  has  always  stood  by  with  a 
helping  hand.  Whether  you  plan  to  begin  practice 
or  re-equip  an  existing  office,  we  can  help  you. 

\ National  Institution:  We  have  13  shipping  points 
throughout  the  nation  and  more  than  200  representa- 
tives with  permanent  residences  in  convenient,  nearby 
locations. 

Equipment  Check  Lists.  Cover  everything  required 
to  outfit  your  office,  from  hypodermic 


needles  to  X-ray  machines,  with  both  itemized  and 
total  cost. 

Planning  Service.  Suggested  room  layouts  scaled  to 
size  to  help  you  evaluate  your  needs. 

Tailored  Payment  Plan.  There  are  no  interest  charges 
under  our  regular  “new  office”  extended  payment  plan. 

Location  Service.  Aloe  representatives  know  of  many 
attractive  locations  for  beginning  practice.  A state- 
ment of  your  preferences  will  be  published  to  our 
field  force.  Write  or  see  your  local  representative 
for  complete  details. 


A.  S.  ALOE  COMPANY  of  Louisiana  1425  rulane  Ave.,  New  Orleans  12,  La. 

ST  LOUIS  LOS  ANGELES  SAN  FRANCISCO  SEATTLE  MINNEAPOLIS 


KANSAS  CITY 


DALLAS 


ATLANTA 


WASHINGTON.  D.  C 
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confirms  and  defines  superiority  over 
other  Rauwolfia  preparations  in  the 
treatment  of  HYPERTENSION 

• Rauwiloid  represents  the  balanced,  mutually  potentiated 
actions1  of  several  Rauwolfia  alkaloids,  of  which  reserpine  and 
the  equally  antihypertensive  rescinnamine  have  been  isolated. 

• Hence,  reserpine  is  not  the  total  active  antihypertensive  prin- 
ciple of  the  rauwolfia  plant. 

• Rauwiloid  is  freed  of  the  undesirable  alkaloids  of  the  whole 
rauwolfia  root.  Recent  investigations  confirm  the  desirability 
of  Rauwiloid  (because  of  the  balanced  action  of  its  contained 
alkaloids)  over  single  alkaloidal  preparations;  ”...  mental  depres- 
sion... was...  less  frequent  with  alseroxylon. ,.”2 

The  dose-response  curve  of  Rauwiloid  is  flat, 
and  its  dosage  is  uncomplicated  and  easy  to 
prescribe . . . merely  two  2 mg.  tablets  at  bedtime. 


Riker 


1.  Cronheim,  G.,  and  Toekes.  I.  M.;  Comparison  of  Sedative  Properties  of  Single 
Alkaloids  of  Rauwolfia  and  Their  Mixtures,  Meet.  Am.  Soc.  Pharmacol.  & Exper. 
Therap.,  Iowa  City,  Iowa,  Sept.  5,  1955. 

2.  Moyer,  J.  H.;  Dennis,  E.,  and  Ford,  R.:  Drug  Therapy  (Rauwolfia)  of  Hyperten- 
sion. II.  A Comparative  Study  of  Different  Extracts  of  Rauwolfia  When  Each  Is  Used 
Alone  (Orally)  for  Therapy  of  Ambulatory  Patients  with  Hypertension,  A,M.A. 
Arch.  Int.  Med.  $>6:530  (Oct.)  1955. 


Rauwiloid  is  the  original  alseroxylon  fraction  of  India-grown 
Rauwolfia  serpentina,  Benth.,  a Riker  research  development. 


m mm 
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M0N0DRA1>"  MEBARAL 


ANTICHOLINERGIC  • SEDATIVE 

in  peptic  ulcer  management 

• relieves  pain  promptly  • promotes  healing 

• reduces  tension  safely  • maintains  anacidity  for  hours 

• tranquilizes  without  dulling  • controls  hyperactivity  of 

• well  tolerated  upper  gastro-intestinal  tract 

Monodr al  with  Mebaral — the  “psycho vis- 
ceral stabilizer” — provides  for  patients  with  ulcer 
and  gastro-intestinal  spasm  an  effective  barrier 
against  the  impact  of  environmental  stimuli  . . . 
controls  gastric  hypersecretion  and  hypermotility 
for  three  and  one  half  to  five  hours.* 

each  tablet  contains:  dosage:  1 or  2 tablets  three  or 

Monodral  bromide 5 mg.  four  times  daily. 

Mebaral 32  mg.  Available  on  prescription  only. 

Bottles  of  100  tablets. 

Laboratories  New  York  18,  N.  Y. 

Monodral  (brand  of  penthienate)  and  Mebaral  (brand  of  mephobarbital),  trade- 
marks reg.  U.  S.  Pat.  Off. 

*References  and  clinical  trial  supplies  available  on  request. 


THE  LEONARD  WRIGHT  SANATORIUM 

Tel.  Lakeside  4-4101  BYHALIA,  MISSISSIPPI  Reservations  Necessary 


• Located  24  miles  S.  E.  of  Memphis.  Tenn.,  on  highway  78.  20  acres  of  beautifully  landscaped 

grounds  sufficiently  removed  to  provide  restful  surroundings  and  a capacity  limited  to  insure  individual 
treatment.  The  building  is  AIR  CONDITIONED. 

• Specializing  in  the  treatment  of  ALCOHOLIC  and  DRUG  ADDICTION  and  MILD  NERVOUS  DIS- 
ORDERS. ACE  and  ACTH  therapy  if  indicated.  Antabuse  is  given  if  requested. 

• The  Sanatorium  is  a Member  of  THE  AMERICAN  HOSPITAL  ASSOCIATION  and  of  THE  NA- 
TIONAL ASSOCIATION  of  PRIVATE  PSYCHIATRIC  HOSPITALS. 
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Q:  In  x-ray  equipment  what  will  $4950  buy? 

A:  This  new  G-E  PATRICIAN 

complete  with  200-ma  control  and  transformer 


YOURS  . . . General  Electric  quality  . . . 
complete  diagnostic  x-ray  unit  with  tilt 
table  . . . combined  facilities  for  fluoroscopy 
and  radiography — all  for  just  $4950,  f.o.b. 
Milwaukee,  U.S.A. 

New  PATRICIAN  gives  you  81 -inch 
angulating  table. . . independent  tubestand 
with  choice  of  floor-to-ceiling  or  platform 
mounting  . . . 200-ma,  100-kvp,  full-wave 
transformer  and  control  . . . double-focus, 
rotating-anode  tube. 

Also,  you  get  counterbalanced  automatic 
Bucky,  plus  fluoroscopic  screen  that’s  also 
counterbalanced,  self -retaining  in  all  table 


positions.  You  can  take  cross-table  and 
stereo  views.  Focal-film  distances  range  up 
to  a full  40  inches  at  any  table  angle  . . . 
as  great  as  48  inches  cross-table. 

The  new  PATRICIAN  can  be  yours  on 
liberal  purchase  terms  ...  or  can  be  leased 
under  the  popular  G-E  Maxiservice®  rental 
plan.  Ask  your  General  Electric  x-ray  rep- 
resentative for  all  the  facts. 


! "Progress  Is  Our  Most  Important  “Product 


GENERAL  ® ELECTRIC 


Direct  Factory  Branches: 

NEW  ORLEANS  — 1001  Camp  Street 

SHREVEPORT  Physicians  and  Surgeons  East  Building,  1513  Line  Avenue 
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Loose 

Stools 


the  most  frequent 
problem  in  infancy 


Loose  stools  in  infancy  pose  a common  but 
vexing  problem  for  every  pediatrician  and 
every  mother.  Symptoms  may  not  reach  the 
stage  of  watery  diarrhea,  yet  may  lead  to  a 
wide  variety  of  annoying  side  effects.  Loose 
stools  may  be  readily  controlled  by  Arobon 
without  resorting  to  medications  or  drastic 
changes  in  formula. 


ton 


Simply  stir  into  the  formula. .. pleasant 
tasting  Arobon  is  not  a drug... yet  it  is  a 
most  effective  and  safe  antidiarrheal  agent 
...no  contraindications. 

In  specific  diarrheas  Arobon  checks  symp- 
toms quickly,  before  physiologic  effects 
become  dangerous.  An  excellent  aid  when 
antibiotics  are  called  for. 


Arobon  is  derived  from  specially 
processed  carob  flour  high  in 
naturally  occurring  lignin, 
hemicellulose  and  pectin.  It  pro- 
vides 2.7  calories  per  gram. 


Composition  Per  cent 

Lignin,  hemicellulose. 

pectin 22.0 

Starch 15.0 

Crude  fiber 3.0 

Soluble  carbohydrates.  . . .50.5 

Protein 3.5 

Fat 0.5 

Minerals 2.0 

Moisture 3.5 


estle 


— A time-honored  name  in 
the  field  of  infant  nutrition 


THE  NESTLE  COMPANY,  INC. 

Professional  Products  Division 


White  Plains,  New  York 


Hypertensive  symptoms  relieved 

in  36%  of  patients 

"Comparison  of  pentolinium  [Ansolysen]  with  other  preparations  in  25  patients  with 
severe  essential  hypertension,  for  whom  all  other  methods  of  management  had  failed, 
showed  that  pentolinium  is  the  most  effective  of  available  agents  in  reducing  danger- 
ously high  blood  pressure  to  the  desired  levels,  and  in  modifying  some  of  the  complica- 
tions of  hypertension,  as  cardiac  decompensation,  cardiomegaly  and  retinopathy. . . . 

"In  96  per  cent  (24  patients)  clinical  symptoms  were  relieved  and  the  blood  pressure 
maintained  at  comfortable  levels.  . . ’n 


ANSOLYSEN 

TARTRATE  Pentolinium  Tartrate 


Philadelphia  1,  Pa. 


Lowers  Blood  Pressure 
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1.  Albert,  A.,  and  Albert,  M.:  Am.  Pract.  & 
Dig.  Treat.  7:986  (June)  1956. 


Ataraxoid  is  a unique,  new  combination  of  Sterane  and 
Atarax,  which  now  permits  simultaneous  symptomatic 
control  and  reduction  of  attendant  anxiety  and  apprehension 
in  rheumatoid  arthritis  and  other  indications. 


The  added  tranquilizer  control,  desirably  easing  mental  stress, 
also  directly  assists  clinical  progress.  It  minimizes  the 
chance  of  exacerbation  related  to  emotional  strain  and 
facilitates  patient  confidence  and  cooperation  in  the 
therapeutic  program  toward  maximum  rehabilitation. 


The  ataractic  effect  is  a 
central  neuro-relaxing 
action  — the  result  of 
a marked  cerebral  speci- 
ficity — free  of  mental 
fogging  and  devoid  of  any 
major  complications: 
no  liver,  blood  or  brain 
damage.  This  peace- 
of-mind  component  is 
also  used  in  the  lowest 
dosage  range. 


Supplied : Each  green,  scored, 
Ataraxoid  oral  tablet 
contains  5 mg.  prednisolone 
(Sterane)  and  10  mg. 
hydroxyzine  hydrochloride 
(Atarax).  Bottles  of  30 
and  100. 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Ine, 
Brooklyn  6,  New  York 


Ataraxoid  exerts  the  anti-rheumatic,  anti- 
inflammatory activity  of  Sterane  distinctly  superior 
to  previous  steroids,  effective  in  radically  reduced 
dosage,  and  with  minimal  disturbance  of  electrolyte 
and  fluid  metabolism. 


prednisolone  and  hydroxyzine 


combining  the  newest,  safest  i the  newest,  most  effective 
tranquilizer,  ATARAX®  ' steroid, 

ontro 

. ^ j and?  the  f||jif 

apprehension 


In  Rheumatoid  Arthritis, 
other  collagen  diseases, 
bronchial  asthma  and 
inflammatory  dermatoses 


♦Trademark 
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‘ANTEPAR’* 


for  "This  Wormy  World" 


PINWORMS 

ROUNDWORMS 

'SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

^ TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate  — 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


in  its  completeness 


Digitalis 

t Davies.  Rose) 

0.1  Gram 

1 mm  1 grains) 
CAUTION:  Federai 
law  prohibits  dispens- 
ing without  prrtr-Hp- 
tion.  _______ 

SHIES,  RUSE  t C8..  Id 
»«»•.  ton..  8 $.1 


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 


Physiologically  Standardized  | 
therefore  always 
dependable* 


Clinical  samples  sent  to 
physicians  upon  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 


Davies,  Rose  & Co.,  Ltd. 
Boston,  18,  Mass, 
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Results  With 


EVERY  WOMAN 


ANTE PAR 


WHO  SUFFERS 
i N THE 
MENOPAUSE 
DESERVES 
"PREMARIN® 

widely  used 
natural,  oral 
estrogen 


against 


PINWORMS 


In  clinical  trials,  over  80 % of  cases  have 
been  cleared  of 'the  infection  by  one  course 
of  treatment  with  ‘Antepar.’ 

Bumbalo,  T.  S.,  Gustina,  F.  J., 
and  Oleksiak,  R.  E. : 

J.  Pediat.  44:386,  1954. 

White,  R.  H.  R.,  and 
Standen,  0.  D. : 

Brit.  M.  J.  2:755,  1953. 


ROUNDWORMS 


against  \ 


“Ninety  per  cent  of  the  children  passed  all 
of  their  ascarides ...” 

Brown,  H.  W. : 

J.  Pediat.  45:419,  1954. 

“'SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 
Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 


“TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 


Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 
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riCKEI  X «*» 
25  South  ftroodwoy. 


save  up  to  *1,976 

on  new  "packaged" 

Centurion  200  ma 

radiographic-fluoroscopic  units 


For  a limited  time,  here's  your  chance  to  acquire  a fine  Picker  200  ma 
x-ray  combination  at  a very  substantial  saving.  Not  skimpy 
"built-to-price"  equipment,  mind  you,  but  a standard 
Picker  Centurion  II  x-ray  unit  with  all  the  advantages  (too  many 
to  list  here;  we  can  cite  only  a few)  that  mean  so  much  in 
operating  ease,  technical  flexibility  and  long-term  satisfaction. 

If  you've  been  thinking  of  investing*  in  a new  x-ray  machine 
or  upgrading  your  present  facilities,  this  is  opportunity 
knocking.  Your  local  Picker  representative  will  be  glad 
to  show  you  why.  Call  him  in. 

*lf  you'd  rather,  you  can  also  realize  these  savings  through  the 
Picker  Rental  Plan.  Ask  the  Picker  man  about  it  while  you're  at  It. 


Smooth-gliding  floor-ceiling 
Twintrack  tubestand  rotates  full  circle 
with  90°  clickstops.  Rigid 
self-swallowing  telescopic  tubearm 
slips  x-ray  tube  deftly  into  place 
under  table  for  fluoroscopy. 


Heavy  duty  Picker  generator  (200  ma, 
100  KVP)  and  distinguished  upright 
control  cabinet.  Automatic  Monitor 
operation.  Full-range  time-KV 
selection  without  technical 
compromises. 


High-style  “prestige"  table,  luxurious  finish.  Clear  access  oil  around 
— front,  back,  both  ends  — no  protruding  floor  obstructions.  Poised  hand-rock 
or  quiet  motor-drive.  Weight  counterbalanced  fluoroscopic  tower  with 
either  full  size  screen  or  Polyfilmer  for  8"  x 10"  spotfilms  (as  shown  here). 


Small-focus  rotating  anode  x-ray  tube 
. . . easy,  accurate  radiographic  centering  by 
projected  knife-edge  lightbeam. 


Picker  office  for  LOUISIANA  and  Mississippi  is  1220  St.  Charles  Avenue,  New  Orleans  13,  La. 
Alexandria,  La.,  3020  Dennis  Street  Jackson,  Miss.,  2364  Payden  Street 
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NOW  AVAILABLE . . . 


a unique  new  antibiotic 
of  major  importance 
PROVED  EFFECTIVE  AGAINST 
SPECIFIC  ORGANISMS 

(staphylococci  and  protcus ) 

RESISTANT  TO  ALL  OTHER 


ANTIMICRORIAL  AGENTS 


gram-negative  pathogens. 

ACTION — bactericidal  in  optimum  concen- 
tration even  to  resistant  strains. 


TOXICITY — generally  well  tolerated.  This  is 
more  fully  discussed  in  the  package  insert. 

ABSORPTION — oral  administration  produces 
high  and  easily-maintained  blood  levels. 

INDICATIONS — cellulitis,  pyogenic  derma- 
toses, septicemia,  bacteremia,  pneumonia 
and  enteritis  due  to  Staphylococcus  and  infec- 
tions involving  certain  strains  of  Proteus  vul- 
garis, including  strains  resistant  to  all  other 
antibiotics. 

DOSAGE—  Xwo  capsules  (500  mg.)  twice  daily 
or  one  capsule  (250  mg.)  four  times  a day. 

SUPPLIED— 250  mg.  capsules  of  ‘Cathomy- 
cin’,  bottles  of  16. 

‘CATHOMYCIN’  is  a trademark  of  Merck  if  Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  a CO..  INC. 
PHILADELPHIA  1.  PA 
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KARO®  SYRUP  . . . meets  the  accelerated 


nutritional  requirement  of  early  infancy 


The  high  caloric  requirements  of  in- 
fants, coupled  with  the  fact  that  they 
have  little  ability  to  digest  starchy 
food,  are  indications  for  the  use  of 
an  easily  digested  carbohydrate  milk 
modifier. 

Karo  places  a minimum  demand 
upon  the  digestive  system  during  the 
first  weeks  of  life.  Even  premature 
babies  thrive  on  Karo  because  this 
easily  digested,  completely  utilized, 
fluid  mixture  of  dextrins,  maltose  and 
dextrose  does  not  induce  flatulence, 
colic,  fermentation  or  allergy. 

Karo  permits  easy  adjustment  of 


formula  to  meet  the  accelerated  nutri- 
tional demand  during  the  early 
months  of  rapid  growth.  Mothers  will 
appreciate  the  ease  of  making  formu- 
las containing  Karo,  plus  its  ready 
availability  and  economy.  Light  or 
dark  Karo  syrup  may  be  used  inter- 
changeably with  cow’s  milk  or  evapo- 
rated milk  and  water.  Each  ounce 
yields  120  calories. 


1906  • 50th  ANNIVERSARY  • 1956 
CORN  PRODUCTS  REFINING  COMPANY 

17  Battery  Place,  New  York  4,  N.  Y. 
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THE  MEMBERS  OF  THE  LOUISIANA 

PATHOLOGY  SOCIETY  DEDICATE  THIS 

PAGE  MONTHLY  TO  THEIR  FELLOW  PHYSICIANS  INTERESTED  IN  NEW  DEVELOP- 

MENTS,  CURRENT  IDEAS  AND  CHANGING  CONCEPTS  IN  THE  FIELD  OF  LABORATORY 

AND  TISSUE  PATHOLOGY  AS  IT  AFFECTS 
AND  SURGERY. 

THE  PRACTICE  OF  GENERAL  MEDICINE 

LOUISIANA  PATHOLOGY  SOCIETY 

ROSTER  OF 

MEMBERS 

ALEXANDRIA 
Maxwell,  John  B. 

Hauser,  George 
Audubon  Building 

St.  Francis  Cabrini  Hospital 
Uhrich,  E.  C. 

Hertzog,  Ambrose  J. 
Touro  Infirmary 

Baptist  Hospital 

Hew,  Alfred  Y.  K. 
Hotel  Dieu 

BATON  ROUGE 
Bevan,  John  L. 

Holman,  Russell 

L.  S.  U.  School  of  Medicine 

Our  Lady  of  the  Lake  Sanitarium 
Colvin,  S.  Harvey 

Jaques,  William 

L.  S.  U.  School  of  Medicine 

Baton  Rouge  General  Hospital 

Lawson,  Edwin  H. 

McQuown,  Albert  L. 

Southern  Baptist  Hospital 

Our  Lady  of  the  Lake  Sanitarium 

Maher,  Aldea 

Randall,  William  S. 

1110  American  Bank  Building 

Baton  Rouge  General  Hospital 

Moss,  Emma  S. 

Charity  Hospital  of  New  Orleans 

LAFAYETTE 

Muelling,  Rudolph  J.,  Jr. 

Ranson,  Robert  F. 

Charity  Hospital  of  New  Orleans 

Charity  Hospital 

Nix,  Evelyn  B. 

Swan,  Lawrence  L. 

Mercy  Hospital 

304  W.  St.  Mary  Blvd. 

LAKE  CHARLES 

Nothacker,  Wm.  G. 

L.  S.  U.  School  of  Medicine 

Pizzolato,  Phillip 

Hebert,  Louis  A. 
Medical  Arts  Building 

Veterans  Administration  Hospital 
Samuels,  Monroe  S. 

Ranier,  Andrew  S. 

St.  Patrick's  Hospital 

MONROE 

L.  S.  U.  School  of  Medicine 

Staggers,  Samuel 
Southern  Baptist  Hospital 

von  Langermann,  Georgiana 

Klam,  Najeeb 
St.  Francis  Hospital 

Tulane  University  School  of  Medicine 

NEW  ORLEANS 

SHREVEPORT 

Bacher,  Wilhelmina 

Butler,  Willis  P. 

Touro  Infirmary 

P.  O.  Box  135 

Davenport,  Julius  W. 

Harwell,  Gwyn 

Southern  Baptist  Hospital 

Confederate  Memorial  Hospital 

Friedrichs,  Andrew  V. 

Mathews,  William  R. 

840  Maison  Blanche  Building 

1240  Texas  Avenue 

Hartwell,  Ralph  M. 

Stoer,  Ulysses  H. 

Hotel  Dieu 

Schumpert  Hospital 

THE  MEMBERS  OF  THE  LOUISIANA  PATHOLOGY  SOCIETY  PLEDGE  THEIR  FULLEST 

COOPERATION  WITH  THEIR  FELLOW  LOUISIANA  PHYSICIANS  IN  THE  PRACTICE 

OF  MORAL  AND  ETHICAL  MEDICINE 
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**,I  looked  down 
into  my 
open  grave” 


,>u«ukt  or  TKUT  or  ab nuaio*  to  the  imj'Eacujust  nun. 


“Mr.  Senator  Ross,  how  say  you?” 

In  the  deathly  silence  of  the  Senate 
chamber,  the  freshman  Senator  from 
Kansas  looked  down,  as  he  put  it,  into  his 
own  grave. 

On  deliberately  trumped-up  charges,  the 
bitterly  fanatic  leaders  of  Ross’s  party  were 
trying  to  vote  President  Johnson  out  of 
office— because  Johnson  stood  between  them 
and  their  revenge  on  the  defeated  South. 

Ross,  they  knew,  also  disliked  Johnson 
and  wanted  to  punish  the  South.  But,  taking 
no  chances,  they  had  warned  him  to  vote 
“guilty”  or  face  political  suicide. 

And  now,  on  that  historic  May  morning 
in  1868,  the  verdict  had  come  to  hang  com- 
pletely on  his  vote.  First  falteringly,  then 
loudly,  he  gave  it:  “ Not  guilty!” 

That  was  sheer  moral  principle  speaking. 
Edmund  Ross  refused  to  join  a move  he 
thought  would  wreck  the  historic  powers  of 
the  Presidency.  For  this,  he  lost  his  future, 
lost  his  good  name,  and  saved  for  himself 
only  what  he  had  saved  for  everyone:  our 
democracy. 

Into  the  whole  fabric  of  American  de- 
mocracy is  woven  the  steel-tough  moral  fiber 
of  men  like  Edmund  Ross.  Braver  even  than 
battle  courage,  it  has  helped  America  be- 
come strong  in  many  ways.  So  strong,  that, 
today,  one  of  the  world’s  greatest  guaran- 
tees of  security  is  U.  S.  Savings  Bonds. 

For  it  is  not  American  principal,  but 
American  principles,  that  back  these  Bonds. 
So,  for  yourself  and  your  country,  invest  in 
United  States  Savings  Bonds  regularly.  And 
hold  on  to  them. 


It’s  actually  easy  to  save— when  you  buy  Series 
E Savings  Bonds  through  the  Payroll  Savings 
Plan.  Once  you’ve  signed  up  at  your  pay  office, 
your  saving  is  done  for  you.  The  Bonds  you  re- 
ceive pay  good  interest— 3%  a year  compounded 
half-yearly  when  held  to  maturity.  And  the 
longer  you  hold  them,  the  better  your  return. 
Even  after  maturity,  they  go  on  earning  10  years 
more.  So  hold  on  to  your  Bonds!  Join  Payroll 
Savings  today  — or  buy  Bonds  where  you  hank. 

Safe  as  America  - 
XJ.S.  Savings  Bonds 


The  U.S.  Government  does  not  pay  for  this  advertisement . It  is  donated  by  this  publication  in  cooperation  with  the 
Advertising  Council  and  the  Magazine  Publishers  of  America. 
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Annual  Clinical  Conference 

CHICAGO  MEDICAL  SOCIETY 

March  5,  6,  7 and  8,  1957 
Palmer  House,  Chicago 

Lectures 

Daily  Teaching  Demonstrations 
Medical  Color  Telecasts 

The  CHICAGO  MEDICAL  SOCIETY  AN- 
NUAL CLINICAL  CONFERENCE  should 
be  a MUST  on  the  calendar  of  every  phy- 
sician. Plan  now  to  attend  and  make 
your  reservation  at  the  Palmer  House. 


MEDICAL  BOOKS 
Of  All  Publishers 

Any  book  on  Medicine,  Surgery,  and 
Nursing 

J.  A.  MAJORS  COMPANY 

1301  Tulane  Ava. 


NEW  ORLEANS  12,  LA. 
Catalogs  cheerfully  sent  upon  reqc 


very  special  cases 
very  superior  brandy... 
specify 

HIMNESSY 

COGNAC  BRANDY 

84  Proof  I Schieffelin  &.  Co.,  New  York 


| 


RADIUM 

(including  Radium  Applicators) 

For  All  Medical  Purposes 

Est.  1919 

Quincy  X-Ray  & Radium  Laboratories 

(Owned  and  Directed  by  a Physician-Radiologist) 

HAROLD  SWANBERG,  B.S.,  M.  D.,  Director 
W.  C.  U.  Bldg.,  Quincy,  Illinois 


We  Appreciate  our  Advertisers 
Patronise  Them 
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Abbott  Laboratories 
A.  S.  Aloe  Company 

American  College  of  Surgeons  

Ayerst  Laboratories  

Baker  Laboratories,  Inc.  

Brown  & Williamson  Tobacco  Corporation 

Browne-McHardy  Clinic  .... 

Burroughs  Wellcome  & Co.  .2,  50,  51 

Chicago  Medical  Society  57 

Ciba  Pharmaceutical  Products,  Inc.  1 

Corn  Products  Refining  Company  54 

Davies,  Rose  & Co.,  Ltd.  50 

Department  of  Health, 

State  of  Louisiana  Second  & Third  Covers 

Division  of  Graduate  Medicine, 

Tulane  University  42 

Dreamland  Inn  3 

Foot-so-Port  Shoe  Company  24 

Geigy  Pharmaceuticals  38 

General  Electric  Company  45 

The  Earle  Johnson  Sanatorium  3 

Katz  & Besthoff,  Ltd 3 

Chai'les  B.  Knox  Gelatine  Co.,  Inc 37 

Lakeside  Laboratories  ...24,  27,  42 
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PROFESSIONAL  CARDS 


THE  GOWEN  GERIATORIUM 

For  the  care  of  the  Senior  Citizen 
and  the  chronically  ill 


CHARLES  R.  GOWEN,  M.  D. 
Superintendent 


E.  CLAY  EDWARDS,  M.  D. 
Medical  Director 


5900  LINE  AVENUE 


SHREVEPORT,  LOUISIANA 
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PROFESSIONAL  CARDS 


The  Baton  Rouge  Clinic 

134  North  19th  St.  Telephone  8-5361 

Intei'nal  Medicine 

Cheney  Joseph,  M.  D. 

Charles  Prosser,  M.  D. 

Roger  J.  Reynolds,  M.  D. 

Obstetrics  & Gynecology 
Melvin  Schudmak,  M.  D. 

J.  P.  Griffon,  M.  D. 


Ear,  Nose  & Throat 
Gerald  Joseph,  M.  D. 


Eye 

Dalton  S.  Oliver,  M.  D. 


Urology 

Mortimer  Silvey,  M.  D. 


Surgery 

Joseph  Sabatier,  M.  D. 
Charles  Mosely,  M.  D. 


SELLERS  A1ND  SANDERS  CLINIC 

4414  Magnolia  Street 
New  Orleans 

Gynecology  and  Obstetrics  Surgery 

Dr.  Thomas  Benton  Sellers  Dr.  John  T.  Sanders 

Dr.  Simon  V.  Ward  Dr.  Charles  R.  Walters 

Dr.  Julius  T.  Davis 

Green 

Clinic 

709  South  Vienna  Street 

Ruston,  Louisiana 

Surgery 

Radiology 

Marvin  T.  Green,  M.D. 

M.  Ragan  Green,  M.D. 

LaMoyne  C.  Bleich,  M.D. 

Internal  Medicine 

Obstetrics  and  Gynecology 

Henry  S.  Roane,  M.D. 
Robert  W.  Sharp,  M.  D. 

Carl  L.  Langford,  M.D. 

Joe  L.  Smith,  Jr.,  M.D. 

David  M.  Hall,  M.D. 

Dentistry 

Pediatrics 

L.  Felton  Green,  D.D.S. 
Benjamin  C.  Baugh,  D.D. 

Bruce  W.  Everist,  M.D. 

Eye,  Ear,  Nose  and  Throat 

0.  Wharton  Brown,  Jr.,  M.D. 

Harold  H.  Harms,  M.D. 

DR.  IRVING  A.  LEVIN 

DR.  R.  ROSS,  JR. 

ANORECTAL  AND  COLON  DISEASES 
3424  Prytania  Street  TW.  5-2043 

New  Orleans,  La. 

SKIN  DISEASES 

802  Pere  Marquette  Bldg.  CA.  0202 

DR.  EUGENE  L.  WENK 

DR.  RICHARD  W.  VINCENT 

GERIATRICS 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

206  Physicians  & Surgeons  Bldg. 

1320  ALINE  STREET 

SHREVEPORT,  LA. 

TWinbrook  5-4561 
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PROFESSIONAL  CARDS 


FREDERIC  W.  BREWER,  M.  D. 

PRACTICE  LIMITED  TO  PSYCHIATRY 

1008  Maison  Blanche  Building 
RA  4047  By  Appointment 

DR.  NATHAN  H.  POLMER 

Physical  Medicine Rehabilitation 

2209  Carondelet  St. 

2-5  P.  M. 

Off.:  CA  0171  Res.:  CA  3946 


DR.  B.  G.  EFRON 
DR.  STANLEY  COHEN 

ASTHMA,  HAY  FEVER,  AND  OTHER 
ALLERGIC  DISEASES 

1441  Delachaise  Street  New  Orleans 


JAMES  W.  BURKS,  JR.,  M.  D. 

for 

DISEASES  OF  THE  SKIN 
SCAR  REMOVAL  BY  ABRASION 
925  Maison  Blanche  Bldg. 

New  Orleans  16,  La. 

RA  4829 


KENNETH  A.  RITTER,  M.  D. 
ROBERT  G.  HEAD,  M.  D. 

Psychiatry  and  Neurology 

8211  Apricot  Street 
New  Orleans 

WA.  2324  By  Appointment 


DR.  C.  S.  HOLBROOK 

PRACTICE  LIMITED  TO  NERVOUS 
AND  MENTAL  DISEASES 

Hours:  10  to  12,  by  Appointment 
Office:  3431  Prytania  Street 
Opposite  Touro  Infirmary 

DR.  CARL  N.  WAHL 

Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg. 
MAgnolia  3216 


BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
CAnal  7697  By  Appointment 


THE  OWENS  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  Street 
New  Orleans  13,  Louisiana 
Telephone:  CAnal  0106 


DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  TW.  1-4094 

New  Orleans 


DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Clanche  Building 
RA.  0873  By  Appointment 

J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  TW.  5-6681 


FRANK  H.  MAREK,  M.  D. 
Radiologist 

2204  So.  Ryan  Street  Lake  Charles,  La. 

Phone  4071  or  6-9242 
Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 

DR.  HARRY  ZOLLER 

TEMPORAL  BONE  SURGERY 
and 

FENESTRATION  FOR  OTOSCLEROSIS 

1109  Pere  Marquette  Building 
RA.  2535  By  Appointment 

DR.  REICHARD  KAHLE 

CARDIOVASCULAR  & THORACIC 
SURGERY 

1441  Delachaise  St.  By  Appointment 


ADVERTISEMENT  DEPARTMENT 


THE  CANCER  COMMISSION 
OF  THE  LOUISIANA  STATE  MEDICAL  SOCIETY 


WORLD  HEALTH  ORGANIZATION* 

Five  leading  authorities  in  cancer  and  medical  research 
have  recently  completed  consultations  with  World  Health 
Organization  officials  in  Geneva.  According  to  Dr.  M.  G. 
Candau,  Director-General  of  the  WHO,  the  purpose  of  the 
meetings  was  to  explore  ways  in  which  the  Organization 
could  effectively  assist  and  complement  the  vast  national 
efforts  being  made  in  cancer  research.  The  consultants 
agreed  that  the  WHO  could  make  valuable  contributions  in 
five  areas:  information  on  prevalence  of  cancer;  establish- 
ment of  international  standards  and  definitions  of  various 
types  of  cancer ; encouragement  of  research ; assistance  in 
training  cancer  workers;  co-ordination  and  liaison.  The 
World  Health  Organization,  one  of  the  largest  of  the  spe- 
cialized agencies  of  the  United  Nations,  has  85  member 
countries  in  all  parts  of  the  world. 

* From  Vol.  X,  No.  1 ACS  Cancer  News. 
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'Thorazine’  relieved  this  patient’s 
anxiety,  tension  and  fear  and  made 
it  possible  for  him  to  returti  to  work. 


'THORAZINE'  CASE  REPORT 

patient:  Anxiety,  tension,  and  a fear  of  going 
out  alone  made  it  impossible  for  this  36-year- 
old  man  to  work.  After  other  treatments  had 
failed  he  was  given  ‘Thorazine’. 

response:  “On  ‘Thorazine’  medication,  100  mg. 
orally,  daily,  his  anxiety  and  apprehension  dis- 
appeared rapidly.  The  patient  was  able  to  go 
out  alone  and  to  work  once  again.  His  mood 
was  actually  gay  and  his  co-workers  were  sur- 
prised at  this  change.  He  was  now  free  from 
care  whereas  before  he  had  been  distressed  by 
the  slightest  difficulty.” 


This  case  report  is  from  the  files  of  a general  practitioner. 


THORAZINE* 


Available  in  ampuls,  tablets  and  syrup  (as  the  hydrochlo- 
ride), and  in  suppositories  (as  the  base). 


Smith,  Kline  & French  Laboratories,  Philadelphia 

‘Thorazine’  should  be  administered  discrimi- 
nate^ and,  before  prescribing,  the  physician 
should  be  fully  conversant  with  the  available 
literature. 


*T.M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 
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Announcing 

The  Twentieth  A nnual  Meeting 

of 

THE  NEW  ORLEANS  GRADUATE 
MEDICAL  ASSEMBLY 

Conference  Headquarters  — Municipal  Auditorium 

MARCH  11,  12,  13,  14,  1S57 

GUEST  SPEAKERS 


E.  A.  Rovenstein,  M.  D.,  New  YTork,  N.  Y. 
Anesthesiology 

N.  P.  Anderson,  M.  D.,  Los  Angeles,  Calif. 
Dermatology 

•J.  Edward  Berk,  M.  D.,  Detroit,  Mich. 
Gastroenterology 

Erie  Henriksen,  M.  D.,  Los  Angeles,  Calif. 
Gynecology 

Ovid  0.  Meyer,  M.  D.,  Madison,  Wis. 
Internal  Medicine 

Irvine  H.  Page,  M.  D.,  Cleveland,  Ohio 
Internal  Medicine 

Barnes  Woodhall,  M.  D.,  Durham,  N.  C. 
Neurosurgery 

John  E.  Savage,  M.  D.,  Baltimore,  Md. 
Obstetrics 

C.  Dwight  Townes,  M.  D.,  Louisville,  Ky. 
Ophthalmology 


Don  King,  M.  D.,  San  Francisco,  Calif. 
Orthopedic  Surgery 

G.  S.  Fitz-Hugh,  M.  D.,  Charlottesville,  Va. 
Otolaryngology 

M.  B.  Dockerty,  M.  D.,  Rochester,  Minn. 
Pathology 

Sydney  S.  Gellis,  M.  D.,  Boston,  Mass. 
Pediatrics 

Karl  Zimmerman,  M.  D.,  Pittsburgh,  Penn. 
Proctology 

Laurence  L.  Robbins,  M.  D.,  Boston,  Mass. 
Radiology 

Danely  P.  Slaughter,  M.  D.,  Chicago,  111. 
Surgery 

C.  Stuart  Welch,  M.  D.,  Albany,  N.  Y. 
Sui-gery 

William  L.  Valk,  M.  D.,  Kansas  City,  Kan. 
Urology 


Lectures,  symposia,  clinicopathologic  conferences,  round-table  luncheons, 
medical  motion  pictures,  scientific  exhibits  and  technical  exhibits. 

(All-inclusive  registration  fee  — $20.00) 

THE  POSTCLINICAL  TOUR  TO  THE  MEDITERRANEAN  AND  EUROPE 

Leaving  March  16,  1957  from  New  York 

For  information  concerning  the  Assembly  meeting  and  the  tour  write 
Secretary,  Room  103,  1430  Tulane  Avenue,  New  Orleans  12,  La. 

OOO 


Louisiana  State  Department  of  Health 
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DRINK 


Every  Bottle  Sterilized 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
60  mg.  Traaentine ® hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbitaU 


CIBA 

Summit,  N.  J. 


ZJ212U  M 
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24-hour  control 


for  the  majority  of  diabetics 


GLOBIN  INSULIN 

b.w.  & cor 


a clear  solution . . . easy  to  measure  accurately 

Discovered  by  Reiner,  Searle,  and  Lang 
in  The  Wellcome  Research  Laboratories 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC 


Tuckahoe  7,  New  York 
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THE  EARLE  JOHNSON 

SANATORIUM  ! 

| 

“In  the  Mountains  of  Meridian” 

i 

ROLAND  E.  TOMS,  M.  D. 
Psychiatrist-in-Chief 

i 

Diplomat*  in  Psychiatry  of  th*  American  Board 
of  Psychiatry  and  Neurology. 

Specialized  treatments  in  mental  disorders  and  al- 
coholic and  drug  addictions,  including: 

Electro-convulsive  therapy 
Mid-brain  stimulation 
Deep  insulin  therapy 
Psychotherapy 
Geriatrics 

Write  P.  O.  Box  106 


or 

Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 


FOUR  HUNDRED  DOLLAR  PRIZE 

THE  LOUISIANA  DIVISION 
OF 

THE  AMERICAN  COLLEGE  OF  SURGEONS 
INVITES 

ALL  APPROVED  RESIDENTS  OF  LOUISIANA  HOSPITALS 
TO  COMPETE  IN 
A SURGICAL  ESSAY  CONTEST 

Four  hundred  dollars  will  be  awarded  to  the  author 
of  the  best  acceptable  essay  on  a surgical  topic. 

For  rules  and  conditions — see  your  hospital  director  or 
write  to  Essay  Committee 

1441  Delachaise  St. 

New  Orleans,  La. 

Contest  closes  December  31,  1956 


Prescription  Headquarters  Since  1905 


1957  ANNUAL  MEETING 


Louisiana  State  Medical  Society 


NEW  ORLEANS 
MAY  6-8 


MEDICAL  BOOKS 
Of  All  Publishers 

Any  book  on  Medicine,  Surgery,  and 
Nursing 


J.  A.  MAJORS  COMPANY 

1301  Tulane  Ave. 

NEW  ORLEANS  12,  LA. 

Catalogs  cheerfully  sent  upon  request 


you  can  count  on  cooperation  when  you  usd 


When  you  prescribe  SUSPENSION  CHLOROMYCETIN  PALMITATE  for  sick  youngsters,  no 
tears  or  tantrums  at  medicine  time  threaten  your  dosage  schedule.  Children  readily  accept  this 
tempting,  custard-flavored  preparation  of  CHLOROMYCETIN  (chloramphenicol,  Parke-Davis). 
Succeeding  doses  are  taken  as  readily  as  the  first,  because  SUSPENSION  CHLOROMYCETIN 
PALMITATE  is  easy  to  swallow  and  leaves  no  unpleasant  aftertaste. 

To  simplify  therapy  still  further,  SUSPENSION  CHLOROMYCETIN  PALMITATE  does  not 
require  refrigeration  and  may  be  kept  conveniently  in  the  sickroom.  Its  liquid  form  enables 
flexibility  of  dosage  easily. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  have  been 
associated  with  its  administration,  it  should  not  be  used  indiscriminately  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies  should  be  made  when  the  patient 
requires  prolonged  or  intermittent  therapy. 


3 V* 


Suspension 

Chloromycetin 

Palmitate 

pleasant-tasting  Chloromycetin  for  pediatric  use 


Supplied:  suspension  Chloromycetin  palmitate,  containing 
the  equivalent  of  125  mg.  of  CHLOROMYCETIN  per  4 cc.,  is  available  in  60-cc.  vials. 


PARKE,  DAVIS  & COMPANY  DETROIT  32,  MICHIGAN 


highly  successful  . 


relief  of  pain, 

photophobia 


better  control  of  inflammation, 

edema,  allergy 

effective  against  common  eye 

pathogens 

well  tolerated 


now  available 


for  inflammatory,  allergic,  infectious  or  traumatic 
eye  conditions  amenable  to  topical  therapy  — rapid, 
potent,  topical  Meti-steroid  and  anti-infective  action 


supplied:  Metimyd  Ophthalmic  Suspension -Sterile:  prednisolone  acetate 
(Meticortelone  Acetate)  5 mg.  per  cc.  (0.5%)  suspended  in  an  isotonic 
buffered  and  preserved  solution  of  sulfacetamide  sodium  100  mg.  per  cc. 
(10%),  5 cc.  dropper  bottle.  Metimyd  Ointment  with  Neomycin:  each  gram 
contains  5 mg.  prednisolone  acetate  (Meticortelone  Acetate),  100  mg. 
sulfacetamide  sodium  and  2.5  mg.  neomycin  sulfate  (equivalent  to  1.75  mg. 
neomycin  base);  Vs  oz.  tube,  boxes  of  1 and  12. 


Metimyd,*  brand  of  prednisolone  acetate  and  sulfacetamide  sodium. 
Meticortelone,®  brand  of  prednisolone. 

*T.M. 


in  topical  eye  therapy 


• • 


*••••••< 


► ••••-••••  AV.  • • • •, 


• •••  • •• 


new 


(prednisolone  acetate  and  sulfacetamide  sodium) 


Ophthalmic  Suspension- Sterile 


ETIMY 


(prednisolone  acetate  and  sulfacetamide  sodium  with  neomycin  sulfate) 

Ointment  with  Neomycin 


♦ antibacterial  • antiallergic  • anti-inflammatory 
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Browne-McHardy  Clinic 


* Diagnostic  and  Therapeutic 
Facilities 

* Internal  Medicine  and 
Gastroenterology 

* Surgery 

* Orthopedics 

* Gynecology  and  Obstetrics 

* Radiology — X-ray  and 
Radium  Therapy 

* Laboratory  and  Research 
Departments 

* Urology 

* Endoscopy 

* Otolaryngology-Ophthalmology 

* Neuropsychiatry 

* Hotel  Facilities  Available 


3 6 3 6 ST.  CHARLES  AVENUE 

Phone  TW inbrook  9-2376  • New  Orleans,  La. 


NEW!  SAFE  WAY. 

TO  CONTROL 

BED  WETTING 

(NOCTURNAL  ENURESIS) 


NO  DRUGS!  NO  DIETS!  HARMLESS! 

Absolutely  safe  and  simple  to  use.  SLEEP-DRI  corrects  bed-wetting  by 
the  automatic  or  “conditioned  response”  method.  Most  Enuretics  are 
sound  sleepers,  with  no  actual  organic  disorder  . . . SLEEP-DRI  trains 
this  person  to  awaken  when  the  body  gives  its  warning. 


SAFE!  SIMPLE!  ECONOMICAL! 

The  principle  was  developed  by  doctors  . . . has  been  repeatedly  tested  by 
medical  authorities  in  many  countries.  The  length  of  time  required  to 
break  the  habit  varies  with  the  individual,  but  usually  this  is  accomplished 
in  two  to  four  weeks. 


PEACOCK, 


SURGICAL  COMPANY  imc: 


1235  TEXAS  AVENUE 

SHREVEPORT,  LOUISIANA^ 
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For  preventing 
and  treating 

upper  respiratory 
infections 


Tetracycline- Antihistamine- Analgesic  Compound 


Available  on  prescription  only 


Achrocidin  is  a well-balanced,  comprehensive  formula 
directly  modifying  the  complications  of  the  common 
cold  or  upper  respiratory  infections. 

In  addition  to  the  direct  benefit  of  rapid  symptomatic 
improvement,  Achrocidin  promptly  controls  the  bac- 
terial component  frequently  responsible  for  the  devel- 
opment in  susceptible  individuals  of  sequelae  such  as 
otitis  media,  sinusitis,  adenitis,  and  bronchitis. 

Achrocidin  is  convenient  for  you  to  prescribe — easy 
for  the  patient  to  take.  Average  adult  dose:  two  tablets 
three  or  four  times  daily. 


ACHROMYCIN®  Tetracycline  . . 125  mg. 

Phenacetin 120  mg. 

Caffeine 30  mg. 

Salicylamide 150  mg. 

Chlorothen  Citrate 25  mg. 

Bottle  of  24  tablets. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 

^TRADEMARK 


METRETON 

METICORTEN  (PREDNISONE)  PLUS  CUL OR- TRIM ETON  WITH  ASCORBIC  ACID 

For  prompt  and  effective  relief,  especially  in  many  resistant  allergic  disorders,  Metreto> 
affords  the  benefits  of  two  established  agents  with  unexcelled  anti-inflammatory,  anti- 
allergic and  antipruritic  effectiveness,  supported  by  essential  vitamin  C ‘—ior  stress 
support  and  for  postulated  effect  on  prolonging  steroid  actionno  belter  corticosteroid 
— original  brand  of  prednisone. ..minimal  electrolyte  effects  — Meticortenmo  better  anti- 
histarnin  — unexcelled  in  potency  and  freedom  from  side  effects  — Ciilor-Trimetoin 
effective  against  hay  fever,  pollen  asthma,  perennial  rhinitis,  acute  and  chronic  urticaria 
angioneurotic  edema,  drug  reactions,  inflammatory  and  allergic  eye  disorders,  prurith 
and  contact  dermatoses. 

Each  tablet  of  Metreton  provides  2.5  mg.  of  Meticorten  (prednisone),  2 mg.  of  Cm.OR-TRiMETOt 
maleate  (chlorprophenpyridamine  maleate),  and  75  mg.  ascorbic  acid. 

sup,-  Metreton  Tablets,  bottles  of  30  and  100. 


/Mw~ 

METRETON 

MET1CORTELONE  (PREDNISOLONE)  PLUS  CHLOR-TR1METON  ’ ' 

quickly  clears  nasal  passages  • avoids  rebound  engorgement  and 
sympathomimetic  side  effects  • safe  even  for  cardiacs,  hyperten- 
sives, children,  pregnant  patients  • 

Composition  Contains  2 mg.  (0.2%)  Meticortelone  acetate  (prednisolone  ace- 
tate) and  3 mg.  (0.3%)  of  Chi.or-Trimeton  gluconate  (chlorprophenpyridaminc 
gluconate)  in  each  cc. 

Packaging . 15  cc.  plastic  “squeeze”  bottle,  box  of  1. 

Metreton,*  brand  of  corticoid  - antihistamine  compound;  Meticorten,*  brand  of  prednisone; 
Meticortelone.®  brand  of  prednisolone;  Ciilor-Trimeton,®  brand  of  chlorprophenpyridaminc 
preparations.  *t.m.  «i.j.S7« 
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For  Pain-Fret1 

of  everyda: 

“Rheumatism” 


Ml  ultipl 

TEMP 


combine : 

THE  PROPER  FORMULA 
PROPERLY  FORMULATED 


PREDNISOLONE  (1  mg. 

+ 

ASPIRIN  (0.3  Gm.) 

+ 

ASCORBIC  ACID  (50  mi 

+ 

ANTACID  (0.2  Gm) 


Physical  separation  of  the 
steroid  component  from  the 
aluminum  hydroxide  as  pro- 
vided by  the  Multiple  Com- 
pressed Tablet  construction 
assures  full  potency  and  sta- 
bility of  prednisolone . 


i|C  Early  rheumatoid  arthritis 
Rheumatoid  spondylitis 
Osteoarthritis 


Synovitis 

Tenosynovitis 

Myositis 


Still’s  disease 


Fibrositis 


Psoriatic  arthritis  Neuritis 

Bursitis 


ADVERTISEMENT  DEPARTMENT 


erformance 

tivities 


ompressed  Tablets 


for  anti-inflammatory,  anti-rheumatic  benefits 
at  effective  low  dosage. 

for  analgesia  plus  additional  anti-rheumatic 
activity. 

for  anti-stress  support  that  guards  against  ad- 
renal ascorbic  acid  depletion. 

(Ascorbic  Acid  present  as  60  mg.  Sodium  Ascorbate.) 

dried  aluminum  hydroxide  gel  minimizes  the 
possibility  of  gastric  distress. 


DOSAGE:  1-i  TEMPOGEN  Tablets  t.i.d.  or  q.i.d. 
( TEMPOGEN  Forte,  1 or  2 tablets  t.i.d.  or  q.i.d.) 
for  one  or  two  weeks.  Then  lower  by  1 tablet  every  four 
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ABDOMINAL  WOUND 

COMPLICATIONS  IN  OBSTETRIC 
AND  GYNECOLOGIC  SURGERY  * 
FRANK  G.  NIX,  M.  D. 
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FREDERICK  R.  BRADEN,  M.  D. 

New  Orleans 

Despite  adherence  to  the  precepts  of 
Halstead,  the  advent  of  better  detergents, 
antiseptics,  blood  transfusion,  vitamins, 
amino  acids  for  intravenous  use,  and  anti- 
biotics, wound  complications  continue  to 
occur.  It  is  our  feeling  that  if  wounds  in 
which  suspected  hematoma,  abscess,  seroma, 
dehiscence,  or  evisceration,  alone  or  in  com- 
bination, were  explored  in  the  operating 
room  rather  than  in  the  patient’s  room  or 
ward,  the  more  serious  early  or  late  com- 
plications might  be  reduced  or  avoided. 

Massive  evisceration  with  large  amounts 
of  protruding  omentum  and/or  bowel  with 
a long  time  interval  between  its  occurence 
and  repair  certainly  is  not  conducive  to 
lower  mortality.  Furthermore,  disruption 
of  the  wound  involving  the  fasciae  layers, 
even  though  the  peritoneum  is  intact  is  a 
fertile  field  for  the  development  of  post- 
operative incisional  hernias.  Obstetricians 
have  learned  the  value  of  not  examining  a 
patient  with  suspected  placenta  praevia 


* Presented  at  the  Seventy-sixth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society, 
Alexandria,  La.,  April  24,  1956. 

From  The  Dept,  of  Obstetrics  and  Gyne- 
cology, Tulane  University  and  Charity  Hospital, 
New  Orleans,  La. 


anywhere  except  in  the  delivery  room  or 
surgical  amphitheatre,  where  all  available 
facilities  for  the  control  of  hemorrhage  and 
the  performance  of  any  operative  procedure 
are  immediately  available.  The  same  atti- 
tude regarding  wound  complications  has 
been  adopted  by  the  Tulane  Gynecological 
Service  at  Charity  Hospital  in  New  Orleans. 
If  a wound  complication  is  suspected,  re- 
moval of  sutures,  probing  of  the  wound  in 
the  patient’s  room,  or  a “watch  and  wait” 
attitude  are  not  utilized;  the  patient  is  re- 
moved to  the  operating  room,  which  has 
been  set  up  for  laporatomy.  Here  the 
sutures  are  removed  from  the  skin  and  the 
wound  explored.  Anesthesia  is  adminis- 
tered if  necessary.  Abscesses,  seromas, 
and  hematomas  are  thoroughly  evacuated. 
The  integrity  of  the  fascial  suture  line  is 
determined.  If  the  latter  shows  any  evi- 
dence of  disruption  in  continuity,  the  su- 
tures in  the  fascial  layer  are  removed,  and 
the  line  of  peritoneal  sutures  explored.  Any 
collection  of  blood,  pus,  or  serum  is  evac- 
uated and  active  bleeding  points  ligated. 
Defects  in  the  peritoneum  and/or  fascia 
are  repaired.  This  policy  was  begun  in 
June,  1946,  in  one  ward  of  the  Tulane  Unit 
and  since  January,  1949,  it  has  been  in 
effect  on  all  the  gynecologic  and  obstetric 
wards  assigned  to  the  Tulane  Unit.  Our 
experiences  and  results  with  this  procedure 
form  the  basis  of  this  communication. 

MATERIAL 

The  material  of  this  study  was  collected 
at  Charity  Hospital  during  the  ten  years 
from  January,  1946,  through  December, 
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1955,  and  includes  5200  consecutive  gyne- 
cologic laporatomies.  These  operations 
cover  the  full  scope  of  gynecologic  ab- 
dominal surgery.  The  material  consists  of 
140  cases  of  wound  explorations  with  sub- 
sequent secondary  closure  in  which  the 
mortality  rate  was  5.7  per  cent.  The  com- 
plications range  from  superficial  abscesses 
and  hematomas  through  complete  eviscer- 
ations.  There  were  31  total  eviscerations 
in  this  series  with  an  incidence  of  0.6  per 
cent  and  a mortality  of  19  per  cent;  20  of 
these  were  discovered  at  the  time  of  ex- 
ploration, a discovery  rate  of  64.5  per  cent. 
Also  discovered  during  the  course  of  ex- 
ploration were  40  wound  ruptures  that 
extended  to  the  peritoneum  exclusive  of 
complete  evisceration,  a discovery  rate  of 
37  per  cent.  There  were  8 deaths  with  an 
uncorrected  mortality  of  5.7  per  cent,  con- 
siderably under  the  national  average.  This 
death  rate  could  be  further  corrected. 

The  indications  for  wound  exploration 
with  their  corresponding  frequency  of  oc- 
currence are  listed  in  Table  1.  Exploration 
findings  and  degree  of  involvement  are 
tabulated  against  the  pre-exploration 
diagnosis.  (Table  1) 

GENERAL  FACTORS 

Certain  general  factors  have  been  given 
extensive  consideration  in  all  studies  of 
wound  disruption.  These  are  discussed 
below. 

Age:  In  the  general  literature  an  average 
age  of  44  years  is  reported  for  wound  dis- 
ruption. In  our  series  the  average  age  was 
43,  with  the  youngest  being  17  years  and 
the  oldest  patient  86  years.  The  patients 
were  grouped  more  or  less  according  to 
the  usual  age  for  gynecologic  surgery. 

(Table  2.) 


INCIDENCE 

TABLE  2 

OF  WOUND  DISRI 
AGE  GROUPS 

PTION  BY 

Number  of  wound 

Number  of 

Age  (years) 

complications 

eviscerations 

10  - 19 

3 

0 

20  - 29 

17 

3 

30  - 39 

33 

11 

40  - 49 

66 

10 

50  - 59 

12 

4 

60  - 69 

4 

2 

70  - .79 

3 

1 

80  - 89 

2 

0 

Malnutrition:  Lack  of  proper  nutrition 
with  consequent  anemia,  low  serum  protein, 
and  avitaminosis  have  been  discussed  as 
contributing  factors  to  wound  complica- 
tions.1 Although  all  patients  in  this  series 
were  of  a clinical  level  with  the  exception 
of  those  cases  done  as  emergency,  an  at- 
tempt was  made  to  stabilize  the  nutrition 
of  all  patients.  This  was  revealed  by  the 
fact  that  in  140  cases  with  complications 
the  hematocrit  was  normal  in  48  per  cent, 
high  in  16  per  cent  and  low  in  36  per 
cent.  In  the  118  patients  in  whom  plasma 
protein  levels  were  recorded,  30  per  cent 
had  high  levels,  18  per  cent  were  low, 
and  52  per  cent  were  normal ; 80  per  cent 
of  these  patients  received  intravenous 
vitamin  C at  the  time  of  the  initial  oper- 
ation. 

Malignancy : 112  cases  or  80  per  cent  of 
the  patients  with  wound  disruption  were 
operated  upon  for  benign  lesions ; 28  cases 
or  20  per  cent  had  proven  malignancies;  of 
the  31  cases  that  eviscerated  22  of  the  cases 
or  72  per  cent  were  in  the  former  group 
and  the  remaining  9 cases  or  30  per  cent 
had  been  operated  upon  for  a malignant 
lesion. 

Anesthesia:  Of  the  140  patients  with 
wound  disruption  56  per  cent  received 


TABLE  1 

PRE  EXPLORATION  DIAGNOSIS.  EXPLORATION  FINDINGS.  AND  DEGREE 
OF  INVOLVEMENT  IN  CASES  OF  WOUND  COMPLICATIONS 


Diagnosis  prior 
to  exploration 

No. 

c/o 

Hem. 

Exploration 

Abs. 

Ser. 

Fascia 

Involvement 

Periton. 

Total 

Hematoma 

64 

46.4 

59 

4 

2 

40 

25 

0 

Abscess 

31 

21.4 

0 

31 

0 

18 

9 

3 

Seroma 

7 

5.0 

4 

0 

3 

4 

3 

0 

Tenderness 

5 

3.6 

5 

0 

0 

4 

1 

0 

Evisceration 

28 

20.0 

3 

5 

14 

0 

0 

27 

Bleeding 

5 

3.6 

4 

0 

0 

2 

2 

1 
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spinal  anesthesia  at  their  initial  surgery ; 
39  per  cent  received  inhalation  anesthesia, 
and  the  remaining  5 per  cent  were  per- 
formed under  local  infiltration.  Spinal 
anesthesia,  when  not  contraindicated,  is 
the  anesthetic  of  choice  on  the  Tulane 
service. 

Incision:  The  type  of  incision  has  been 
credited  with  a major  role  in  wound  dis- 
ruptions. Some  authors  -• 3 state  that  ana- 
tomic incisions,  such  as  the  transverse,  are 
superior  to  longitudinal  incisions.  In  any 
study  that  includes  only  gynecologic  cases 
the  longitudinal  incision,  principally  the 
subumbilical  midline  is  bound  to  predom- 
inate. That  is  true  in  this  study.  In  89.4 
per  cent  of  these  cases  the  incision  was 
located  in  the  midline;  7.1  per  cent  were  of 
of  the  paramedian  type;  and  in  3.5  per 
cent  a transverse  incision  was  used. 

Closure : The  type  of  closure  in  wound 
disruption  has  always  been  a matter  of 
dispute.4  All  of  these  cases  were  closed  in 
anatomic  layers.  The  suture  materials  used 
are  indicated  in  Table  3.  Retention  sutures 
were  not  used.  The  vast  majority  of  the 
5200  cases  were  closed  with  interrupted 
cotton  sutures.  (Table  3). 


TABLE  3 

INCIDENCE  OF  WOUND  DISRUPTION  BY 
TYPE  OF  CLOSURE 


Periton. 

Fascia 

Skin 

Incidence  of 
compli- 
cations 

% 

Incidence  of 
evisce  ra- 
tions 

% 

G 

C 

c 

65 

56 

C 

C 

c 

14 

28 

G 

G 

c 

14.4 

12 

G 

G 

s 

2.6 

4 

G 

S 

s 

2.6 

0 

Figure 

of  8 

1.4 

0 

G — catjnit  C — cotton  S — silk 


Race:  79  per  cent  of  our  wound  compli- 
cations occurred  in  individuals  of  the  color- 
ed race.  While  it  is  true  that  our  negro 
gynecologic  service  at  Charity  Hospital  is 
somewhat  larger  than  the  white  service, 
the  difference  is  not  enough  to  account 
for  this  predominance.  It  was  felt  that 
the  presence  of  many  of  these  complications 
was  due  to  deficient  personal  hygeine. 
Initially  it  was  the  practice  on  this 
Service  to  do  vaginal  and  abdominal  pre- 


parations, employing  a through  scrubbing 
with  tincture  of  green  soap  followed  by 
ether  and  merthiolate.  For  the  last  few 
years,  only  a thorough  scrubbing  with 
phisohex,  has  been  employed.  Despite  this 
fact,  approximately  25  per  cent  of  our 
wound  complications  were  due  to  infection. 

POSTOPERATIVE  FACTORS 

Increased  intra-abdominal  pressure  is 
always  discussed  as  a major  cause  of  wound 
disruption.5  In  our  series,  however,  only 
46  patients,  or  33  per  cent  gave  any  indi- 
cation of  abnormal  distention.  It  has  been 
and  is  a policy  of  the  service  to  introduce 
nasogastric  suction  at  the  first  sign  of 
distention.  Thus  it  is  possible  that  early 
distention  may  not  have  been  recorded  in 
some  of  these  patients.  Eighteen  per  cent 
had  increased  intra-abdominal  pressure  due 
to  coughing;  14  patients  or  10  per  cent  had 
their  postoperative  course  complicated  by 
vomiting.  In  only  1 patient  was  sneezing 
noted  to  be  the  cause  of  evisceration. 

DIAGNOSIS 

The  diagnosis  in  most  of  these  cases  was 
made  at  the  operating  table ; this  was  our 
intention.  Any  wound  that  showed  unusual 
fluctuance  or  induration,  the  presence  of 
discharge  (purulent,  bloody,  or  serosangui- 
nous),  or  unusual  tenderness  were  all  ex- 
plored. The  average  time  of  wound  ex- 
ploration was  the  seventh  day,  or  about  the 
time  that  the  sutures  would  ordinarily  be 
removed.  However,  5 cases  were  explored 
on  the  first  postoperative  day  in  the  pre- 
sence of  active  bleeding,  and  2 cases  were 
explored  as  late  as  the  thirtieth  day  in  the 
presence  of  wound  infection.  The  greatest 
spread  of  explorations  occurred  between 
the  sixth  and  tenth  day.  These  wounds, 
with  the  exception  of  wound  infections 
which  were  packed  open  and  resutured  at 
a later  date,  were  all  closed  for  the  second 
time  at  the  time  of  exploration.  In  almost 
all  cases  through  and  through  sutures  were 
used,  either  in  the  form  of  a mattress  or 
figure  of  eight  suture ; nonabsorbable 
materials  were  used  in  all  cases.  The  vast 
majority  of  these  patients  were  closed  with 
crochet  cotton.  In  no  instance  was  a patient 
so  sick  as  to  be  unable  to  stand  secondary 
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closure.  In  only  3 cases  was  tertiary  closure 
necessary.  (Table  4) 

TABLE  4 

MORTALITY  IN  WOUND  DISRUPTION 


Year  Evisceration's  Deaths 

1946  - 47  2 0 

1947  - 48  2 1 

1948  - 49  5 0 

1949  - 50  5 1 

1950  - 51  8 2 

1951  - 52  5 3 

1952  - 53  1 0 

1953  - 54  1 0 

1954  - 55  2 1 


CASE  REPORTS 

Case  No.  1.— E.T.  a 38  year  old  colored  female 
who  had  a caesarian  section  at  six  months  gesta- 
tion when  almost  moribund  from  porphyria.  She 
eviscerated  on  the  seventh  day  after  suture  re- 
moval and  died  on  the  eighth.  The  final  diagno- 
sis was  porphyria  with  evisceration. 

Case  No.  2. — E.H.  a 56  year  old  colored  female 
with  a diagnosis  of  adenocarcinoma  of  fundus. 
At  operation  she  was  found  to  have  generalized 
carcinomatosis.  A hysterectomy  was  done,  the 
patient’s  sutures  were  removed  on  the  tenth 
postoperative  day  and  evisceration  occurred.  She 
died  on  the  twenty-seventh  postoperative  day  with 
a diagnosis  of  generalized  carcinomatosis  with 
evisceration. 

Case  No.  3. — H.B.  a 48  year  old  colored  female 
who  had  a total  abdominal  hysterectomy  and  bi- 
lateral salpingo-oophorectomy  for  multiple  fi- 
broids. Her  sutures  were  removed  on  the  eighth 
postoperative  day  and  her  wound  was  explored 
on  the  sixteenth  postoperative  day.  • A wound 
abscess  was  found  extending  to  the  peritoneum. 
She  died  on  the  twenty-fifth  postoperative  day  of 
a brain  abscess  and  had  a final  diagnosis  of 
brain  abscess  with  thrombocytopenic  purpura. 

Case  No.  U. — C.R.  a 33  year  old  colored  female 
who  had  a caesarian  section  (elective  repeat  sec- 
tion). Her  wound  was  explored  on  the  first 
postoperative  day  because  of  active  bleeding. 
She  died  on  the  ninth  postoperative  day  from 
lower  nephron  nephrosis  as  a result  of  an  in- 
compatible blood  transfusion. 

Case  No.  5.— B.K.  a 20  year  old  colored  female 
who  had  a caesarian  section  with  a diagnosis  of 
eclampsia  and  abruptio  placenta.  Her  wound  was 
explored  on  the  eleventh  postoperative  day  and 
a hematoma  was  found  extending  to  the  peri- 
toneum. This  was  evacuated  and  the  wound 
closed.  She  died  on  the  twenty-ninth  post-opera- 
tive day  in  convulsions.  A cerebral  thrombosis 
was  found. 

Case  No.  6. — F.L.  a 33  year  old  colored  female 
who  had  a pelvic  exenteration  for  recurrent 
cancer  of  the  cervix.  Sutures  removed  on  the 
tenth  postoperative  day.  Wound  explored  on  the 


tenth  day  and  an  abscess  was  found  extending 
into  the  pelvis,  the  abscess  was  drained  and  the 
wound  closed  secondarily  with  drainage.  She 
expired  on  the  eighteenth  postoperative  day  with 
diagnosis  of  peritonitis,  pyelonephritis  and  evis- 
ceration. 

Case  No.  7. — P.J.  a 37  year  old  colored  female 
who  had  had  a total  abdominal  hysterectomy  and 
bilateral  salpingo-oophorectomy  for  Grade  IV 
cancer  of  cervix,  done  in  another  hospital.  She 
was  admitted  for  recurrent  cancer  of  cervix.  At 
laparotomy,  the  recurrence  was  found  to  be  in- 
operable. Sutures  were  removed  an  the  eighth 
postoperative  day.  Complete  wound  dehiscence 
occurred  on  the  ninth  postoperative  day.  At  ex- 
ploration an  abscess  was  found  extending  into  the 
peritoneal  cavity.  Secondary  closure  with  drain- 
age was  done  and  the  patient  was  discharged  on 
the  twenty-eighth  postoperative  day.  She  died 
two  months  later  at  home  from  metastatic  car- 
cinoma. 

Case  No.  8. — W.McC.  a 65  year  old  white  fe- 
male admitted  for  recurrent  cancer  of  the  cervix 
following  irradiation.  Sutures  removed  on  the 
seventh  day  and  wound  inspected.  Hematoma 
extending  to  peritoneum  found  and  secondary 
closure  done.  Developed  bilateral  ureteral  ob- 
struction on  ninteenth  day,  and  in  spite  of  cathe- 
ter drainage  patient  died  of  overwhelming  sepsis. 
Final  diagnosis  was  necrotizing  papilitis  and 
severe  pyelonephritis. 

DISCUSSION 

A comparison  of  the  results  of  our  work 
and  those  of  other  authors  may  be  ob- 
tained by  referring  to  Table  5.613  It  is 
apparent  from  this  table  that  our  mortality 
at  the  time  of  this  publication  is  consider- 
ably lower  than  that  existing  under  other 
forms  of  treatment. 

Mayo  and  Lee  with  a mortality  of  18.1 
per  cent  compared  to  our  mortality  rate 
of  19  per  cent  have  published  the  lowest 
figures  to  date.  Other  mortality  figures 
varied  from  30  to  50  per  cent. 

The  apparent  effectiveness  of  this  form 
of  treatment  may  be  somewhat  enhanced 
by  the  fact  that  all  of  our  incisions  were 
of  the  lower  abdominal  type  and  in  most 
cases  midline.  This  type  of  incision  is  less 
prone  to  wound  rupture  than  those  in- 
volving the  upper  abdomen.  Another  factor 
that  may  have  influenced  our  figures  is 
the  fact  that  wound  rupture  is  more  apt 
to  occur  in  the  male  than  in  the  female. 
However,  our  percentage  of  malignancies 
in  this  series  is  somewhat  higher  than  the 


Nix  and  Others — Abdominal  Wound  Complications 


399 


TABLE  5 

RESULTS  OF  MANAGEMENT  OF  ABDOMINAL  WOUND  COMPLICATIONS 
BY  SEVERAL  AUTHORS 


Author 

No. 

Cases 

Ave. 

Age 

% 

Female 

% 

Malig. 

% 

Ob.  & 
Gyn. 

% 

Mortality 

% 

Infect. 

% 

Lower 

Abdom. 

Incision 

Charity  Hospital 

140 

43 

100 

20 

100 

19 

25 

100 

Fallis 

50 

45 

45 

16.3 

28.6 

34 

20 

47 

Glenn  et  al. 

22 

50 

9 

27 

0 

45.5 

27.2 

32 

Hinton 

19 

42 

30 

10.5 

0 

21 

16 

5 

Singleton 

61 

36 

73 

6.5 

65.5 

31 

60.7 

85 

Totten 

47 

45 

20 

15 

8.5 

40 

36 

49 

Mayo  et  al. 

94 

54 

11.7 

39.4 

0 

18.1 

0 

25.5 

Bowen 

34 

45 

41 

35.5 

17.6 

50 

12 

44 

average  and  would  favor  a higher  per- 
centage of  wound  ruptures  and  an  increase 
in  mortality  because  of  the  accompanying 
debility. 

CONCLUSION 

It  is  our  feeling  that  the  routine  ex- 
ploration of  all  suspected  wound  compli- 
cations is  a worthwhile  procedure.  This 
is  supported  by  the  fact  that  of  31  eviscer- 
ations  64.5  per  cent  were  discovered  before 
the  actual  occurrence  of  extrusion  of  ab- 
dominal contents  through  the  skin  wound, 
making  it  possible  to  handle  these  cases 
under  sterile  technique  in  the  operating 
room.  Of  109  other  complicated  cases, 
36.7  per  cent  were  found  to  have  involve- 
ment extending  to  the  peritoneum  which 
would  invariably  result  in  postoperative 
hernia.  It  is  our  opinion  that  in  no  other 
way  than  by  proper  exploration  of  these 
wounds  would  it  have  been  possible  to 
discover  many  of  these  cases  and  prevent 
future  surgery.  We  firmly  believe  that 
this  method  of  management  of  wound  com- 
plications has  considerably  reduced  our 
death  rate  from  evisceration. 
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DISCUSSION 

Dr.  Rodney  G.  Masterson,  (Alexandria)  : Wound 
disruption  is  a disagreeable  (and  frequently  a 
fatal)  complication  of  abdominal  incisions.  Dr. 
Nix  has  given  us  an  excellent  analysis  of  a large 
series  of  cases.  Since  this  is  a continuation  of 
the  series  of  cases  presented  by  Dr.  Conrad 
Collins  in  his  original  study  of  2,700  cases  from 
the  years  1946  to  1951  (which  appeared  in  the 
Green  Journal  of  Obstetrics  and  Gynecology), 
we  are  able  to  evaluate  the  continued  careful 
handling  of  abdominal  wound  complications.  Dr. 
Nix  has  re-emphasized  the  importance  of  early 
and  deliberate  exploration  of  wound  complica- 
tions as  a surgical  problem,  thereby  reducing 
mortality. 

Wound  disruptions  are  hazardous  complica- 
tions, and  are  usually  a local  manifestation  of 
a generalized  failure  of  the  healing  process. 
Local  factors,  with  the  exception  of  infections, 
are  rarely  of  great  significance.  Urgent  need 
for  operative  intervention  precludes  satisfactory 
preoperative  preparation  of  the  patient.  Deaths 
following  wound  disruptions  are  usually  due  to 
factors  other  than  the  disrupted  wound. 

The  utilization  of  various  suture  material  is 
an  interesting  topic  for  discussion,  but  not  a 
basis  for  major  controversy.  Standardization  of 
a good  technique,  as  utilized  in  this  Tulane 
Teaching  Service  is  the  essential  factor. 

One  important  factor  in  the  current  ever- 
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lowering  incidence  of  wound  disruption  appears 
to  be  the  adoption  of  the  transverse  incision  in 
both  the  lower  and  upper  abdomen.  I person- 
ally utilize  the  lower  transverse  incision  when- 
ever possible.  But  the  longitudinal  incision  is 
indicated  in  many  instances. 

In  such  a large  teaching  service  it  is  neces- 
sary to  standardize  a good  technique  for 
many  operative  procedures;  therefore,  there  are 
enough  disadvantages  to  the  transverse  incision 
to  overshadow  its  advantages  in  such  a large 
teaching  service. 

In  the  present  day  of  antiseptic  and  aseptic 
surgery,  clean  surgical  wounds  are  expected  to 
heal  without  infection.  But  in  any  large  series, 
the  number  of  postoperative  infections  in  clean 
wounds  will  always  be  in  the  percentage  column 
of  complications. 

The  degree  to  which  wound  infections  con- 
tribute to  disruption  is  debatable.  In  the  first 
series  of  cases  presented  by  Dr.  Collins,  there 
were  26  wound  abscesses,  or  30  per  cent  of 
wound  complications  were  due  to  abscess.  The 
preoperative  abdominal  preparation  in  these 
cases  consisted  of  tincture  of  green  soap,  ether 
and  merthiolate. 

In  the  second  series  presented  by  Dr.  Nix,  the 
total  number  of  abscesses  was  markedly  reduced 
by  30  per  cent.  In  this  series  the  preoperative 
abdominal  preparation  was  changed  from  tinc- 
ture of  green  soap,  ether  and  merthiolate,  to 
phisohex  and  zepharin  solution.  Hexachloro- 
phane  (or  G-ll)  used  with  either  soap  or  a 
detergent  has  given  us  a new  era  in  preoperative 
scrubs  and  skin  preparation. 

The  efficiency  of  hexachlorophane  has  been 
established.  A detergent  with  hexachlorophane 
is  placed  upon  the  skin  for  a period  of  ninety 
seconds.  Then  9 brush  strokes  will  accomplish 
the  equivalent  of  approximately  150  brush 
strokes  with  the  use  of  tincture  of  green  soap 
and  water.  This  has  been  a remarkable  change 
in  preoperative  preparation. 

There  are  many  trade  name  soaps  and  de- 
tergents which  contain  hexachlorophane  on  the 
market,  i.e.,  phisohex,  septisol,  germa-medica, 
dial  soap,  etc.,  and  such  a product  should  be 
used  by  the  patient  in  her  home  before  admis- 
sion to  the  hospital  both  for  vaginal  and  abdomi- 
nal preps.  We  should  take  advantage  of  this 
prophylactic  measure  and  instruct  our  patients 
accordingly  in  the  use  of  these  preparations, 
before  admission  to  the  hospital  for  surgery. 
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SURGICAL  CORRECTION  OF 
CONGENITAL  COARCTATION 
OF  THE  AORTA:  A REPORT 
OF  FIVE  CASES  * 

CHARLES  A.  BESKIN,  M.  D.  f 
Baton  Rouge 

In  1945,  independent  reports  by  Cra- 
foord  and  Gross  demonstrated  that  coarc- 
tation of  the  aorta  could  be  treated  sur- 
gically by  resection  and  reestablishment 
of  aortic  continuity.  Before  that  time, 
recognition  of  this  anomaly  was  of  aca- 
demic interest  only.  Since  then,  hundreds 
of  cases  have  been  operated  upon  and  the 
surgical  treatment  of  coarctation  of  the 
aorta  has  received  universal  acceptance. 
The  burden  of  this  deformity  is  not  usu- 
ally manifest  until  early  adulthood.  How- 
ever, it  has  been  shown  that  70  per  cent 
of  patients  with  this  lesion  die  on  or  be- 
fore their  fortieth  year.  The  most  com- 
mon cause  of  death  is  cerebral  hemor- 
rhage due  to  the  markedly  elevated  cere- 
bral hypertension.  Since  operative  treat- 
ment removes  the  defect  and  establishes 
a normal  anatomy,  the  rationale  of  the 
operation  can  be  easily  understood. 

DIAGNOSIS 

If  the  possibility  of  the  presence  of  a 
coarctation  is  kept  in  mind,  the  diagnosis  is 
not  difficult.  In  childhood  the  patient  may 
be  completely  asymptomatic.  There  is 
usually  a systolic  precordial  murmur  and 
hypertension  in  one  or  both  arms.  The 
finding  of  absent  femoral  pulsations  or 
diminished  blood  pressure  in  the  lower 
extremities  generally  confirms  the  diag- 
nosis. As  the  patient  grows  older,  one 
finds  evidence  of  collateral  circulation; 
there  may  be  palpable  intercostal  or  para- 
scapular  arterial  pulsations  or  an  audible 
bruit  over  the  intercostal  vessels.  Notch- 
ing of  the  ribs  is  often  seen  on  a routine 

* Presented  at  the  Seventy-sixth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society, 
Alexandria,  La.,  April  24,  1956. 

f Active  Staff,  Our  Lady  of  the  Lake  Hospital 
Active  Staff,  Baton  Rouge  General  Hospital 
Consultant,  Thoracic  Surgery,  Greenwel!  Springs 
Tuberculosis  Hospital  (Baton  Rouge).  Visiting 
Surgeon  (Tulane),  Charity  Hospital  (New  Or- 
leans). 
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chest  film.  In  almost  all  cases,  the  coarc- 
tation is  in  the  descending  arch  of  the 
aorta  just  below  the  take-off  of  the  left 
subclavian  artery.  It  is  usually  just  at  or 
below  the  ligamentum  arteriosum.  In  rare 
instances,  coarctation  may  occur  in  lower 
segments  of  the  aorta.  The  deformity  is 
almost  always  of  an  hour-glass  type,  but 
in  rare  instances,  may  extend  for  several 
centimeters.  There  are  usually  premature 
atherosclerotic  changes  in  the  region  of 
the  obstruction.  Aortography  is  not  es- 
sential for  diagnosis,  but  can  be  valuable 
in  demonstrating  the  site  of  the  obstruc- 
tion and  its  extent  when  an  atypical  situ- 
ation is  suspected. 

SURGICAL  TREATMENT 

The  surgical  treatment  is  simple  in  con- 
cept. Its  purpose  is  the  removal  of  an 
obstruction  and  the  establishment  of  a 
normal  channel  of  blood  flow.  Because 
resection  and  end-to-end  anastomosis  is 
the  simplest  and  invites  the  fewest  com- 
plications, it  is  understandably  the  ideal 
end  to  achieve.  The  latter  can  be  carried 
out  in  almost  all  instances  in  the  age 
group  under  eighteen.  Because  of  this  and 
the  fact  that  the  young  aorta  is  pliable 
and  elastic,  the  ideal  age  for  surgery  is 
early  in  the  second  decade.  At  this  time, 
the  aorta  has  reached  near  adult  diameter 
and  is  easy  to  work  with.  However,  if 
surgery  is  mandatory  in  the  infant  age 
group,  it  can  be  successfully  carried  out. 
Occasionally,  coarctation  of  the  aorta, 
either  singly  or  in  combination  with  other 
congenital  defects,  can  cause  severe  em- 
barrassment and  failure  in  the  infant 
group.  Such  a situation  is  demonstrated 
in  one  of  the  cases  (A.W.M.)  that  are 
reported  herein.  In  the  adult  age  group, 
one  usually  finds  an  atherosclerotic,  rigid 
aorta.  It  is  often  impossible  to  effect  an 
end-to-end  anastomosis  and  the  use  of  a 
homograft  is  necessary.  Because  of  the 
foregoing,  a preserved  homograft  should 
be  made  available  in  all  cases  over  the  age 
of  eighteen. 

Complete  dissection  of  the  descending 
thoracic  aorta,  including  its  intercostal 
branches,  is  a requisite.  This  dissection 


is  usually  begun  above  the  left  subclavian 
artery  and  carried  down  through  at  least 
the  four  to  five  pairs  of  intercostal  vessels 
below  the  coarcted  segment.  This  makes 
it  possible  to  elevate  the  aorta  from  its 
bed  and  provide  adequate  mobilization  to 
effect  a primary  anastomosis.  In  general, 
the  technique  as  practiced  by  Robert  Gross 
has  been  found  to  be  the  most  satisfac- 
tory by  the  author. 

POSTOPERATIVE  RESULTS 

The  postoperative  results  are  generally 
highly  satisfactory.  In  some  instances, 
there  is  an  unexplainable  persistent  ele- 
vated pressure  in  the  presence  of  a known 
correction  of  the  aortic  block.  However, 
in  most  cases  the  blood  pressure  returns 
to  normal  range  and  adequate  circulation 
to  the  lower  extremities  becomes  evident. 
In  competent  hands,  the  operation,  though 
formidable,  can  be  done  with  a negligible 
mortality  risk. 

The  author  has  operated  upon  five  cases* 
of  congenital  coarctation  of  the  aorta  in 
Baton  Rouge,  Louisiana  since  October 
1953.  Although  not  large,  this  series  in- 
dicates that  the  anomaly  is  not  the  rarity 
it  was  formerly  considered  to  be.  The 
cases  in  the  series  range  in  age  from 
three  months  to  twenty-four  years,  and 
pretty  well  demonstrate  the  gamut  of 
clinical  findings  and  complications  that 
occur  in  this  condition.  There  was  no 
mortality  in  the  operated  group,  and  all 
cases  are  presently  well  with  significant 
and  gratifying  clinical  improvement.  Per- 
haps the  most  interesting  of  the  five  cases 
is  that  of  an  excision  of  a coarctation  and 
anastomosis  in  a three  month  old  infant 
under  hypothermia.  It  demonstrates  the 
observation  that  this  condition  is  not  an 
uncommon  cause  of  cardiac  failure  in 
infants.  There  has  been  an  increasing 
number  of  reports  of  late  of  operative 
repair  in  infants  who  would  otherwise 
have  died  before  they  reached  the  optimal 
age  for  surgery.  The  higher  mortality 

* Two  additional  cases  have  been  operated 
upon  since  this  presentation — both  males,  ages 
6 and  28.  The  latter  required  a graft  to  bridge 
the  defect. 
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risk  and  the  concern  for  the  fate  of  an 
early  anastomosis  should  not  preclude  an 
operation  in  this  group  when  it  becomes 
clear  that  relief  of  the  aortic  block  is  of 
immediate  and  vital  importance.  The 
other  four  cases  will  also  be  discussed  in 
some  detail,  since  they  demonstrate  the 
variety  of  features  that  characterize  this 
condition  in  the  different  age  groups. 

CASE  REPORTS 

Case  No.  1. — Baby  A.W.M.,  a white  male  in- 
fant, had  been  noted  to  have  respiratory  diffi- 
culty and  tachycardia  since  birth.  When  he  was 
six  weeks  of  age,  the  family  noted  an  inspira- 
tory retraction  of  the  lower  costal  margins,  ex- 
ertional pallor  and  marked  fatigability  during 
feeding. 

X-ray  studies  disclosed  the  heart  to  be  en- 
larged, with  prominence  of  the  left  ventricle  and 
left  auricle.  The  lung  fields  were  engorged. 

EKG  revealed  a sinus  tachycardia  of  170,  and 
evidence  of  left  ventricular  strain.  The  femoral 
pulses  could  not  be  felt,  and  the  blood  pressure 
in  both  arms  was  recorded  as  190/110.  The 
radial  pulses  were  bounding. 

The  liver  was  slightly  enlarged.  Routine  blood 
studies  and  urinalyses  were  normal. 

It  was  felt  that  the  child  probably  had  a co- 


arctation with  a possible  associated  patent  ductus. 
At  age  three  months,  the  child  was  observed  for 
two  weeks  and  digitalized.  He  improved  only 
minimally  on  full  digitalization  and  had  to  be 
kept  in  an  oxygen  tent  throughout  this  time.  On 
November  20,  1955,  surgery  was  undertaken  un- 
der endotracheal  anesthesia  and  induced  hypo- 
thermia. The  child  was  lowered  into  an  ice  bath, 
and  the  rectal  temperature  reduced  to  84  degrees 
Fahrenheit  over  a period  of  45  minutes.  The 
infant  was  then  placed  in  right  lateral  decubitus 
position,  and  no  further  anesthetic  mixture  was 
given. 

An  obvious  vascular  abnormality  was  found  in 
the  left  gutter.  A classical  coarctation  deformity 
was  found  about  8 mm.  below  the  take-off  of  an 
enlarged  left  subclavian  artery.  The  intercostal 
vessels  entering  the  lower  aortic  segpnent  were 
not  enlarged.  Just  2 mm.  above  the  coarctation 
was  a widely  patent  ductus  with  a lumen  of  at 
least  3 to  4 mm.  It  was  obvious  that  almost  all 
of  the  blood  flowing  through  the  descending  arch 
was  being  shunted  through  the  ductus  to  the 
pulmonary  circuit.  The  ductus  was  divided  and 
the  coarcted  segment  removed.  A primary  anas- 
tomosis was  made  without  difficulty,  using  inter- 
rupted everting  sutures  of  5-0  silk.  Following 
anastomosis,  there  was  a bounding  flow  through 
the  realigned  aorta. 

During  the  operative  procedure,  which  lasted 
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two  and  a half  hours,  the  rectal  temperature 
dropped  to  76  degrees  Fahrenheit.  Immediately 
following  wound  closure,  the  child  was  rewarmed 
with  a warm  water  bath  and  hot  water  bottles. 
The  child’s  temperature  returned  to  normal  over 
a period  of  about  six  hours.  Recovery  from  then 
on  was  uneventful  except  for  an  atelectasis  of 
the  left  lung  the  morning  after  surgery,  which 
responded  to  laryngoscopy  and  suction.  The 
child’s  progress  since  surgery  has  been  most 
gratifying.  He  has  gained  six  pounds  in  weight 
to  date  and  appears  to  be  normal  in  every  re- 
spect. There  are  easily  palpable  femoral  pulsa- 
tions, with  a recorded  femoral  pressure  of  140/90. 
The  brachial  pressures  have  dropped  to  a level 
between  130  and  140  systolic.  Though  hypo- 
thermia is  not  essential  in  operating  upon  these 
infants,  it  is  the  opinion  of  the  author  that  this 
particular  case  was  greatly  benefited  by  the  de- 
creased oxygen  demand  during  surgery. 

Case  No.  2. — J.F.S.,  a white  male  cf  11  years, 
had  been  noted  to  have  absent  femoral  pulsations 
and  mild  brachial  hypertension  since  the  age  of 
five.  He  had  been  observed  since  then  by  his 
father,  a physician,  and  was  noted  to  have  pro- 
gressive increase  in  his  brachial  pressure  to  the 
level  of  178/100  shortly  prior  to  surgery.  The 
boy’s  only  other  symptom  was  weakness  of  both 
legs  after  running.  There  were  no  headaches 
and  no  evident  cardiac  enlargement  by  either 
x-ray  or  EKG.  On  examination,  the  child  pre- 
sented a rough,  coarse  systolic  murmur  at  the 
apex  and  widely  transmitted. 

At  surgery,  the  patient  was  found  to  have  a 
classical  coarctation  about  1 centimeter  below 


the  take-off  of  the  left  subclavian  artery.  In 
freeing  up  and  dividing  the  ligamentum  arteri- 
osum,  it  was  surprisingly  found  to  have  a lumen 
of  about  2 mm.  A primary  resection  was  per- 
formed and  an  end-to-end  anastomosis  using  in- 
terrupted everting  5-0  silk  was  made.  The  aorta 
was  easily  mobilized,  and  the  child  withstood  the 
procedure  without  incident.  He  left  the  hospital 
on  the  ninth  postoperative  day,  and  four  months 
after  surgery,  has  a brachial  pressure  of  122/80, 
with  easily  palpable  femoral  pulsations  and  a 
femoral  pressure  of  140/90.  His  ischemic  leg- 
pains  have  disappeared,  and  he  has  been  noted 
to  have  an  increase  in  the  girth  of  his  legs. 

This  case  demonstrates  the  ease  and  relative 
safety  that  can  be  offered  a patient  at  this  ideal 
age.  At  this  age,  the  aorta  is  always  pliable, 
elastic,  and  of  sufficient  diameter  to  provide 
adequate  flow  during  later  years. 

Case  No.  3. — S.A.,  a white  married  female  of 
18  years,  had  a known  heart  murmur  since  birth. 
For  the  previous  five  years  she  had  complained 
of  headache,  leg  weakness,  and  had  been  noted 
to  have  a mild  hypertension  of  150/90.  A defini- 
tive diagnosis  was  not  made  until  1954,  when, 
following  a three  month  miscarriage,  her  obste- 
trician noted  that  she  had  absent  femoral  pulsa- 
tions. At  that  time,  her  brachial  pressure  at 
rest  was  recorded  as  170/100.  An  x-ray  of  her 
chest  showed  slight  left  ventricular  hypertrophy 
and  definite  rib  notching.  Surgery  was  advised 
and  carried  out  at  the  Eaton  Rouge  General 
Hospital  on  August  25,  1954.  The  patient  was 
found  to  have  a characteristic  hour-glass  de- 
formity about  one  centimeter  below  the  obliter- 
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ated  ligamentum  arteriosum.  There  was  marked 
enlargement  of  the  intercostal  vessels  entering 
the  aorta  below  the  coarctation.  The  coarcted 
segment  was  resected,  and  an  end-to-end  aortic 
anastomosis  perfoi-med  using  an  interrupted 
everting  5-0  silk  technique.  The  patient  was  dis- 
charged from  the  hospital  on  the  tenth  postopera- 
tive day.  Her  brachial  pressures  now  range  be- 
tween 130  and  138  over  90.  She  has  good  femoral 
pulsations.  She  became  pregnant  again  one  year 
ago,  and  three  months  ago  was  delivered  of  a 
normal  full-term  pregnancy.  She  had  a complete- 
ly uneventful  course  through  her  pregnancy  and 
her  pressure  never  ran  above  170  systolic  during 
the  last  trimester. 

This  case  has  been  particularly  gratifying, 
since  pregnancy  is  not  well-borne  by  the  uncor- 
rected coarctation,  and  if  not  spontaneously 
aborted  often  leads  to  aortic  rupture  or  cerebral 
hemorrhage. 

Case  No.  J,. — P.M.T.,  a married  white  male  of 
24  years,  had  a known  heart  murmur  since  age 
ten.  He  was  taken  into  the  service  but  two 
months  after  induction,  a diagnosis  of  coarctation 
of  the  aorta  was  made  and  surgery  advised.  He 
refused  surgery  and  was  given  a medical  dis- 
charge. Since  then  he  had  had  progressive  com- 
plaints of  cold  feet,  headaches,  and  moderate 
dyspnea  on  exertion.  Physical  examination  re- 
vealed a bilateral  brachial  pressure  ranging  up 
to  210/110  after  mild  exercise.  Femoral  pulsa- 
tions were  absent.  A routine  chest  x-ray  showed 
characteristic  rib  notching.  There  was  a soft 
systolic  murmur  best  defined  at  the  base  of  the 
heart.  At  surgery  on  October  15,  1954,  the  pa- 
tient was  found  to  have  a rather  long  coarcted 
segment,  with  an  abnormally  narrow  proximal 
aortic  arch.  The  entire  aorta  was  freed  and  an 
end-to-end  anastomosis  made  without  using  the 
available  homograft.  The  first  pair  of  intercostal 
arteries  below  the  coarctation  were  aneurysmal 
in  size.  These  were  ligated  and  divided.  The 
aorta  was  clamped  for  a period  of  forty  minutes 
during  the  anastomosis.  Following  surgery,  the 
patient  was  found  to  have  flexor  weakness  of  his 
left  leg.  It  was  assumed  that  this  was  due  to 
interference  with  the  collaterals.  The  patient 
made  an  uneventful  recovery  but  required  the  use 
of  a walking  stick  because  of  his  left  leg  weak- 
ness for  a period  of  about  three  months.  He  is 
now  able  to  get  about  without  a limp  and  his 
brachial  pressures  range  between  130  and  140 
over  95.  His  femoral  pressures  are  low  (90/50) 
but  a faint  femoral  pulsation  can  be  felt. 

Case  No.  5. — J.R.L.,  a married  white  male  of 
24  years,  had  been  told  that  his  blood  pressure 
was  high  since  the  age  of  eight  and  that  he  had 
“some  sort  of  heart  disease”.  A heart  murmur 
had  also  been  heard  since  that  time.  For  the 
previous  four  years  he  had  complained  of  dyspnea 
on  exertion  and  headache.  A diagnosis  of  co- 
arctation of  the  aorta  was  made  by  his  family 


physician  during  a routine  physical  examination 
for  life  insurance.  At  that  time  his  brachial 
pressure  was  recorded  as  178/110.  He  had  defi- 
nite pulsations  of  his  intercostal  arteries,  and  a 
systolic  murmur  in  the  second  left  interspace. 
X-rays  revealed  left  ventricular  enlargement  and 
classical  rib  notching.  His  femoral  pulsations 
were  absent  and  no  blood  pressure  was  recorded 
in  his  femoral  artery. 

Surgery  was  advised  and  carried  out  on  Febru- 
ary 7,  1955.  He  was  found  to  have  a rather  long 
coarcted  segment  in  the  classical  location  one 
centimeter  below  the  take-off  of  the  left  sub- 
clavian artery.  After  resecting  the  coarcted  seg- 
ment, despite  adequate  mobilization  of  the  distal 
portion,  it  was  impossible  to  bring  the  ends  of 
the  aorta  together.  A preserved  homograft,  made 
available  prior  to  surgery,  was  inserted  to  bridge 
the  defect.  The  homograft  measured  5 cm.  in 
length  and  an  interrupted  everting  5-0  silk  tech- 
nique was  used.  The  patient  made  a very  smooth 
recovery  and  was  discharged  from  the  hospital 
on  his  tenth  postoperative  day.  He  is  now  four- 
teen months  after  surgery  and  his  brachial  pres- 
sures range  from  130  to  138  over  90.  He  has 
noted  a complete  disappearance  of  all  his  pre- 
vious symptoms,  has  full  palpable  femoral  pulsa- 
tions and  a femoral  blood  pressure  of  160/100. 

SUMMARY 

The  surgical  correction  of  congenital 
coarctation  of  the  aorta  is  a procedure  now 
widely  accepted  and  well  standardized. 
Resection  of  the  coarcted  segment  and 
end-to-end  anastomosis  is  the  ideal  man- 
agement ; in  some  cases,  particularly  in 
the  older  age  group,  a homograft  is  neces- 
sary to  bridge  the  defect.  The  diagnostic 
criteria  are  fairly  simple  if  the  possibility 
of  the  presence  of  the  anomaly  is  kept  in 
mind.  In  most  instances,  surgery  can  of- 
fer complete  correction  of  the  defect.  In 
competent  hands,  the  operation  can  be 
performed  with  a negligible  mortality 
risk. 

Five  consecutive  cases  of  surgical  cor- 
rection of  coarctation  of  the  aorta  per- 
formed in  Baton  Rouge  during  the  past 
two  years  are  presented.  There  has  been 
no  mortality  in  the  operated  group,  and 
all  cases  are  presently  well  with  sig- 
nificant clinical  improvement.  The  cases 
range  in  age  from  three  months  to 
twenty-four  years,  and  illustrate  the  par- 
ticular problems  presented  in  various  age 
groups. 

A preserved  homograft  was  used  in 
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one  of  the  five  eases,  and  the  advisability 
of  having  a prepared  graft  available  in 
the  over  eighteen  age  group  is  stressed. 

o 

THE  CLINICAL  RELATIONSHIP  OF 
THE  ADRENAL  CORTEX  TO 
DIABETES  MELLITUS  * 

DOUGLAS  GORDON,  M.  D.  f 
Baton  Rouge 

In  a discussion  such  as  this,  it  seems 
advisable  to  define  diabetes  mellitus.  An 
excellent  definition  is  the  one  by  Jackson:1 

“It  is  an  innate,  obscure  disorder  of  carbo- 
hydrate metabolism,  which  manifests  itself  in 
curious,  diverse  ways  — in  the  hypertrophied 
islets  of  overweight  stillborn  babies;  in  micro- 
aneurysms in  the  retina;  in  cardiac  infarction 
in  the  female;  and  in  excessive  tallness  in  the 
child  and  obesity  in  the  mother — apart  from 
the  clinically  obvious  glycosuria,  ketosis,  and 
hyperglycemia.” 

Jackson  believed  that  diabetes  may  be 
hereditary,  congenital,  or  acquired,  and 
may  be  present  for  many  years  before 
becoming  clinically  obvious,  in  fact,  from 
birth  in  many  instances.  If  diabetes  is 
considered  to  be  this  type  of  disease,  many 
factors  will  enter  into  production  of 
symptoms,  as  well  as  treatment  of  the 
patient.  One  of  the  most  interesting  fac- 
tors wTiich  has  an  influence  on  carbohy- 
drate metabolism  and  upon  diabetes  melli- 
tus is  adrenal  cortical  function.  Many 
methods  have  been  used  in  attempting  to 
assess  the  relationship  between  the  adre- 
nals and  diabetes.  Studies  which  have 
been  perfonned  include  adrenalectomy  and 
hypophysectomy  in  normal  and  pancrea- 
tectomized  animals  and  administration  of 
anterior  pituitary  extract-growth  hormone, 
ACTH  and  cortisone. 

EXPERIMENTAL  OBSERVATIONS— 
ADRENALECTOMY 

Adrenalectomy  was  first  shown  by  Long 
and  Lukens  2 to  alleviate  the  diabetes  that 
developed  in  laboratory  animals  following 

* Presented  at  the  Seventy-sixth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Socitey, 
Alexandria,  La.,  April  25,  1956. 

f Department  of  Medicine,  Tulane  University 
School  of  Medicine  and  the  Endocrine  Research 
Laboratory  of  the  Alton  Ochsner  Medical  Foun- 
dation, New  Orleans. 


pancreatectomy.  They  3- 4 later  confirmed 
and  enlarged  upon  this  observation  and 
drew  the  following  conclusions.  Adrenal- 
ectomy is  followed  by  a decrease  in  con- 
centration of  carbohydrate  in  the  blood 
and  liver,  but  the  extent  of  decrease  in 
muscle  glycogen  is  questionable.  The  res- 
piratory quotient  usually  remains  normal. 
Following  fasting,  hypoglycemia  and  ex- 
treme depletion  of  liver  glycogen  devel- 
ops. Their  animals  were  hypersensitive 
to  small  doses  of  insulin,  and  in  addition, 
there  was  a decrease  in  the  urinary  ex- 
cretion of  glucose,  nitrogen,  and  ketones. 
Following  adrenalectomy,  the  result  of 
the  intravenous  glucose  tolerance  test  re- 
mained normal  or  showed  increased  toler- 
ance. The  peripheral  oxidation  of  carbo- 
hydrate was  unchanged,  as  measured  by 
radioglucose  technics.5  Since  the  inten- 
sity of  the  diabetes  could  be  restored  by 
adding  adrenal  cortical  hormones,  which 
also  resulted  in  replacement  of  liver  gly- 
cogen stores,  it  was  believed  that  adrenal- 
ectomy probably  resulted  in  defective  con- 
version of  protein  to  carbohydrate  or  glu- 
coneogenesis.  Ingle 6 thought  that  in 
many  of  the  early  experiments,  the  alter- 
ations in  carbohydrate,  fat  and  protein 
metabolism  could  possibly  have  been  due 
to  inadequate  feeding  of  the  animals, 
shock,  or  infection.  He  showed  that  in 
adequately  supported  animals,  forced  fed 
and  maintained  on  a 1 per  cent  solution 
of  sodium  chloride,  adrenalectomy  alone 
may  result  in  no  change  in  the  blood, 
tissue  or  liver  carbohydrate,  nitrogen 
balance  or  fat  metabolism.  If  these  ani- 
mals were  forced  fed  on  a medium  car- 
bohydrate diet,  no  difference  occurred  in 
the  nitrogen  excretion  of  the  adrenalec- 
tomized  as  compared  with  the  sham-oper- 
ated control.  Furthermore,  in  a partially 
pancreatectomized  rat  given  a constant 
food  intake,  mild  glycosuria  could  be 
abolished  by  adrenalectomy  without  de- 
creasing the  amount  of  urinary  nitrogen 
excretion.7  These  and  other  experiments 
showed  that  it  is  possible  for  an  adre- 
nalectomized  rat  to  metabolize  large 
amounts  of  fed  protein  when  kept  in 
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good  condition  with  sodium  chloride  intake. 

Pincus  and  Elmadjian8  summarized 
the  current  concept  regarding  these  as- 
pects of  adrenalectomy  by  stating  that 
decreased  hepatic  gluconeogenesis  had 
been  definitely  shown  to  occur  in  adrenal- 
ectomy, although  there  is  still  disagree- 
ment as  to  the  influence  on  glucose  utili- 
zation by  peripheral  tissues. 

HYPOPHYSECTOMY 

With  regard  to  the  influence  of  the 
pituitary  upon  carbohydrate  metabolism, 
Houssay 9 demonstrated  very  clearly  that 
hypophysectomy  results  in  pronounced 
amelioration  of  pancreatic  diabetes.  Prior 
to  these  experiments,  Olmsted  and 
Logan 10  had  shown  that  insulin  convul- 
sions could  be  produced  in  decerebrated 
cats  whose  pituitaries  had  been  removed, 
but  not  in  animals  with  intact  pituitaries 
given  the  same  dose  of  insulin.  Houssay 
further  showed  that  removal  of  the  pan- 
creas in  hypophysectomized  dogs  or  toads 
resulted  in  less  urinary  excretion  of  glu- 
cose, nitrogen  and  ketones  than  that  seen 
after  pancreatectomy  alone.  Therefore,  if 
the  pituitary  were  in  place  in  these  pan- 
createctomized  animals,  the  conversion  of 
protein  to  carbohydrate  increased.  Lu- 
kens  4 pointed  out  that  in  the  pancreatec- 
tomized  cat,  abscesses  rapidly  deyeloped  in 
the  incision,  whereas,  if  the  pituitary,  as 
well  as  the  pancreas,  was  removed,  such 
abscesses  healed  completely.  Apparently, 
although  there  is  an  incx’ease  in  blood 
sugar  and  insulin  is  absent  in  both  groups 
of  animals,  removal  of  the  pituitary  x’e- 
sults  in  a decx'eased  breakdown  of  pro- 
tein  and  fat.  Lukens 4 fui'ther  showed 
that  pancreatectomized  cats  will  lose  300 
to  400  Gm.  in  four  days  of  survival ; 
whereas  if  the  pituitary  is  removed  as 
well  as  the  pancx’eas,  the  same  amount  of 
weight  will  be  lost  over  a period  of  two 
months.  Thex’efox’e,  the  lack  of  insulin 
causes  loss  of  weight,  but  this  is  defi- 
nitely accelerated  if  the  adx'enal  and  pitui- 
tax'y  ai'e  functioning  and  this  is  x'elated 
to  the  adx’enal  catabolic  influence. 

ANTERIOR  PITT’ITARY  AND  GROWTH  HORMONE 
ADMINIST  RATIO  N 

With  respect  to  administi'ation  of 


anterior  pituitary  extx*acts,  Houssay 9 
showed,  in  1932,  that  this  material  in- 
jected into  normal  animals  could  x’esult 
in  temporai'y  hyperglycemia  and  glycos- 
ux’ia.  Young 11  px'oduced  permanent  dia- 
betes by  giving  nox’mal  dogs  anterior 
pituitary  extx’act.  In  addition,  this  sub- 
stance worsened  the  diabetes  of  Houssay’s 
animals  in  which  both  pituitary  and  pan- 
creas had  been  I’emoved.  In  cats  and 
dogs,  pax’tial  pancreatectomy,  administi’a- 
tion  of  pituitary  exti’act,  gx'owth  hox’mone, 
or  massive  doses  of  glucose  pi'oduced 
similar  changes  in  the  beta  cells  of  the 
pancx’eas  resulting  in  atrophy.4  If  the 
hyperglycemia  of  these  animals  were  pi'e- 
vented  by  administration  of  phlorhizin  or 
insulin  concomitantly,  the  permanent  mi- 
croscopic changes  as  well  as  pex'manent 
diabetes  did  not  develop.12- 13  Thei’efoi’e, 
the  micx'oscopic  changes  were  secondary 
to  the  hyperglycemia  and  not  dii'ectly  the 
x’esult  of  administration  of  the  gx’owth 
hormone  or  pituitary  extx*act.  Young 14 
has  since  x’elated  the  diabetogenic  activity 
of  anterior  pituitary  extx’act  to  the  mox'e 
purified  action  of  growth  hormone. 

Administration  of  gx’owth  hormone  pro- 
motes many  changes.4  Among  these  are 
positive  nitx’ogen  balance,  growth,  de- 
pression of  glucose  uptake  by  isolated 
diaphx-agm  muscle,  and  prevention  of  fur- 
ther  loss  of  muscle  glycogen  in  a fasted 
hypophysectomized  animal.  It  makes  al- 
loxan diabetes  wox’se,  and  can  px’oduce 
permanent  diabetes  in  the  dog  or  cat, 
although  it  is  ineffective  in  intact  x’ats. 
Engel  and  associates 15  showed  that 
growth  hormone  became  diabetogenic  in 
the  intact  force-fed  rat  if  ACTH  wex*e 
also  given.  The  work  of  deBodo  and  Sin- 
koff 16- 17  has  further  elucidated  growth 
hormone  function.  They  observed  that  if  the 
pituitary  wex’e  I’emoved,  insulin  sensitivity 
was  greater  than  if  only  the  adx'enal  coi’- 
tices  wex’e  removed ; this  shows  that  there 
is  a pituitax'y  factor,  sepax’ate  from 
ACTH,  that  is  concerned  with  insulin 
sensitivity.  Administx’ation  of  thyroxin 
or  px’olactin  resulted  in  only  pax'tial  abo- 
lition of  the  insulin  hypersensitivity  of 
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the  hypophysectomized  dog ; whereas  ad- 
ministration of  growth  hormone  dimin- 
ished and,  with  continued  treatment,  com- 
pletely abolished  this  hypersensitivity. 
Therefore,  the  anti-insulin  action  of 
growth  hormone  could  occur  in  the  ad- 
renalectomized,  hypophysectomized  dog 
and  therefore  could  exert  its  diabetogenic 
action  without  going  through  the  adrenal. 
There  is  still  some  question  as  to  whether 
or  not  growth  hormone  actually  interferes 
with  peripheral  utilization  of  carbohy- 
drate. 

EFFECTS  OF  ACTH  AND  CORTISONE 

Administration  of  ACTH  and  cortisone 
in  experimental  animals  has  led  to  further 
elucidation  of  the  role  of  the  adrenal  in 
carbohydrate  metabolism.  Long  and  Lu- 
kens 2 alleviated  experimental  pancreatic 
diabetes  by  removing  the  adrenal  cortex. 
Administration  of  the  adrenal  cortical  ex- 
tract conversely  resulted  in  intensification 
of  the  diabetes.  Therefore,  a definite  re- 
lationship between  diabetogenic  and  adre- 
nal activity  was  demonstrated.  Venning, 
Kazmin  and  Bell 18  devised  an  assay  for 
adrenal  cortical  hormones  based  on  the 
fact  that  livers  deplete  of  glycogen  de- 
veloped in  fasted  mice  given  only  salt 
and  water.  When  these  animals  were 
given  cortisone,  an  increased  content  of 
liver  glycogen  would  develop  which  was 
directly  proportional  to  the  amount  of 
cortisone  administered.  Further  studies 
revealed  that  administration  of  adreno- 
cortical steroids  could  produce  “steroid” 
diabetes  in  the  normal  force-fed  rat.3’ G 
This  diabetes  was  typically  mild  although 
the  animals  were  hvposensitive  to  insulin. 
Urinary  excretion  of  nonprotein  nitrogen 
increased  in  association  with  increased 
liver  glycogen,  which  was  good  evidence 
in  favor  of  gluconeogenesis.  When  food 
was  withheld,  glycosuria  disappeared  al- 
though the  negative  nitrogen  balance  con- 
tinued. The  diabetes  was  characteristic  in 
that  the  glycosuria  that  developed  as  a 
result  of  steroid  treatment  would  gradu- 
ally decrease  over  a period  of  time  and 
could  be  reestablished  if  a further  in- 
creased dose  of  steroid  were  given.  The 


glycosuria  disappeared  when  the  steroid 
injections  were  discontinued.  The  increase 
in  glycosuria  following  treatment  was 
greater  than  could  be  accounted  for  by 
increase  in  urinary  nitrogen  excretion 
and  therefore  Ingle 0 thought  that  the 
adrenal  cortical  hormones  either  affected 
conversion  of  fat  to  carbohydrate  or  in- 
hibited carbohydrate  utilization.  Segaloff 
and  Many 19  showed  that  ACTH  in  ex- 
tremely large  doses  given  to  intact  rats 
greatly  increased  excretion  of  glucose  as 
well  as  ketosis  but  did  not  affect  urinary 
nitrogen.  This  is  further  evidence  that 
adrenal  cortical  function  increases  con- 
version of  fat  to  carbohydrate. 

The  newer  adrenal  cortical  steroids 
vary  in  their  activity  upon  carbohydrate 
metabolism  as  compared  with  their  salt 
and  water  effects.2"  Aldosterone  and  the 
synthetic  fluorinated  compounds  have 
much  greater  salt  retaining  properties 
than  carbohydrate  effects  whereas  the 
Delta  1 series,  such  as  prednisone,  shows 
greater  carbohydrate  effects  than  sodium 
retaining  activity.  The  2-methyl  analogues 
seem  to  be  more  potent  than  the  non- 
methylated  steroids  with  respect  to  both 
the  glycogen  depositing  action  and  the 
sodium  retaining  property.21 

In  addition  to  the  metabolic  changes  re- 
sulting from  administration  of  ACTH 
and  cortisone  in  experimental  animals,  one 
of  the  most  interesting  developments  in 
the  last  few  years  has  been  the  experi- 
mental production  of  capillary  disease  of 
the  retina  and  the  renal  glomerulus.  In 
1952,  Becker 22  reported  the  appearance 
of  retinal  micro-aneurysms  as  well  as 
renal  capillary  changes,  suggestive  of  the 
Kimmelstiel-Wilson  type,  in  alloxan  dia- 
betic rabbits  treated  with  ACTH.  Alloxan 
alone  did  not  produce  these  lesions.  Blood- 
worth  and  Hamwi  23  confirmed  these  re- 
sults by  demonstrating  both  nodular  and 
diffuse  glomerular  lesions  in  normal  as 
well  as  alloxanized  rabbits  treated  with 
cortisone.  The  degenerative  vascular  le- 
sions seen  in  diabetes  have  been  thorough- 
ly reviewed  recently  by  Ricketts 24  with 


408 


Gordon — Relationship  of  the  Adrenal  Cortex  to  Diabetes  Mellitus 


a discussion  of  the  possible  relationships 
involved. 

The  manner  in  which  the  adrenal  hor- 
mones influence  insulin  activity  is  not 
known.  Levine  and  Goldstein  25  offered  a 

extracellular  intracellular 

Glucose  — — Glucose  Hex°^no>se  Glucose  - 6-  PO4 

Cell  Membrane 

(After  Levine  and  Goldstein) 

Figure  1. — Possible  sites  of  hormone  action  in 
glucose  utilization.25 

hypothesis  which  they  believed  explains 
the  major  metabolic  consequences  of  in- 
sulin lack  or  excess.  As  shown  in  Figure 
1,  there  are  two  possibilities,  either  of 
which  would  explain  most  of  the  experi- 
mental evidence  pointing  to  the  insulin 
effect.  One  is  inhibition  of  the  hexokinase 
reaction,  and  the  other,  the  possibility  of 
activating  a mechanism  whereby  glucose 
entered  the  cell.  Most  of  the  prior  ex- 
periments would  show  the  same  effect, 
whether  acting  upon  the  hexokinase  ac- 
tivity or  the  cell  permeability ; in  one  in- 
stance it  would  be  a pulling  effect  and 
in  the  other  a pushing  effect  on  glucose. 
Therefore,  a nonutilizable  carbohydrate 
was  used  as  a means  of  distinguishing 
these  functions.  Cortisone  was  shown  to 
have  produced  almost  complete  insulin  re- 
sistance with  regard  to  glucose,  but  not 
galactose,  which  is  a nonutilizable  carbo- 
hydrate. They  believed  that  activation  of 
a mechanism  of  entry  into  the  cell  is  the 
primary  effect  of  insulin,  and  that  once 
in  the  cell,  the  pathway  of  metabolic 
function  continues  whether  insulin  is  pres- 
ent or  not.  They  concluded  that  pituitary 
and  adrenal  cortical  secretions  have  some 
inhibitory  influence  on  glucose  uptake  by 
muscle  and  they  then  supposed  that  the 
pituitary  and  possibly  adrenal  cortical 
hormones  inhibit  the  hexokinase  activity 
but  do  not  operate  upon  step  2,  which 
would  be  the  permeability  of  the  cell  to 
the  substance. 

It  should  be  mentioned  that  the  adrenal 
may  be  playing  a permissive  role  in  dia- 


betes. In  a recent  editorial,  Engel,20  who 
pointed  out  the  evidence  in  favor  of  this, 
mentioned  that  subthreshold  types  of 
stress  alone  may  produce  no  response  or 
a delayed  response;  whereas  a subthresh- 
old stress,  plus  small  amounts  of  adrenal 
cortical  extract,  will  produce  a protein 
catabolic  reaction.  Therefore,  the  adrenal 
cortical  hormone  is  necessary  for  the  or- 
ganism to  respond,  but  is  not  primarily 
responsible  for  this  type  of  stress  reac- 
tion. Furthermore,  hypersecretion  of  adre- 
nal steroids  does  not  seem  to  be  necessary 
to  initiate  the  metabolic  response,  but  a 
high  level  of  secretion  may  be  necessary 
to  sustain  it.  This  would  explain  the  high 
levels  of  adrenal  cortical  hormones  se- 
creted during  periods  of  stress. 

CLINICAL  OBSERVATIONS 

The  next  question  that  comes  to  mind 
is : what  role  do  the  pituitary  and  adrenal 
play  in  human  diabetes,  either  in  causing 
it  or  possibily  in  aggravating  it  during 
periods  of  infection,  stress  and  emotional 
upset?  Secondly,  is  experimental  diabetes, 
such  as  the  type  just  discussed,  truly  the 
diabetes  seen  clinically  or  is  this  just  a 
defect  in  carbohydrate  metabolism  with- 
out the  other  associated  manifestations  of 
diabetes?  Since  most  cases  of  clinical  dia- 
betes are  due  to  an  actual  insulin  defici- 
ency, it  is  well  to  consider  whether  the 
adrenal  plays  a necessary  role  in  main- 
taining this  metabolic  disturbance,  wheth- 
er an  adrenal  disturbance  is  actually  pres- 
ent and  if  so,  just  how  often  subclinical 
adrenal  disturbances  will  lead  to  the  car- 
bohydrate defect  seen  in  diabetes,  with- 
out the  stigma  usually  seen  in  clinically 
evident  adrenal  disease.  Although  there 
is  no  definite  answer  to  these  questions 
at  present,  it  is  of  interest  to  consider  the 
experimental  work  on  patients  with  re- 
spect to  the  adrenal’s  role  in  carbohydrate 
metabolism. 

ACTH  ANO  CORTISONE  ADMINISTRATION 

The  effect  of  ACTH  and  cortisone  in 
the  human  has  been  thoroughly  investi- 
gated within  the  last  ten  years  and  con- 
siderable information  has  accumulated. 
Large  doses  of  ACTH  given  to  normal 
people  will  induce  a state  of  diabetes,  in 
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other  words,  hyperglycemia  as  well  as 
glycosuria,  which  is  relatively  resistant 
to  insulin.27  In  some  normal  people,  gly- 
cosuria develops  without  hyperglycemia; 
this  indicates  decreased  renal  reabsorption 
of  glucose.  Conn  and  associates  27  showed 
that  there  is  a decrease  in  the  level  of 
glutathione  in  the  blood  associated  with 
induction  of  steroid  diabetes  in  man.  Since 
they  noted  an  increase  in  uric  acid  ex- 
cretion as  well,  which  has  been  thought 
to  be  related  to  alloxan-like  compounds, 
they  suggested  that  possibly  the  decrease 
in  glutathione  is  in  some  way  a decrease 
in  the  protective  mechanism  of  the  pan- 
creas against  any  alloxan-like  effect.  The 
average  dose  of  cortisone  that  most  pa- 
tients receive  is  usually  extremely  small 
and,  apparently  for  that  reason,  only 
slight  or  no  changes  at  all  in  carbohy- 
drate metabolism  occur.  Rarely  is  more 
than  a trace  of  sugar  found  in  the  urine 
even  after  meals.  The  glucose  tolerance 
test  is  more  sensitive  than  the  fasting 
blood  sugar  and  was  found  to  be  abnor- 
mal in  4 of  12  patients  treated  with  corti- 
sone. However,  2 of  these  4 had  a family 
history  of  diabetes.  There  have  been  some 
instances  in  which  after  prolonged  treat- 
ment with  cortisone  there  was  still  no 
evidence  of  impairment  of  glucose  toler- 
ance. Sprague  and  coworkers 28  believed 
that  this  might  indicate  that  in  some  per- 
sons cortisone  had  made  manifest  a latent 
diabetes.  Burns,  Engel  and  others 29 
showed  that  a single  dose  of  cortisone 
(200  to  500  mg.)  given  to  a normal  per- 
son would  result  in  significant  elevation 
of  the  blood  sugar  four  hours  later  as 
well  as  impairment  in  the  glucose  tolei'- 
ance.  The  glucose  insulin  or  insulin  toler- 
ance alone  was  not  impaired  by  the  same 
treatment  and  indicated  no  evidence  of 
decreased  sensitivity  to  insulin.  Intraven- 
ous administration  of  compound  F pro- 
duced no  hyperglycemic  effects  in  a four 
hour  test,  but  did  show  a decrease  in  the 
standard  glucose  tolerance.30  As  a result 
of  serum  phosphorus  changes,  indicating 
normal  glucose  utilization,  it  appeared 
that  insulin  sensitivity  remained  normal, 


that  there  probably  was  an  increase  in 
protein  conversion  to  carbohydrate,  and 
possibly  an  increase  in  glucose  utilization. 
There  seems  little  doubt  that  cortisone  in- 
creases conversion  of  protein  to  carbohy- 
drate as  evidenced  by  the  increased  uri- 
nary nitrogen  and  increased  glycogen 
stores  seen  in  patients  treated  with  corti- 
sone. However,  studies  performed  on  dia- 
betic persons  while  on  a carbohydrate 
free  diet  showed  that  cortisone  increased 
the  glycosuria  in  excess  of  that  explain- 
able by  gluconeogenesis  from  protein 
alone ; therefore,  fat  must  be  converted 
to  carbohydrate  in  order  to  explain  the 
full  diabetogenic  effect  of  adrenal  ster- 
oids.31 

Becker  22  reported  appearance  of  retinal 
capillary  aneurysms  similar  to  those  seen 
in  persons  with  diabetes  in  2 patients 
given  ACTH  intravenously  for  sarcoidosis. 
These  changes  disappeared  when  ACTH 
was  discontinued.  This  last  observation 
of  Becker  has  brought  further  attention 
to  the  possibility  of  the  adrenal’s  role  in 
producing  capillary  disease  in  diabetes 
mellitus. 

Administration  of  ACTH  to  diabetic 
persons  results  in  an  increased  degree  of 
ketosis  and  hyperglycemia,  decreased  utili- 
zation of  carbohydrate  and  increased  ex- 
cretion of  carbohydrate  in  the  urine.31- 32 
The  ratio  of  dextrose  to  nitrogen  in  the 
urine  suggests  that  fat  as  well  as  protein 
is  being  converted  to  carbohydrate.  Dia- 
betic patients  require  more  insulin  during 
treatment  than  they  ordinarily  do.  A 
more  interesting  observation  by  Kinsell 
and  coworkers  31  is  that  the  insulin  resis- 
tance during  ACTH  and  cortisone  treat- 
ment could  be  prevented  by  administra- 
tion  of  potassium  salts.  Conversely,  in- 
sulin resistance  occurred  only  in  patients 
who  exhibited  some  interference  with  so- 
dium or  potassium  stores  in  the  body. 
It  is  interesting  that  in  no  diabetic  pa- 
tient treated  with  either  ACTH  or  corti- 
sone did  the  increased  severity  of  the 
diabetes  continue  after  discontinuance  of 
use  of  the  hormone.  In  two  instances,  less 
insulin  was  required  than  before  treat- 
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ment  and  it  is  possible  in  these  that 
ACTH  or  cortisone  could  have  benefited 
insulin  resistance  secondary  to  some  al- 
lergy. Conn  and  Fajans33  stated  that  de- 
velopment of  decreased  carbohydrate  tol- 
ei’ance  during  ACTH  treatment  depends 
upon  dosage  and  duration  of  administra- 
tion of  ACTH,  whether  the  index  is  the 
fasting  blood  sugar  or  the  more  sensitive 
glucose  tolerance  test,  and  the  patient 
himself.  In  addition,  there  might  be  inter- 
ference with  the  ability  of  the  pancreas 
to  produce  the  necessary  increase  in  in- 
sulin supply. 

Fajans  and  Conn 34  did  glucose  toler- 
ance tests  on  252  healthy  relatives  of  dia- 
betic patients  and  on  50  normal  control 
subjects,  both  before  and  after  oral  ad- 
ministration of  100  or  125  mg.  of  corti- 
sone. Twenty-four  percent  of  the  nondia- 
betic relatives  showed  pronounced  reduc- 
tion in  carbohydrate  tolerance  during  the 
cortisone  glucose  tolerance  test  as  com- 
pared with  only  one  of  the  37  controls. 
This  type  of  test  would  be  of  value  in 
detecting  the  prediabetic  patient  although 
at  present  there  is  certainly  no  means  of 
preventing  progression  of  the  condition 
to  true  clinical  diabetes,  except  possibly 
by  maintaining  normal  weight. 

McQuarrie 35  called  attention'  to  use  of 
ACTH  in  idiopathic  spontaneous  hypogly- 
cemia of  infants  and  children.  It  was 
thought  at  first  that  the  deficiency  of 
alpha  cell  secretion  of  glucagon  would 
possibly  account  for  the  hypoglycemia  in 
these  children,  but  other  factors  are  ap- 
parently important.  These  children  have 
a hypoglycemia  suggestive  of  excessive 
insulin  production  in  the  fasting  as  well 
as  in  the  postprandial  state.  As  McQuar- 
rie pointed  out,  these  children  do  not 
have  pancreatic  islet  tumors  but  definite 
cerebral  damage  will  develop  in  them  if 
the  condition  continues  over  a period  of 
years.  Since  the  condition  subsides  in 
many  as  they  grow  older,  everything 
should  be  done  to  prevent  damage  to  the 
brain  from  the  hypoglycemia.  For  that 
reason  ACTH  has  been  used  successfully 
and  in  several  instances  it  has  been  dis- 


continued after  several  months.  Conn  and 
Seltzer  36  in  a discussion  of  organic  hypei'- 
insulinism  or  hypoglycemia,  mentioned 
that  ACTH  can  be  used  in  the  preopera- 
tive preparation  of  these  patients.  This 
elevates  the  blood  sugar  and  also  pre- 
vents the  peculiar  type  of  hyperthermia 
which  has  been  noted  following  surgical 
removal  of  pancreatic  adenomas.  If  the 
patient  refuses  to  submit  to  operation,  or 
if  there  is  too  great  a risk  for  operation, 
then  hydrocortisone  in  large  doses  can  be 
used  and  will  maintain  the  fasting  blood 
sugar  levels. 

CUSHING’S  SYNDROME 

One  would  expect  in  Cushing’s  syn- 
drome due  to  increased  adrenal  cortical 
secretion  a definite  interference  in  carbo- 
hydrate metabolism.  Knowlton 37  found 
this  to  be  true  in  94  per  cent  of  the 
patients  having  a carbohydrate  tolerance 
test.  However,  of  the  38  patients,  only 
24  per  cent  showed  overt  diabetes.  The 
average  fasting  blood  sugar  was  normal. 
He  believed  that  severe  carbohydrate  dis- 
turbances in  Cushing’s  syndrome  are  rare 
as  evidenced  by  only  one  instance  of 
acidosis  in  a review  of  189  cases  in  the 
literature.  Cope  and  Raker 3S  reported 
similar  observations.  Patients  having  an 
insulin  tolerance  test  revealed  insensitivity 
to  insulin.  Sprague  and  coworker’s  28  pa- 
tients with  Cushing’s  syndrome  showed, 
in  addition  to  the  other  findings,  a nega- 
tive nitrogen  balance  even  when  gly- 
cosuria was  minimal  or  absent,  and  during 
fasting  the  diabetes  became  mild. 

Balfour  and  Sprague 39  reported  a case 
of  Cushing’s  syndrome  in  which,  despite 
145  units  of  insulin  a day,  excessive  gly- 
cosuria continued,  but  there  was  no  evi- 
dence of  ketosis.  Following  removal  of 
the  adrenocortical  tumor,  there  was  no 
further  evidence  of  diabetes  over  a period 
of  eight  years.  Many  similar  instances 
have  been  reported.  Thus,  this  type  of 
steroid  diabetes  is  usually  reversible  if 
the  lesion  can  be  removed.  It  is  similar 
to  that  seen  in  patients  given  excessive 
amounts  of  ACTH  or  cortisone  in  that 
the  fasting  blood  sugar  level  is  frequently 
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normal  while  the  glucose  tolerance  test 
shows  abnormalities,  insulin  resistance  is 
present,  a negative  nitrogen  balance  will 
occur  despite  absence  of  glycosuria,  and 
lastly,  the  glycosuria  tends  to  decrease  in 
the  presence  of  fasting. 

ACROMEGALY 

The  carbohydrate  studies  done  in  pa- 
tients with  acromegaly  have  shown  a 
similar  type  of  diabetes  in  that  it  is 
usually  mild,  insensitive  to  insulin  and, 
if  the  pituitary  lesion  responsible  for  the 
acromegaly  becomes  inactive  either  spon- 
taneously or  with  treatment,  the  diabetes 
becomes  milder  or  even  disappears.39  Bal- 
four and  Sprague  39  reported  a case  of  an 
acromegalic  patient  with  a blood  sugar 
of  384  mg.  per  cent,  requiring  62  units 
of  insulin  daily  who,  following  roentgen- 
therapy  to  the  pituitary  tumor  eventually 
needed  no  further  insulin.  Davidoff  and 
Cushing 4(1  in  1927  reported  only  12  per 
cent  of  their  100  acromegalic  patients  had 
diabetes.  In  another  series  41  only  26  per 
cent  had  diabetes,  which  was  mild,  dis- 
closed only  by  glucose  tolerance  tests  and 
occurred  more  frequently  in  relatives  of 
diabetics.  Most  cases  are  controlled  by 
diet  and  in  some  instances  small  doses  of 
insulin,  although  occasionally  the  severity 
of  the  diabetes  changes  rapidly.42  Dia- 
betic coma,  gangrene,  and  other  vascular 
complications  rarely  occur.  Therefore,  the 
mild  diabetes  seen  in  acromegaly  is  rarely 
a clinical  problem. 

PITUITARY  INSUFFICIENCY 

The  development  of  pituitary  failure  or 
Simmond’s  disease  in  diabetes  has  re- 
ceived considerable  attention  in  the  litera- 
ature.43’ 44  Martin  and  Pond 43  found  11 
cases  in  which  the  diabetes  mellitus  was 
alleviated  by  the  onset  of  pituitary  insuf- 
ficiency. This  has  been  referred  to  as 
the  Houssay  phenomenon  in  man.  Most 
of  the  patients  had  moderately  severe 
diabetes,  requiring  insulin  therapy,  who, 
following  development  of  pituitary  fail- 
ure, began  to  notice  frequent  insulin  re- 
actions and  resultant  decrease  in  insulin 
requirement.  Several  discontinued  insulin 
altogether.  Harvey  and  de  Klerk  44  men- 


tioned two  diabetic  persons  in  whom  pi- 
tuitary failure  developed  so  that  insulin 
therapy  was  no  longer  required,  but  they 
continued  to  show  a diabetic  glucose  tol- 
erance curve.  The  most  interesting  case 
of  this  kind  was  reported  by  Poulson.45 
This  was  a woman,  aged  30  years,  who 
had  had  diabetes  for  twenty  years  and 
had  severe  diabetic  retinopathy.  Follow- 
ing postpartal  pituitary  failure,  the  in- 
sulin sensitivity  increased  and  the  patient 
no  longer  had  a tendency  to  ketosis.  Ap- 
proximately four  years  later  the  retino- 
pathy had  decreased  considerably  and  six 
years  after  development  of  pituitary  fail- 
ure, diabetic  retinopathy  was  no  longer 
present.  Since  the  work  of  Becker22 
showed  the  influence  of  ACTH  and  corti- 
sone upon  the  development  of  diabetic 
retinopathy,  the  reaction  in  this  patient 
suggests  a possible  therapeutic  approach 
— hypophysectomy. 

Luft,  Olivecrom  and  Sjogrn 46  have 
probably  had  the  greatest  experience  in 
the  use  of  hypophysectomy  in  diabetes. 
They  reported  7 cases,  all  of  which  had 
chronic  juvenile  diabetes,  with  progressive 
malignant  vascular  complications.  Only 
patients  who  were  expected  to  die  or  be- 
come blind  were  selected  for  treatment. 
The  insulin  requirement  preoperatively 
varied  from  24  to  60  units  daily  and 
postoperatively  it  was  0 to  8 units  daily. 
The  effect  on  the  vascular  complications 
was  difficult  to  assess  at  the  time  of  their 
report,  since  all  patients  had  far  advanced 
disease  at  the  time  of  operation.  In  one 
there  was  no  further  progression  for  one 
year.  The  hypertensive  patients  became 
normotensive  and,  in  2 patients,  chronic 
albuminuria  disappeared.  Kinsell  and  co- 
worker’s 47  experience  with  hypophysec- 
tomy is  similar.  They  pointed  out  that 
the  insulin  hypersensitivity  that  developed 
could  be  balanced  by  the  judicious  use  of 
cortisone.  This  procedure  is  still  in  the 
experimental  stage,  and  further  work  will 
have  to  be  done  before  its  therapeutic  role 
can  be  properly  evaluated. 

ADRENAL  DEFICIENCY 

It  was  noted  by  Thorn  and  associates,48 
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in  1940,  that  patients  in  whom  Addison’s 
disease  developed  showed  the  similar 
changes  expected  from  animal  studies. 
Depletion  of  liver  glycogen,  decreased 
urinary  nitrogen  excretion,  increased  sen- 
sitivity to  insulin  and  development  of 
hypoglycemia  during  episodes  of  fasting 
all  occurred.  These  changes  can  be  cor- 
rected by  administration  of  cortisone.2s 
In  the  adrenalectomized  patient  hypogly- 
cemic reactions  do  not  occur  and  the  glu- 
cose tolerance  remains  normal  as  long  as 
the  patient  receives  adequate  hormonal 
maintenance.49  Two  of  the  patients  adre- 
nalectomized by  Dao  and  Bergenstal 49  had 
diabetes.  They  required  the  same  amount 
of  insulin  postoperatively  as  they  did  pre- 
operatively  if  maintenance  cortisone  ther- 
apy was  continued.  There  have  been  many 
instances  of  Addison’s  disease  developing 
in  preexisting  diabetics.  As  would  be  ex- 
pected, the  insulin  sensitivity  greatly  in- 
creased. Many  patients  who  had  been 
taking  30  to  40  units  of  insulin  daily 
began  to  have  increased  insulin  reactions 
to  the  point  where  even  3 or  4 units  of 
insulin  could  produce  a hypoglycemia.39 
This  was  corrected  with  either  adrenal 
cortical  extract  or  cortisone.  Conn  and 
Fajans 33  pointed  out  that  patients  with 
Addison’s  disease  manifest  a definite  in- 
ability to  fast  without  hypoglycemia,  a 
greatly  increased  insulin  sensitivity,  and 
symptoms  of  hypoglycemia  at  higher 
levels  of  blood  sugar  than  when  corticoids 
are  present.  Cortisone  in  physiologic 
amounts  reverses  these  effects.  Cortisone 
replacement  therapy  in  patients  with  Ad- 
dison’s disease  and  diabetes  intensifies 
the  diabetic  state  but  the  patient  has 
fewer  symptoms  of  adrenal  cortical  in- 
sufficiency and  the  diabetes  is  easier  to 
control  although  more  insulin  is  re- 
quired.33 Green  and  associates 50  first  in- 
duced adrenal  cortical  insufficiency  as  a 
therapeutic  measure  in  diabetes  when  they 
performed  bilateral  adrenalectomy  in  a 
patient  with  malignant  hypertension  and 
diabetes.  The  insulin  requirement  fell  to 
one-fourth  of  the  preoperative  dosage  and 
hypoglycemia  occurred  if  an  overdose  of 


even  3 to  5 units  of  insulin  was  given. 
Adrenalectomy  was  also  performed  by 
Wortham  and  Headstream 51  in  7 patients 
with  advanced  vascular  disease.  Two  pa- 
tients showed  mild  reversal  of  retinal 
changes,  return  to  normal  blood  pressure, 
and  decrease  in  protein  excretion.  In  3 
patients  the  preoperative  vascular  mani- 
festations progressed  no  further.  In  gen- 
eral, the  favorable  results  have  been  in 
inverse  proportion  to  the  severity  of  the 
vascular  disease  preoperatively.  Adrenal- 
ectomy should  be  considered  in  the  same 
experimental  stage  as  hypophysectomy 
and  should  be  limited  to  patients  with 
vascular  disease  and  rapidly  progressive 
renal  deterioration.  The  value  of  this 
procedure  has  yet  to  be  proved. 

ADRENAL  FUNCTION  IN  DIABETICS 

Studies  of  adrenal  cortical  function  in 
diabetic  patients  in  general  reveal  no  in- 
creased adrenal  function  as  evidenced  by 
normal  17-ketosteroid  and  glycogenic  cor- 
ticoid  values.52  Patients  during  diabetic 
acidosis  were  found  to  have  elevated  uri- 
nary excretion  of  corticosteroids  which 
was  somewhat  related  to  the  severity  of 
the  diabetic  acidosis.53  However,  in  a 
patient  followed  after  intentional  with- 
drawal of  insulin  t/ierapy  the  urinary 
corticoids  did  not  become  demonstrably 
increased  until  mild  acidosis  was  clinically 
apparent.  Therefore,  this  adrenal  activity 
was  a late  phenomenon,  secondary  to  and 
not  responsible  for  the  diabetic  acidosis. 
On  the  basis  of  eosinophile  responses  it 
has  been  suggested  that  adrenal  cortical 
unresponsiveness  exists  in  diabetic  per- 
sons, possibly  secondary  to  the  chronic 
stress  of  the  diabetic  condition.54  Free- 
man and  associates 55  found  the  free-re- 
ducing and  hydrocortisone-like  steroids  in 
human  plasma  to  be  within  normal  limits 
in  8 diabetic  persons.  Walloch  and  co- 
workers56  reported  elevation  of  17-hy- 
droxy-corticosteroid levels  in  plasma  in  a 
patient  with  diabetic  acidosis  and  return 
of  these  levels  to  normal  with  response  to 
therapy.  However,  in  patients  who  died, 
the  blood  level  remained  elevated  until 
death.  This  suggests  that  increased  adrenal 
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cortical  activity  is  present  in  diabetic  acido- 
sis, but  is  the  result  rather  than  the 
cause.  In  addition,  they  had  one  patient 
with  relative  adrenal  insufficiency  in 
whom  acidosis  developed  without  an  in- 
creased blood  corticoid  level.  This  further 
suggests  that  adrenal  cortical  increased 
activity  is  secondary.  Izzo  and  Eilers 57 
measured  the  total  reducing  corticosteroids 
and  17-ketosteroid  excretion  in  patients 
with  diabetes  before  and  after  cortisone 
administration.  Significant  increased  ex- 
cretion occurred  in  diabetic  persons  but 
not  in  normal  controls;  this  suggests  the 
possibility  of  altered  steroid  metabolism  in 
diabetes  mellitus. 

TABLE  1 

CLINICAL  APPLICATION  OF  ADRENAL  INFLUENCE 
ON  CARBOHYDRATE  METABOLISM 

A.  Diagnostic 

Possibility  of  Adrenal  Diabetes 

Possibility  of  Pituitary  or  Adrenal  Failure 

Pre-diabetic 

Diabetes  Mellitus  or  Cushing’s  Syndrome 

B.  Therapeutic 

Side  Effects  of  Cortisone  Treatment 
Spontaneous  Hypoglycemia 
Adrenalectomy  or  Hypophysectomy  in 
Diabetes 

CLINICAL  IMPLICATIONS 

Table  1 summarizes  some  of  the  pos- 
sible diagnostic  and  therapeutic  applica- 
tions of  the  adrenal-carbohydrate  relation- 
ship. Steroid  diabetes  should  be  consid- 
ered for  diagnostic  purposes  in  all  diabetic 
patients,  particularly  if  the  insulin  re- 
quirement is  high.  A diabetic  patient 
whose  insulin  requirement  suddenly  de- 
creases and  in  whom  hypoglycemic  reac- 
tions begin  to  occur  for  no  apparent 
reason  should  be  considered  to  have  pos- 
sible pituitary  or  adrenal  failure.  The 
prediabetic  patient  is  of  interest  at  the 
present  time  and  can  be  recognized  if 
the  cortisone-glucose  tolerance  test  is  em- 
ployed, although  no  therapeutic  measures 
are  yet  available  for  this  peculiar  syn- 
drome. The  differential  diagnosis  between 
diabetes  mellitus  and  Cushing’s  syndrome 
is  frequently  a problem,  particularly  in 
an  obese,  hypertensive,  diabetic,  slightly 
hirsute  individual.  Many  patients  with 
Cushing’s  syndrome  will  have  the  other 


associated  finding  of  osteoporosis,  verte- 
bral fractures,  purple  striae,  amenorrhea 
and  muscular  atrophy.  However,  in  atypi- 
cal instances,  the  urinary  excretion  of 
corticosteroids  will  be  the  deciding  factor. 
Since  there  is  no  good  experimental  evi- 
dence that  indicates  increased  adrenal 
function  in  uncomplicated  diabetes  mel- 
litus, increased  corticosteroid  excretion 
would  favor  the  diagnosis  of  Cushing’s 
syndrome. 

With  regard  to  the  therapeutic  implica- 
tions, the  hyperglycemic  effects  of  corti- 
sone therapy  need  only  be  watched  for 
and  controlled.  The  likelihood  of  retinal 
and  renal  vascular  complications  is  not 
great  but  should  be  kept  in  mind  when 
treating  diabetic  patients  with  cortisone. 
The  value  of  ACTH  or  cortisone  therapy 
in  spontaneous  hypoglycemia  needs  no 
further  comment.  Lastly,  removal  of  the 
adrenals  or  pituitary  in  diabetics  is  still 
experimental  therapy,  yet  to  be  proved 
to  have  definite  value  although  it  may 
offer  some  hope  in  the  future  handling 
of  the  vascular  complications  of  diabetes 
mellitus. 

SUMMARY 

The  relationship  between  diabetes  mel- 
litus and  adrenocortical  function  has  been 
presented.  Experimental  observations  in 
normal  and  pancreatectomized  animals  as 
well  as  clinical  observations  in  patients 
are  reviewed,  and  the  clinical  implications 
of  these  findings  are  discussed. 
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DISCUSSION 

Dr.  William  M.  Luikart  (Baton  Rouge)  : Ef- 
fects of  adrenocortical  function  which  are  re- 
lated to  the  problem  of  diabetes,  and  upon 
which  there  seems  to  be  general  agreement  seem 
to  me  as  follows: 

Increased  hepatic  gluconeogenesis  from  pro- 
tein. 

Increased  gluconeogenesis  from  fat. 

Increased  glycogenesis,  of  apparently  greater 
degree  in  the  liver,  as  compared  to  insulin’s 
greater  muscle  glycogenesis. 

Decreased  insulin  sensitivity  either  by  altered 
cation  concentration,  or  through  stimulation  of 
alpha  cells  glucagon  production. 

Tendency  to  foster  capillary  damage  in  dia- 
betics. 

There  would  seem  to  be  no  question  as  to  the 
importance  of  the  relation  of  adrenocortical 
function  to  the  clinical  syndrome  of  diabetes, 
if  only  from  the  fact  that  either  hypophysectomy 
or  adrenalectomy  in  certain  respects  reverse  the 
biochemical  state  of  the  diabetic.  The  crux  of 
the  matter  centers  about  the  question  of  whether 
or  not  adrenal  cortical  function  holds  a merely 
permissive  role  in  diabetes:  The  fact  that  car- 

bohydrate metabolism  in  hypercorticism  does  ap- 
pear to  differ  materially  from  the  diabetic  state 
lends  support  to  the  permissive  role  of  the 
adrenal  cortex.  Collateral  evidence  is  the  sug- 
gestive reports  indicating  that  the  cortex  plays 
a permissive  role  in  the  stress  reaction,  which 
is  undoubtedly  a factor  in  clinical  diabetes. 

Considering  the  very  important  effects  of  dia- 
betes on  the  vasculature  in  relation  to  micro- 
aneurysmal  changes  in  capillaries  of  retina  or 
kidney,  and  especially  to  the  well  known  ac- 
celeration of  atherosclerotic  changes,  the  prob- 
lem of  adrenocortical  effects  on  lipid  metabolism 
in  diabetes  deserves  more  study,  such  as  is 
noted  in  reports  by  Harris  and  by  Hirsch  in 
separate  papers  on  the  association  of  hyper- 
lipemia with  the  hyperglycemia  of  diabetes.  If 
insulin  does  promote  lipogenesis,  and  adreno- 
cortical function  indeed  promotes  gluconeogene- 
sis from  fat,  an  important  relationship  is  strong- 
ly suggested.  As  has  been  pointed  out  in  the 
present  paper,  adrenalectomy  in  certain  cases 
has  brought  about  amelioration  of  vascular  de- 
generation in  diabetics. 

It  seems  clear  that  the  anterior  pituitary  ex- 
erts some  of  its  effects  on  diabetes  through  the 
adrenal  cortex,  but  also  has  some  direct  effects. 
Of  particular  interest  is  the  apparent  demonstra- 
tion of  antagonistic  effects  between  pituitary 
growth  hormone  and  adrenocortical  hormone, 
especially  since  insulin  itself  has  been  shown 
to  act  as  a growth  hormone  under  some  condi- 
tions, and,  in  addition,  insulin  appears  to  be 


required  for  the  growth-promoting  activity  of 
pituitary  growth  hormone. 

The  specific  points  of  action  of  insulin  and 
adrenal  cortical  hormone  are  of  prime  interest. 
While  the  work  and  theories  of  the  Coris  and  of 
Stadie  can  scarcely  be  dismissed,  the  theory  of 
insulin  action  presented  by  Levine  is  most  inter- 
esting. The  demonstration  that  the  insulin  re- 
sistance induced  by  cortisone  could  be  prevented 
if  potassium  and  sodium  concentrations  were 
maintained  at  normal  levels,  would  suggest  the 
possibility  that  the  effect  of  insulin  on  mem- 
brane permeability  to  glucose  is  somehow  re- 
lated to  cation  concentration,  which  in  turn  is 
known  to  be  affected  by  adrenal  cortical  hor- 
mone; this  might  represent  a point  at  which 
insulin  and  adrenocortical  hormone  are  specifi- 
cally antagonistic. 
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RECONSTRUCTION  PROCEDURES 
OF  THE  HIP  * 

T.  E.  BANKS,  JR.,  M.  D. 

Alexandria 

The  term  reconstruction  can  be  inter- 
preted to  mean  to  “re-create”.  This  re- 
creation can  be  thought  of  in  two  different 
ways : ( 1 ) to  restore  the  anatomy  of  a 
diseased  hip  joint,  or  (2)  to  restore  the 
function  of  such  a joint.  The  purpose  of 
this  paper  is  to  summarize  in  a rather 
general  manner  the  procedures  which  have 
been  designed  over  the  past  forty  to  fifty 
years  and  to  present  the  basic  principles  of 
some  of  these  procedures  with  their  results. 
No  attempt  will  be  made  to  evaluate  these 
procedures  critically.  Also,  the  use  of  fem- 
oral head  prostheses  will  not  be  discussed. 

The  types  of  cases  with  which  we  are 
dealing  have  been  “problem  cases”.  They 
include  for  the  most  part  congenital  dis- 
locations of  the  hip,  osteoarthritis  of  the 
hip  with  pain  and  varying  degrees  of  anky- 
losis, nonunion  following  fracture  of  the 
neck  of  the  femur  with  and  without  aseptic 
necrosis  of  the  femoral  head,  and  associ- 
ated cases.  A reconstruction  operation 
should  have  as  its  object;  (1)  the  restor- 
ation of  stability  and  (2)  the  preservation 
of  motion.  To  quote  Royal  Whitman,  “In 
the  treatment  of  fractures,  the  first  indi- 
cation is  to  save  life,  the  second  to  get 

* Presented  at  the  Seventy-sixth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  Alex- 
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union,  and  the  third  to  correct  or  diminish 
displacements”. 

It  is  difficult  to  separate  the  true  (an- 
atomically) reconstructive  procedures  from 
the  functionally  reconstructive  procedures 
(osteotomies),  except  on  an  historical  basis. 
Even  at  the  present  time  a decision  for  a 
procedure  may  be  changed  during  an  oper- 
ative procedure  due  to  findings  unexpected 
prior  to  surgery.  For  this  reason,  it  be- 
hooves us  to  be  conversant  with  the  variety 
of  procedures  which  have  been  recorded. 

In  1917,  Brackett 1 reported  a procedure 
in  nonunions  of  the  femoral  neck  which 
consisted  of  removal  of  the  top  of  the  great- 
er trochanter  and  the  placing  of  the  femoral 
head  fragment  on  the  supermedial  aspect 
of  the  trochanter.  Muscles  were  then  at- 
tached to  the  lateral  side  of  the  femur  and 
plaster  immobilization  was  used.  He  re- 
ported an  eight-year  follow-up  on  a case 
in  1925  2 with  apparently  satisfactory  re- 
sult. 

Albee’s  original  description  was  present- 
ed in  1919,  but  in  1929, 3 he  presented  a 
summary  of  110  cases,  in  which  they  were 
graded  as  results  of  87  excellent,  14  fair, 
9 poor,  and  2 deaths.  His  procedure  con- 
sisted of  removal  of  the  femoral  head, 
placing  of  the  neck  into  the  acetabulum, 
splitting  the  trochanter  in  a sagittal  plane, 
and  placing  autogenous  iliac  bone  between 
the  cut  surfaces  of  the  trochanteric  frag- 
ments to  keep  the  mechanical  advantage  of 
the  abductor  muscles.  Complete  immobil- 
ization in  plaster  was  necessary  for  eight 
to  ten  weeks  following  surgery. 

Royal  Whitman,4  in  1921,  presented  what 
he  classified  as  a true  reconstructive  oper- 
ation. In  it,  he  removed  the  femoral  head, 
placed  the  neck  and  shaft  into  the  aceta- 
bulum, and  transplanted  the  trochanter 
with  its  attached  muscles  inferiorly  to  the 
lateral  side  of  the  femoral  shaft.  The 
patient  was  then  immobilized  in  plaster  for 
eight  to  ten  weeks.  He  felt  that  his  pro- 
cedure was  more  mechanically  sound  than 
Albee’s,  as  it  did  not  shorten  the  excursion 
of  the  abductor  muscles. 

The  relative  merits  of  these  two  pro- 
cedures suffered  a controversy  for  many 


years.  Speed,  in  1926, 5 felt  that  the  Brack- 
ett procedure  had  the  complication  of  in- 
stability in  the  hip  and  felt  the  Whitman 
procedure  had  given  the  best  results.  Mag- 
nuson,  in  1932, 6 preferred  the  Brackett 
procedure  to  the  Whitman,  depending  on 
the  condition  of  the  head  fragment.  At 
the  same  time  he  advocated  a procedure 
which  combined  the  two  principles — with 
retention  of  the  head  fragment,  shaping 
of  the  neck  remnant  and  placing  it  into 
the  head,  and  transplantation  of  the  troch- 
anter. 

Colonna,  in  1935, 7 designed  a procedure 
primarily  for  those  cases  in  which  non- 
union is  accompanied  by  complete  absorp- 
tion of  the  femoral  neck.  In  his  procedure 
all  of  the  muscles  are  removed  from  the 
trochanter,  but  the  trochanter  is  left  cover- 
ed with  a smooth  fibromuscular  layer.  The 
head  fragment  is  removed  and  trochanter 
is  placed  in  the  acetabulum.  The  abductor 
muscles  are  reattached  on  the  lateral  side 
of  the  femur  and  the  vastus  lateralis  is 
reefed  over  the  muscle  attachment.  Here 
again,  plaster  immobilization  for  four 
weeks  followed  by  overhead  suspension  for 
three  to  four  weeks  is  necessary. 

Buck,  in  1938, 8 varied  the  reconstruction 
ideas  a bit  with  his  procedure  designed  to 
eliminate  shearing  forces  and  to  prepare  a 
vascular  bed  in  the  intertrochanteric  region 
for  the  fractured  surface  of  the  femoral 
head.  If  the  head  was  not  dead  and  not 
arthritic,  it  was  used;  otherwise,  a Colonna 
was  done,  or  a Whitman.  The  procedure 
consisted  of  the  resection  of  a wedge  from 
the  medial  aspect  of  the  shaft  and  neck  at 
the  level  of  the  lesser  trochanter,  placement 
of  the  head  atop  the  raw  shaft  of  the 
femur,  and  transplantation  of  the  trochan- 
ter inferiorly  along  the  lateral  side  of  the 
femur.  This  was  followed  by  plaster  im- 
mobilization in  20  degrees  of  abduction  for 
about  eight  weeks. 

Heretofore,  these  procedures  were  de- 
signed primarily  for  nonunions  of  the 
femoral  neck.  About  this  time  in  medical 
history  the  use  of  osteotomies  in  this  area 
began  to  gain  popularity.  Blount 9 gives 
credit  to  Kirmisson,  in  1894,  for  report 
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of  first  osteotomies  in  the  subtrochanteric 
area  for  gait  correction  in  1918,  and  Lorenz 
in  1919,  as  initial  advocates  of  corrective 
osteotomy. 

A great  deal  of  thanks  and  credit  is  due 
McMurray  for  his  widespread  use  of  the 
osteotomy.  In  his  original  article  in  1936, 10 
he  advocated  a high  oblique  osteotomy  which 
eliminated  the  shearing  forces  at  the  site 
of  femoral  neck  injury.  His  paper,  in 
1938, 11  was  the  first  to  advocate  this  pro- 
cedure in  fresh  transcervical  fractures.  His 
essentials  for  good  rusults  were  listed  as 
(1)  correct  position  for  transferred  shaft 
of  the  femur,  (2)  prolonged  adequate  post- 
operative immobilization,  and  (3)  fixation 
of  the  limb  in  very  slight  abduction  or  in 
neutral  to  prevent  knock-knee  deformity. 
McMurray  was  also  the  first  to  advocate 
traction  preoperatively  in  cases  with  up- 
ward displacement  of  the  trochanter. 

From  that  time  to  the  present  the  pro- 
gress has  been  made  primarily  in  the  di- 
rection of  osteotomies  for  functional  re- 
construction of  the  hip.  Gaenslen,  in  1935, 12 
preferred  the  transverse  osteotomy  of 
Schanz  in  preference  to  the  oblique  osteo- 
tomy of  McMurray,  as  the  former  does 
not  depend  on  ischial  abutment.  He  felt 
that  either  the  high  or  low  osteotomy  could 
be  used  for  old  ununited  hip  fractures,  but 
the  low  only  in  congenital  dislocations  of 
the  hip. 

Blount,  in  1943, 13  marked  another  mile- 
stone of  progress  when  he  made  an  effort 
to  eliminate  postoperative  cast  immobiliza- 
tion. He  designed  a double  angle  blade 
plate  to  be  used  with  what  is  basically  a 
high  or  low  Schanz  osteotomy  with  internal 
fixation. 

Dickson,  in  1947, 14  designed  what  is  re- 
ferred to  as  his  geometric  osteotomy.  He 
did  not  agree  with  the  extensive  dissection 
necessary  for  the  Brackett  procedure,  as 
he  felt  it  interfered  with  circulation.  He 
devised  an  osteotomy  in  the  subtrochanteric 
region  hexagonal  in  shape  with  fixation 
with  a single  angle  blade  plate.  By  rotation 
of  the  head  and  neck  fragments  60  degrees 
he  desired  to  convert  the  neck  fracture  to 
a transverse  one.  He  now  advocates  the 


adduction  of  the  proximal  fragment  45 
degrees  instead  of  60  degrees. 

Blount 9 summarized,  in  1952,  an  ex- 
tremely useful  and  complete  basis  for  the 
use  of  osteotomy  both  in  the  osteoarthritic 
hip  and  in  the  femoral  neck  fractures,  old 
and  new.  Basically,  he  feels  that  all  osteo- 
tomies can  be  divided  into  either  angulation 
or  displacement  osteotomies. 

Angulation  osteotomy  is  used  when  bet- 
ter mechanical  function  of  the  hip  joint  is 
desired.  In  fractures  of  the  neck  of  the 
femur  it  is  used  when  the  head  is  alive  and 
when  union  across  the  fracture  site  is  ex- 
pected. It  is  also  used  in  congenital  dis- 
locations to  correct  adduction  and  faulty 
rotation  when  no  healing  of  a fracture  site 
is  necessary.  In  angulation  osteotomy 
there  must  be  two  fixation  devices,  one  to 
hold  the  osteotomy  site  and  the  other  to 
fix  the  head  fragment. 

Displacement  osteotomy  is  peculiarly 
suited  to  degenerative  arthrosis  of  the  hip, 
ununited  fracture  with  avascular  necrosis 
of  the  femoral  head,  and  occasional  cases 
of  tuberculosis.  By  this  procedure  the 
operator  is  trying  to  relieve  the  femoral 
head  from  weight  bearing. 

Internal  fixation  can  now  be  used  to 
prevent  the  need  for  postoperative  cast 
immobilization. 

Simultaneous  obturator  neurectomy  is 
done  by  some  operators  routinely  at  the 
time  of  displacement  osteotomy  to  relieve 
pain  due  to  impingement  of  muscles  at  the 
time  of  osteotomy. 

For  degenerative  arthrosis  the  displace- 
ment osteotomy  is  more  popular  in  countries 
other  than  the  United  States,  but  with  the 
use  of  internal  fixation,  it  is  gaining  pop- 
ularity. 

Milch  first  reported,  in  1943, 15  the  use 
of  resection  of  the  femoral  head  with  pelvic 
support  osteotomy  for  ankylosis  of  the  hip. 
He  summarized  a follow-up  on  cases  with 
some  more  detailed  advantageous  changes 
in  technique  in  a report  in  1955. 16  He 
shows  that  femoral  mobility  is  produced  by 
resection  of  the  femoral  head  and  neck. 
Re-establishment  of  stability  is  by  means 
of  a pelvic-support  osteotomy.  The  post- 
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osteotomy  angle  must  be  congruent  with 
the  angle  of  inclination  of  the  pelvic  wall. 
This  varies  from  206  degrees  in  the  female 
to  211  degrees  more  or  less  percentage  of 
error,  and  it  must  be  determined  preoper- 
atively. 

We  have  not  discussed  today  the  use  of 
arthrodesis  in  the  treatment  of  the  same 
conditions.  With  particular  reference  to 
unilateral  hip  joint  disease,  we  do  not  for- 
get the  frequent  use  of  arthrodesis  to 
afford  pain-free  stability  of  a diseased  hip 
joint. 

SUMMARY 

A brief  review  of  some  of  the  basic 
principles  of  reconstructive  procedures  of 
the  hip  has  been  presented — along  with 
some  attempt  to  tabulate  the  advances.  The 
age-old  problems  of  hip  joint  disease  and 
injury  have  not  all  been  solved,  but  with 
the  strides  in  internal  fixation,  in  lessening 
postoperative  immobilization,  and  in  the 
stress  on  functional  reconstruction,  we  feel 
that  we  have  something  to  offer  a higher 
percentage  of  these  patients.  Osteotomy  is 
not  to  be  advocated  in  every  case,  but  when 
it  is  applicable  it  is  frequently  the  simplest 
solution  to  the  problem  and  the  one  most 
likely  to  endure.  The  uses  of  arthrodesis  or 
arthroplasty  must  not  be  overlooked  in  our 
evaluation  of  cases.  Arthroplasty,  pros- 
thetic femoral  heads,  and  as  yet  some  un- 
discovered procedures  will  always  be  pre- 
ferable in  certain  cases,  but  they  should 
not  be  used  to  the  exclusion  of  the  simpler 
and  frequently  more  effective  osteotomies. 
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SOME  ASPECTS  OF  ALCOHOLISM  * 

KENNETH  A.  RITTER,  M.  D.  f 

New  Orleans 

I would  like  to  discuss  two  aspects  of 
the  character  disorder  known  as  chronic 
alcoholism,  one  dealing  with  understand- 
ing of  the  behavior  pattern,  and  the  other 
concerning  the  dynamics  of  effective  treat- 
ment. 

For  centuries,  alcoholism  has  been  a 
mysterious  malady,  particularly  baffling 
and  frustrating  to  the  physician  called 
upon  to  treat  it.  In  the  past  few  decades, 
the  veil  of  mystery  has  been  slowly  pushed 
aside  so  that  today  many  of  us  have  en- 
tirely new  attitudes  about  it. 

With  the  introduction  into  psychiatry 
of  the  idea  that  all  behavior,  from  the 
average  to  the  most  bizarre,  has  an  under- 
standable purpose,  and  that  we  need  only 
keep  our  eyes  open  for  these  purposes  to 
become  apparent,  it  becomes  possible  to 
throw  light  into  previously  darkened 
areas.  As  it  later  developed,  it  was  neces- 
sary to  survey  the  entire  life  history  of  an 
individual  in  order  to  see  clearly  why  he 
behaved  in  one  way  or  another.  Keeping 
this  concept  in  mind,  I believe  we  can 
begin  to  understand  alcoholic  behavior. 
As  I have  implied,  it  is  necessary  to  com- 
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prehension  that  we  go  beyond  investiga- 
tion of  just  the  symptoms  and  see  the 
patient  in  his  past  and  present  environ- 
ments, when  he  is  sick  and  when  he  is 
well. 

We  can  arbitrarily  begin  by  observation 
of  a representative  sample  while  he  is 
sober.  He  impresses  us  as  a reserved, 
sensitive,  shy  person,  extraordinarily  con- 
tented with  passive  activities.  He  is  usu- 
ally of  average,  and  sometimes  of  superior 
intelligence,  has  often  held  good  jobs  in 
which  he  may  have  excelled  but  rarely  is 
he  promoted  and  seldom  is  he  self-em- 
ployed. In  a social  setting  without  alcohol, 
although  usually  acceptable,  he  rarely  ex- 
presses his  opinions,  preferring  simply  to 
agree  with  those  of  others.  If  he  does 
express  an  opinion,  it  is  readily  changed 
by  the  pressure  of  persuasion.  He  has  a 
constricted  range  of  interest  enjoying  no 
constant  hobbies  or  extracurricular  activi- 
ties. To  many,  he  is  “a  nice  guy”,  and 
you  know  this  defines  people  who  always 
agree  with  us.  He  rarely  gets  angry,  even 
when  provoked.  If  married,  he  “gets 
along”  with  his  wife,  but  she  seems  al- 
ways to  be  the  more  aggressive,  more 
opinionated,  “stick  - to  - your  - guns”  type 
than  he.  If  single,  his  interest  in  the  op- 
posite sex  is  often  fleeting  and  inconsis- 
tent. He  is  ordinarily  in  debt,  sometimes 
heavily  so. 

Now  what  happens  when  he  begins  to 
drink?  This  ordinarily  quiet,  reserved,  nice 
guy  becomes  increasingly  verbose  and  opin- 
ionated, more  resistive  to  persuasion,  more 
assertive,  and  is  now  easily  angered,  some- 
times he  even  fights.  He  appears  more  com- 
fortable and  is  a match  for  anyone  in  an 
argument.  There  seems  to  be  more  than  the 
usual  degree  of  personality  change  with  the 
addition  of  the  spirits.  Later,  though,  when 
everyone  else  has  gone  home,  he  remains, 
still  drinking,  consuming  more  than  any- 
one else,  and  this  may  go  on  for  several 
days,  weeks,  or  months.  His  family  suf- 
fers, his  employer  suffers,  his  anxious 
friends  suffer,  his  bank  account  and  debt- 
ors suffer.  He  causes  pain  and  anguish  to 
everyone  concerned  with  him.  Finally,  he 


is  exhausted  and  delirious  and  passes 
through  the  withdrawal  ordeal,  often  in 
jail  or  serving  a sentence  in  the  local 
workhouse.  He  arrives  at  sobriety  to  re- 
ceive the  exhortations,  warnings,  threats, 
pleas,  advice  and  sermons  of  the  well- 
meaning  aforementioned,  designed  to  stir 
up  his  guilt  for  this  “shameful”  behavior, 
and  to  make  him  sufficiently  repentent 
and  contrite,  and  he  again  obligingly 
agrees.  Sooner  or  later  this  series  of 
events  is  repeated,  and  he  eventually  in- 
curs the  frustration-procured  wrath  and 
rejection  of  all.  He  may  in  time  slip  to 
the  “skid  row”  level,  working  only  to  keep 
himself  supplied  with  the  soporific  ego 
remedy.  Reliability,  honesty,  ability  to  re- 
spect himself  are  no  longer  his.  Thus  the 
all-too-familiar  pattern  of  alcoholic  beha- 
vior. 

As  doctors  we  usually  see  and  follow 
the  progress  of  the  disease  only  from  the 
time  the  symptoms  become  overt  and 
troublesome,  (more  often  after  they  have 
become  troublesome  to  others).  The  path- 
ology, however,  has  been  present  for  a 
long  time,  and  the  incubation  period  here 
is  often  in  terms  of  years.  I suspect  that 
all  true  alcoholics  experience  similar  emo- 
tional events  which  begin  very  early  in 
life,  and  continue  on  through  their  forma- 
tive years. 

What  is  this  common  experience  the  alco- 
holics go  through  in  their  early  life?  The 
significant  problem  they  all  have  is  one  with 
which  you  are  familiar — maternal  domina- 
tion. There  seems  to  be  a need  in  these 
mothers  to  surround  themselves  with  the 
helpless,  which  includes  their  husbands, 
probably  in  order  to  feel  strong  themselves. 
Such  mothers  make  the  helpless  attitude  too 
attractive  and  discourage  growing  up. 
Therefore,  the  child  never  gets  over  the 
attachment  to  this  period  in  his  life  when 
his  needs  are  sensed  and  fulfilled  immedi- 
ately ; mother  does  not  even  wait  for  him 
to  cry  to  show  that  he  needs  something; 
she  sees  to  it  that  he  always  gets  a lot 
more  than  he  needs,  and  he  experiences 
little  or  no  denial.  Later  we  find  that 
such  careful  training  has  created  a placid 
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child,  very  agreeable,  and  easily  bent  to 
the  will.  He  comes  to  expect  and  rely  on 
her  opinions,  her  judgment,  and  if  he  dif- 
fers, he  learns  that  he  must  not  “sass”  or 
else  she  may  remove  entirely  the  expected 
support.  He  secretly  yearns  to  be  inde- 
pendent, to  get  on  his  own,  but  she  re- 
fuses to  allow  this,  preferring  her  “wis- 
dom” to  his,  and  never  permitting  him 
the  pleasure  of  making  mistakes.  What- 
ever individualism  he  has  must  be  sup- 
pressed and  he  grows  up  and  up,  ever  in 
the  ominous  shadow  of  mother’s  skirts, 
all  the  while  storing  up  a lot  of  angry 
feelings  over  being  denied  the  right  to 
take  his  chances  with  the  rest.  So  the 
boy  grows  into  the  man,  but  he  is  a 
crippled  man,  unaccustomed  to  the  adult 
prerogatives  of  making  mistakes,  assert- 
ing himself,  making  decisions  and  sticking 
by  them,  taking  the  blame  and  being  de- 
prived. 

Let  me  say  here  that  there  are  degrees 
of  crippling,  just  as  in  other  pathological 
conditions,  and  I am  sure,  under  the  prop- 
er circumstances  (“corrective  emotional 
experiences”)  a certain  amount  of  heal- 
ing can  take  place.  This  may  account  for 
some  variation  in  resistance  to  the  dis- 
ease. 

When  faced  with  these  adult  privi- 
leges, he  becomes  confused  and  frightened 
at  these  unknown  things,  and  begins  to 
long  for  the  secure  feeling  he  knew  when 
mama  ruled  the  roost.  He  unconsciously 
and  automatically  expects  of  others  that 
they  should  treat  him  like  she  did;  he  un- 
consciously perceives  the  world  as  peopled 
with  “Big  Mamas”.  A lot  of  inner  conflict 
develops  because  others  do  not  treat  him 
in  this  manner,  and  he  has  learned  no 
other  way  to  relate  to  them.  This  pro- 
duces an  ever  increasing  amount  of  pain- 
ful feelings  and  anger. 

Then,  like  manna  from  heaven,  comes 
his  discovery  of  alcohol.  With  this  he 
finds  that  he  can  get  the  pleasurable, 
temporary  feeling  of  maturity,  that  he 
can  acquire  the  feeling  of  “I  can”  and 
temporarily  abolish  the  feeling  of  “I  can’t” 
stored  somewhere  in  his  cortex.  Later 


he  discovers  that  he  can  at  last  express 
his  anger  and  defiance,  and  can  retaliate 
against  his  mother  and  her  surrogates 
(society)  by  making  them  suffer  through 
his  prolonged  drinking.  This  is  his  way 
of  “winning  the  battles”  and  proving  that 
he  is  master  of  his  own  destiny.  All  the 
while  he  is  operating  on  the  unconscious 
delusion  that  he  is  gaining  mastery  over 
mama.  One  can  see  that  he  is  attempting 
to  return  to  his  earlier  years,  a regression 
which  demonstrates  beautifully  the  con- 
flict between  maturity  and  immaturity. 

A simple  way  of  summarizing  the  entire 
matter  would  be  to  say  that  the  sober 
period  represents  the  desire  to  be  “good” 
(to  be  passive,  completely  agreeable  with 
his  strong  mother-conscience)  and  the 
drinking  period  symbolizes  the  desire  to 
be  “bad”  (to  be  mature,  aggressive,  opin- 
ionated, decisive,  manly.) 

Now  to  consider  treatment.  Since  we 
know  what  the  alcoholic  is  striving  for, 
we  can  more  effectively  deal  with  his 
problem.  His  behavior  constantly  pro- 
vokes us  to  act  like  the  rest,  to  reject  and 
condemn  him,  to  advise,  and  coerce.  But 
this  is  fatal  to  success  in  treatment.  The 
therapist’s  job  is  to  take  an  attitude 
quite  opposite  to  the  one  expected.  Now 
this  is  not  as  simple  as  it  sounds.  He  calls 
from  a jail  or  bar  at  all  hours  of  the 
night,  fails  to  pay  his  bill,  misses  his 
appointments,  or  keeps  them,  but  presents 
himself  in  the  office  “stewed  to  the  gills”. 
Such  activities  make  it  very  difficult,  to 
say  the  least,  in  maintaining  a kindly 
sympathetic  permissive  attitude.  So  often 
this  acting-out  “protects”  the  patient  from 
effective  individual  therapy  by  inciting  the 
rejection  of  the  psychiatrist. 

A. A.  treatment  seems  to  produce  better 
results  in  the  average  alcoholic  than  in- 
dividual psychotherapy,  and  these,  I be- 
lieve are  the  reasons  why.  This  group 
believes  in  a physical  and  moral  cause  for 
alcoholism,  thereby  removing  the  stigma 
of  psychiatric  illness,  and  making  treat- 
ment by  them  less  threatening.  They  are 
really  the  only  eclectics  since  they  believe 
in  these  causes,  yet  certainly  use  psychi- 
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atric  treatment  on  each  other.  The  pa- 
tient gets  nowhere  with  his  provocative 
behavior  since  they  charge  no  fees,  make 
no  demands,  only  offer  their  help,  are 
available  day  or  night,  and  are  tolerable 
and  sympathetic  and  devoted  always. 
What  is  a liability  in  average  society  be- 
comes an  asset  in  this  new  society — You 
must  be  an  alcoholic  to  gain  admittance 
to  this  exclusive  club.  The  patient  learns 
that  shame  and  guilt  is  not  warranted 
here,  even  competing  with  others  in  telling 
of  his  past  “binges”,  and  eventually  be- 
coming very  proud  that  he  was  once  an 
alcoholic;  so  much  so,  that  he  often  re- 
mains anything  but  anonymous.  Another 
important  factor  in  operation,  of  course, 
is  his  identification  with  the  “strong” 
and  the  pride  in  helping  the  “weak”.  With- 
out question,  the  success  of  any  form  of 
treatment  depends  on  how  effective  one  is 
in  making  the  sober  period  more  pleasant, 
tolerable  and  attractive,  and  in  eliminating 
the  shame,  guilt  and  remorse  of  the  drink- 
ing period. 

I have  tried  to  summarize  here  some  of 
my  ideas  as  to  the  dynamics  in  the  dis- 
ease process  and  repair  process  in  chronic 
alcoholism  I must  admit  that  my  experi- 
ence in  this  field  has  been  limited  to  a 
certain  class  of  patients  and  that  what  I 
described  may  not  apply  to  the  entire 
group.  It  is  my  hope  that  these  concepts 
may  be  stimulating  to  you. 

0 

TYPHOID  FEVER  - RICHLAND  PARISH 
1954-1955 

J.  D.  ORGERON,  M.  P.  H.* 

CHARLES  T.  CARAWAY,  D.  V.  M.* 

ROSE  MARY  MARTINE,  R.  N.* 

J.  D.  MARTIN,  M.  D.* 

Two  outbreaks  of  typhoid  fever  occurred 
in  Richland  Parish,  Louisiana,  in  1954  - 
1955.  One  outbreak  started  in  Arkansas, 
spread  to  Louisiana,  and  from  there  to 
California.  The  other  started  in  and  was 
confined  to  Richland  Parish,  Louisiana. 
Twenty-nine  residents  of  Richland  Parish 
became  infected  and  4 associated  cases  were 


* Section  of  Epidemiology,  Louisiana  State  De- 
partment of  Health. 


residents  of  other  states  (Arkansas  2,  and 
California  2). 

Richland  Parish  has  a population  of 
about  29,000  persons,  60  per  cent  of  whom 
are  white. 

The  area  of  the  parish  in  which  the  out- 
break occurred  is  made  up  largely  of  cotton 
farms  operated  by  Negro  tenants.  These 
families  live  in  small  frame  homes  under 
crowded  conditions.  Their  personal  and 
household  hygiene  habits  are  very  poor. 
Few  of  the  farms  possess  a safe  water 
supply,  sanitary  excreta  disposal,  or  other 
sanitary  facilities. 

Typhoid  is  endemic  in  Richland  Parish. 
In  the  period  1946  through  1955,  an  average 
of  7 cases  per  year  were  reported.  Physician 
reports  of  communicable  diseases  occurring 
in  rural  areas  rarely  show  the  exact  place 
of  residence  of  the  sick  person.  The  exact 
number  of  cases  of  typhoid  occurring  in 
previous  years  and  residing  in  the  locale 
presently  affected  therefore  is  unknown. 

Typhoid,  in  recent  years  in  Louisiana, 
has  occurred  in  sporadic  outbreaks.  Wide- 
spread explosive  epidemics  due  to  contam- 
inated milk  and  water  supplies  are  no  long- 
er observed.  Most  cases  today  are  the  re- 
sult of  contact  with  a recent  case  of  typhoid 
or  with  a typhoid  carrier. 

In  May  1954,  5 cases  of  typhoid  fever 
were  diagnosed  in  Richland  Parish  and  re- 
ported to  the  parish  health  unit.  Epidem- 
iological investigations  were  started  by  the 
personnel  of  the  parish  health  unit,  but  as 
the  number  of  reported  cases  increased,  as- 
sistance was  requested  of  the  State  Depart- 
ment of  Health. 

The  first  diagnosed  case  was  an  18  year 
old  Negro,  female  from  El  Dorado,  Ark. 
Unfortunately,  the  Vi  bacteriophage  type 
of  the  typhoid  organism  causing  this 
woman’s  illness  was  never  determined. 
She  became  ill  on  March  13,  1954.  This 
patient’s  parents  live  in  Richland  Parish 
and  she  gives  a history  of  frequent  visits  to 
their  household. 

Louisiana’s  first  case  was  the  13  year 
old  sister  of  the  Arkansas  woman.  This 
child  visited  her  sister  in  Arkansas  on 
April  4,  1954,  at  which  time  the  Arkansas 
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woman  was  hospitalized  with  typhoid.  This 
Louisiana  child  became  ill  on  April  7,  1954. 
Since  only  three  days  elapsed  between  the 
date  of  the  visit  and  the  date  of  onset,  it 
seems  unlikely  that  she  contracted  her  in- 
fection while  in  Arkansas. 

Extensive  investigation  of  this,  the  first 
Louisiana  case  and  her  contacts,  revealed 
contact  with  the  2 year  old  son  of  the 
Arkansas  woman  and  that  this  child  had 
had  a intermittent  diarrheal  disease  for 
about  sixteen  months.  Salmonella  typhosa, 
bacteriophage  type  J was  isolated  from  his 
stool.  At  the  time  of  this  isolation,  Salmon- 
ella typhosa  bacteriophage  type  J had  not 
been  previously  isolated  from  typhoid  cases 
in  Louisiana. 

The  child  of  the  Arkansas  woman  spent 
considerable  time  at  the  home  of  his  grand- 
parents in  Louisiana,  but  exact  dates  are 
not  available.  His  mother  states  that  he 
had  had  recurrent  bouts  of  diarrhea  since 
February  1953,  and  had  been  treated  with 
various  drugs  with  varying  degrees  of  suc- 
cess. This  child  remained  in  an  affected 
household  in  Louisiana  during  the  outbreak 
but  at  no  time  did  he  develop  clinically  re- 
cognized typhoid. 

Subsequent  Louisiana  cases  were  report- 
ed in  members  of  households  nearby  the 
residence  of  the  13  year  old  girl.  Seven 
cases  occurred  during  the  first  eleven  days 
of  1955.  This  was  probably  the  result  of 
increased  associations  between  members  of 
infected  and  non-infected  households  dur- 
ing the  Christmas  season. 

By  April  1955,  the  outbreak  appeared  to 
be  under  control  as  there  had  been  no  re- 
ported cases  in  the  preceding  three-month 
period.  In  May,  however,  a 42  year  old 
Negro,  female  developed  typhoid.  This 
case  was  believed  to  be  an  extension  of 
the  original  outbreak  as  she  gave  a history 
of  contact  with  members  of  previously  af- 
fected households.  Two  weeks  after  the 
onset  of  her  illness,  her  husband  was  hos- 
pitalized with  typhoid  due  to  Salmonella 
typhosa  bacteriophage  type  E-l.  Since  all 
previous  infections  were  due  to  S.  typhosa 
bacteriophage  type  J,  we  therefore  realized 
that  two  outbreaks  of  typhoid  were  oc- 


curring at  the  same  time.  Five  cases  oc- 
curred in  the  type  E-l  outbreak. 

During  investigation  of  the  bacteri- 
ophage type  E-l  cases,  it  was  discovered 
that  this  family  obtained  raw  milk  from  a 
neighbor.  The  neighbor  denied  ever  having 
had  typhoid  but  S.  typhosa  bacteriophage 
type  E-l  has  been  isolated  consistently 
from  her  stool.  She  is  a chronic  typhoid 
carrier. 

Laboratory  confirmation  of  the  clinical 
diagnosis  was  obtained  by  isolation  and 
identification  of  Salmonella  typhosa  in  18 
of  the  29  reported  cases  in  Louisiana.  The 
remaining  11  cases  were  accepted  on  the 
basis  of  clinical  symptoms,  strong  epidem- 
iological evidence  and  presumptive  sero- 
logic findings. 

Prior  to  these  two  outbreaks,  there  were 
no  known  typhoid  carriers  in  Richland 
Parish. 

Routine  follow-up  in  Louisiana  of  con- 
firmed typhoid  cases  consists  of  the  cul- 
tural examination  for  S.  typhosa  of  three 
stool  and  three  urine  specimens  taken 
twenty-four  hours  apart  at  one,  three,  six, 
and  twelve  months  after  the  discontinuance 
of  drug  therapy.  If  S.  typhosa  is  isolated 
from  either  the  stool  or  urine  one  year  post 
treatment,  the  person  is  considered  a ty- 
phoid carrier. 

Three  persons  infected  during  this  out- 
break became  Salmonella  typhosa  bacter- 
iophage type  J carriers  and  the  woman  who 
owned  the  milk  cow  has  been  established 
as  a Salmonella  typhosa  bacteriophage  type 
E-l  carrier. 

Fourteen  of  the  persons  infected  during 
the  outbreak  have  been  shown  not  to  be 
carriers,  1 person,  in  addition  to  the  4 men- 
tioned earlier,  is  strongly  suspected  of  be- 
ing a carrier  and  11  other  persons  are  under 
public  health  surveillance  for  determination 
of  carrier  status. 

An  analysis  of  the  typhoid  vaccination 
status  of  the  29  Louisiana  cases  merits 
comment.  Seven  persons  were  vaccinated 
less  than  one  month  before  onset  of  disease ; 
2,  one  to  six  months  before  onset ; 8,  seven 
to  twelve  months  before  onset  and  2,  two 
years  before  onset.  One  of  these  last  2 had 
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received  a booster  inoculation  one  year 
before  onset  of  illness.  The  remaining  10 
cases  could  not  definitely  recall  having 
completed  a series  of  typhoid  vaccine  in- 
oculations and  therefore  were  considered 
as  inadequately  immunized. 

The  mode  of  spread  in  the  Salmonella 
typhosa.  bacteriophage  type  J outbreak  was 
probably  through  person  to  person  con- 
tact. This  belief  is  supported  by  the  close 
proximity  of  the  households,  the  poor  per- 
sonal hygiene  of  the  members  of  the  group, 
the  lack  of  sanitary  facilities,  the  frequent 
intermingling  of  the  members  of  the  groups 
and  the  chronological  distribution  of  the 
onsets  of  the  illness  and  because  there  were 
no  common  food  or  drink  sources. 

The  Salmonella  typhosa  bacteriophage 
type  E-l  outbreak  resulted  from  the 
drinking  of  raw  milk  contaminated  by  a 
typhoid  carrier. 

The  importance  of  good  personal  hy- 
giene, a safe  environment  and  typhoid 
vaccination  was  stressed  repeatedly.  New 
sanitary  toilet  facilities  have  been  con- 
structed, doors  and  windows  screened,  water 


supplies  improved  and  fly  control  measures 
instituted  at  most  of  the  households. 

There  is  a need  for  further  and  continu- 
ed education  of  this  social  group.  Since 
sanitary  excreta  disposal  and  adequate 
handwashing  facilities  are  not  available,  a 
potential  threat  to  the  health  of  the  com- 
munity exists  at  the  local  school  attended 
by  the  2 children  who  have  become  typhoid 
carriers. 

SUMMARY 

Two  separate  outbreaks  of  typhoid  fever 
in  Richland  Parish  were  investigated  and 
differentiated  by  the  use  of  the  Vi  bacter- 
iophage method  of  typing  Salmonella 
typhosa.  The  first  outbreak  was  spread  by 
person  to  person  contact,  whereas  the  second 
outbreak  resulted  from  the  drinking  of  con- 
taminated raw  milk  provided  to  the  affected 
members  of  the  household  by  a neighbor 
who  was  a previously  unknown  typhoid 
carrier.  Twenty-eight  cases  (Louisiana  24, 
California  2,  Arkansas  2)  occurred  in 
the  J type  outbreak  and  5 in  the  E-l  out- 
break. Richland  Parish,  which  prior  to 
1954  had  no  known  typhoid  carriers,  now 
has  4 known  typhoid  carriers. 
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PHYSICIANS  AND  THE  “MEDICARE” 
PROGRAM 

Public  Law  No.  569  of  the  84th  Con- 
gress, known  as  Dependents’  Medical  Care 
Act,  undertakes  to  provide  medical  care 
for  some  of  the  dependents  of  armed 
forces  personnel  through  the  use  of  civil- 
ian practicing  physicians  and  facilities, 
in  addition  to  that  available  from  the 
armed  forces,  in  such  areas  where  care 
may  be  needed.  The  law  goes  into  effect 
on  December  8,  1956,  having  been  passed 
and  signed  six  months  before.  This  law 


puts  into  operation  a principle  which  has 
been  supported  by  various  laws  of  the 
Congress  and  by  custom  in  military  in- 
stallations for  over  one  hundred  and  forty 
years  that  the  dependents  of  armed  forces 
personnel  are  to  be  provided  with  medical 
care  at  government  expense.  The  program 
in  some  respects  resembles  the  E.M.I.C. 
program  operating  during  World  War  II, 
but  with  provisions  drawn  in  such  a man- 
ner as  to  provide  what  is  hoped  to  be  a 
more  satisfactory  result. 

The  impact  of  the  present  “Medicare” 
Program  on  the  physician  will  not  be 
great  at  present,  but  the  potentialities  of 
this  plan  and  the  possibility  of  grafting 
state  medicine  on  to  it  in  the  future  are 
most  important.  An  important  effect  will 
be  to  relieve,  in  some  measure,  the  situa- 
tion which  calls  for  drafting  of  physicians 
into  the  armed  forces  to  care  for  the 
dependents  of  armed  forces  personnel.  To 
this  extent  it  will  contribute,  it  is  hoped, 
to  the  ultimate  defeat  of  the  Doctor  Draft 
law,  which  in  spite  of  Congressional  ac- 
tion and  judicial  support  is  obviously  un- 
just and  should  be  held  unconstitutional. 
Another  effect  of  this  law  will  be  to 
transfer  care  of  some  of  the  dependents 
of  armed  forces  personnel  from  govern- 
ment agencies  to  that  of  organized  medi- 
cine, which  is  of  course  into  the  private 
practice  of  medicine.  A third,  and  also 
beneficial  effect  of  the  law,  is  the  estab- 
lishment of  a definite  policy  on  the  part 
of  the  government  for  medical  care  of 
the  dependents  of  the  armed  forces. 

Representatives  of  the  Defense  Depart- 
ment have  made  strenuous  and  commend- 
able efforts  to  cooperate  with  the  physi- 
cians in  implementing  this  law.  Tentative 
plans  have  been  put  forward  for  discus- 
sion and  clarification,  conferences  ar- 
ranged with  representatives  of  organized 
medicine,  and  our  spokesmen  have  been 
equally  diligent  in  their  effort  to  produce 
a system  that  will  provide  satisfactory 
medical  care.  It  is  anticipated  that  the 
plan  will  provide  temporai'y  medical  care 
at  government  expense  for  some  800,000 
wives,  children,  and  other  dependents  of 
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the  armed  forces  personnel  in  this  country. 
The  armed  forces  representatives  ask  for 
a contracting  agent  who  will  supply  the 
medical  care  and  this  is  the  state  medical 
society.  They  also  ask  for  a fiscal  agent 
who  will  undertake  to  provide  administra- 
tive clerical  needs  and  serve  as  disbursing 
agent.  In  thirty-two  of  the  states  this  will 
be  Blue  Cross  agencies,  and  in  sixteen 
states  by  private  insurance  carriers.  In 
our  state  the  Continental  Service  Life  and 
Health  Insurance  Company  of  Baton 
Rouge  will  serve  as  our  fiscal  agent.  This 
is  the  company  which  has  taken  over  the 
responsibilities  and  serviced  so  efficiently 
and  creditably  the  contracts  of  the  former 
Louisiana  Physicians  Service  Insurance 
Company,  or  Louisiana  Blue  Shield,  when 
its  difficulties  reached  the  point  of  re- 
quiring outside  help. 

The  law  provides  that  dependents  of  the 
armed  forces  personnel  will  be  cared  for 
in  the  medical  facilities  of  the  uniformed 
services  when  these  are  available,  provided 
this  does  not  interfere  with  the  effective 
utilization  of  the  facilities  for  their  pri- 
mary purpose.  The  care  would  provide 
diagnosis,  treatment  of  acute  medical  and 
surgical  conditions,  treatment  of  conta- 
gious diseases,  immunization,  maternity 
and  infant  care,  but  not  for  mental  and, 
nervous  diseases,  chronic  diseases,  or  elec- 
tive medical  and  surgical  conditions  ex- 
cept by  special  arrangement.  Home  calls 
are  not  required  except  in  special  cases. 

The  plan  provides  for  the  payment  by 
the  patient  of  hospital  expenses  up  to  $25, 


the  government  providing  payments  for 
amounts  over  this.  The  law  also  provides 
for  a review,  and  if  necessary,  adjust- 
ments of  payments  by  the  armed  forces 
under  this  plan,  not  later  than  one  hun- 
dred and  twenty  days  after  the  first  year 
the  plan  is  in  effect  and  each  year  there- 
after. In  the  many  conferences  that  have 
been  held  in  preparation  for  these  ar- 
rangements it  was  emphasized  that  pay- 
ments would  be  on  a realistic  and  practi- 
cal basis.  A uniform  fee  schedule  for  the 
whole  nation  was  regarded  as  impractical 
by  our  spokesmen.  Each  state  society  or- 
ganization is  in  the  process  of  furnishing 
the  representatives  of  the  armed  forces 
with  a fee  schedule  recommended  for  a 
particular  state.  Hospital  charges  are  to 
be  handled  on  a somewhat  similar  basis. 

The  involved  processes  of  furnishing 
medical  care  for  the  government  will  be  a 
tax  on  the  time  and  patience  of  the  physi- 
cian. Physicians  have  the  capacity  to 
cooperate  in  the  operation  of  this  compre- 
hensive medical  plan.  It  is  clearly  to  the 
very  great  interest  of  organized  medicine 
and  the  individual  physician  to  see  that 
the  plan  works.  The  armed  forces  have  it 
in  their  power  under  the  laws  to  draft 
physicians  for  this  work,  to  contract  with 
agencies  not  under  the  direction  of  or- 
ganized medicine,  and  to  deal  with  or- 
ganized medicine.  We,  as  physicians,  have 
reason  to  object  to  the  first  two  of  these 
alternatives.  It  behooves  us  to  see  that 
it  works  and  is  made  satisfactory  to  the 
public,  the  armed  forces,  and  ourselves. 


o 

ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


STANDING  COMMITTEES 
1956  - 1957 

ARRANGEMENTS  FOR  1957  ANNUAL  MEETING 
J.  O.  Weilbaeeher,  .Tr.,  M.  D.,  Chairman,  New  Orleans. 
BUDGET  AND  FINANCE 

E.  L.  Leekert,  M.  D.,  Chairman.  1 year;  Emmett  L. 
Irwin,  M.  D.,  2 years;  both  of  New  Orleans;  William  E. 
Barker,  Jr.,  M.  D.,  Plnqueniine.  3 years. 

COMMITTEES 

E.  L.  Leekert,  M.  D.,  Chairman;  J.  Kelly  Stone,  M.  D. ; 


both  of  New  Orleans;  Wm.  E.  Barker,  Jr..  M.  D.,  Plaque- 
mine. 

CONGRESSIONAL  MATTERS 
C.  ,T.  Brown,  M.  D.,  Chairman  : Edgar  Hull,  M.  D. : both 
of  New  Orleans;  T.  B.  Ayo,  M.  D.,  Raceland ; J.  E. 
Knighton,  M.  D.,  Shreveport;  Marvin  Green,  M.  D.,  Rus- 
ton ; Jos.  A.  Sabatier,  M.  D..  Baton  Rouge;  Thomas  H. 
DeL.aureal.  M.  D„  Lake  Charles;  R.  E.  C.  Miller,  M.  D., 
Alexandria. 

JOURNAL 

E.  L.  Leekert,  M.  D.,  Chairman,  New  Orleans,  3 years; 
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C.  M.  Horton,  M.  D.,  Vice-Chairman,  Franklin,  1 year; 
Sam  Hobson,  M.  Lb,  Secretary,  New  Orleans,  2 years; 
J.  E.  Knighton,  M.  D.,  Shreveport,  2 years;  Etlwin  H. 
Lawson,  M.  D.,  New  Orleans,  3 years. 

MATERNAL  WELFARE 

Mark  Blaydes,  M.  D.,  Chairman ; L.  A.  Hornbuckle, 
M.  L>.,  E.  J.  Crawford,  Jr.,  M.  D.,  F.  L.  Peninger,  M.  I)., 

E.  E.  Dilworth,  M.  D.,  R.  R.  Wilson.  Jr.,  M.  D. ; all  of 
Shreveport;  A.  G.  McHenry,  Jr..  M.  D.,  Monroe;  W.  C. 
Haile,  M.  D.,  H.  K.  Miller,  M.  D„  both  of  Baton  Rouge ; 

F.  A.  Sewell,  M.  D.,  Lake  Charles;  R.  E.  C.  Miller,  M.  D., 
Alexandria;  L.  F.  McCune,  M.  D.,  H.  C.  Magee,  Jr.,  M.  D., 
botli  of  New  Orleans. 

MEDICAL  DEFENSE 

C.  B.  Erickson,  M.  D.,  Chairman,  Shreveport.  1 year; 
,T.  Kelly  Stone,  M.  D.,  New  Orleans,  2 years ; W.  A. 
Ellender,  M.  D.,  Houma,  3 years. 

MEDICAL  EDUCATION 

Edwin  H.  Lawson,  M.  D.,  Chairman,  3 years;  B.  J. 
DeLaureal,  M.  D.,  1 year;  P.  H.  Jones,  M.  D.,  1 year;  all 
of  New  Orleans. 

MEDICAL  TESTIMONY 

Edmund  Connely.  M.  D.,  Chairman,  New  Orleans,  2 
years;  H.  S.  Coon,  M.  D.,  Monroe,  3 years;  Charles  McVea, 
M.  D.,  Baton  Rouge,  3 years;  A.  N.  Houston,  M.  D.,  New 
Orleans,  1 year ; P.  L.  McCreary,  M.  D.,  Lake  Charles, 
1 year. 

PUBLIC  POLICY  AND  LEGISLATION 
(Elected  members) — Arthur  D.  Long,  M.  D.,  Chairman. 
Baton  Rouge;  Edwin  L.  Zander,  M.  D.,  New  Orleans; 
J.  E.  Clayton,  M.  D.,  Norco;  Leo  Kerne,  M.  D.,  Thibodaux; 
C.  E.  Boyd,  M.  D.,  Shreveport;  Arthur  E.  McKeithen, 
M.  D.,  Hodge;  P.  L.  McCreary,  M.  D..  Lake  Charles;  M.  B. 
Pearce,  M.  D.,  Alexandria.  Paul  D.  Abramson,  M.  D., 
(President  LSMS),  Shreveport;  C.  Grenes  Cole,  M.  D., 
(Sec.-Treas.  LSMS),  New  Orleans. 

(Appointed  members) — Henry  W.  Jolly,  Jr.  M.  D.,  Vice- 
Chairman;  Gerald  F.  Joseph,  M.  D. ; Paul  Marks,  M.  D. ; 
Jos.  A.  Sabatier,  M.  D. ; John  C.  Stovall,  M.  D. ; Gordon 
W.  Peek,  M.  D.,  M.  E.  Kopfler,  M.  D. ; Wiley  A.  Dial, 
M.  D. ; all  of  Baton  Rouge ; Edgar  Hull,  M.  D. ; Charles  B. 
Odom,  M.  D.,  Ben  O.  Morrison,  M.  D..  George  M.  Haik, 
M.  D.,  Wm.  J.  Rein,  M.  D.,  Martin  O.  Miller,  M.  D.,  Rafael 
C.  Sanchez,  M.  D.,  John  F.  Oakley,  M.  D. ; all  of  New 
Orleans;  Thomas  M.  Deas,  M.  D.,  J.  F.  Gladney,  M.  D. ; 
both  of  Homer;  Paul  R.  Bishop,  M.  D.,  Haynesville; 
Lester  S.  Huekabay,  M.  D.,  Coushatta ; Aaron  Ussery, 
M.  D.,  Arcadia;  Harold  W.  Richmond,  M.  D.,  Oakdale; 
S.  F.  Fraser,  M.  D.,  Many ; O.  L.  Tugwell,  M.  D.,  Bastrop ; 
Eugene  G.  Durel,  M.  D.,  New  Roads;  B.  E.  Trichel,  M.  D., 
Alfred  P.  Crain,  Jr.,  M.  D. : both  of  Shreveport;  R.  U. 
Parrott.  M.  D.,  J.  Theron  Willis,  M.  D.,  Albert  J.  Ochsner 
II,  M.  D. ; all  of  Alexandria;  F,  P.  Bordelon,  M.  D.,  Marks- 
ville;  J.  J.  Romagosa,  M.  D.,  Lafayette;  E.  R.  Brown, 
M.  D.,  DeRidder ; I.  W.  Gajan.  XI.  D..  New  Iberia;  M.  W. 
Wiginton,  M.  D.,  Hammond  ; E.  L.  Carroll,  M.  D.,  Colum- 
bia. 

SCIENTIFIC  WORK 

C.  Grenes  Cole,  XI.  D.,  Chairman;  Sam  Hobson,  XI.  D. ; 
both  of  New  Orleans;  XI.  D.  Hargrove,  XI.  D.,  Shreveport. 

COUNCIL  ON  XIEDICAL  SERVICE  AND 
PUBLIC  RELATIONS 

XV.  Robyn  Hardy,  XL  D.,  Chairman ; J.  Theo  Brierre, 
M.  D.,  Vice-Chairman:  Dan  D.  Baker  XI.  D. ; all  of  New 
Orleans;  I.  W.  Ga.ian.  M.  D.,  New  Iberia;  T.  B.  Tooke, 
M.  D..  Shreveport:  Henson  S.  Coon,  XI.  D.,  Monroe;  D.  J. 
Fourrier.  XI.  D.,  Baton  Rouge;  T.  H.  DeLaureal,  XI.  D., 
Lake  Charles;  O.  B.  Owens,  XI.  D..  Alexandria. 

EXECUTIVE  COMMITTEE 

Paul  D.  Abramson.  XL  D..  Shreveport  — President 
H.  Ashton  Thomas.  M.  D.,  New  Orleans — President- 
elect 

H.  H.  Hardy,  XL  D.,  Alexandria  — First  X'ice-President 


Eugene  B.  Vickery,  XL  D.,  New  Orleans- — Second  Vice- 
President 

Eugene  C.  St.  Xlartiu,  XL  Lb,  Shreveport  — Third  X'ice- 
President 

Xlax  M.  Green.  XI.  D.,  New  Orleans  - — Past  President 

XX'.  Robyn  Hardy,  M.  D.,  New  Orleans- — Chairman, 
House  of  Delegates 

O.  B.  Owens,  XI.  D.,  Alexandria  — X’ice-Chairman,  House 
of  Delegates 

C.  Grenes  Cole,  XI.  D.,  New  Orleans  — Secretary  Trea- 
surer 

C.  J.  Brown,  XL  Lb,  New  Orleans  — Councilor,  First  Con- 
gressional District 

J.  E.  Clayton,  XI.  Lb,  Norco  — Councilor,  Second  Con- 
gressional District 

Guy  R.  Jones,  XL  D.,  Lockport  — Councilor.  Third  Con- 
gressional District 

Ralph  H.  Riggs,  XL  D.,  Shreveport  — Councilor,  Fourth 
Congressional  District 

C.  Prentice  Gray,  XL  Lb,  Monroe  — Councilor,  Fifth  Con- 
gressional District 

Arthur  D.  Long,  M.  D.,  Baton  Rouge  — Councilor,  Sixth 
Congressional  District 

J.  Y.  Garber,  XI.  D.,  Lake  Charles — -Councilor,  Seventh 
Congressional  District 

R.  E.  C.  Xliller,  XL  D.,  Alexandria — -Councilor,  Eighth 
Congressional  District 

SPECIAL  COMMITTEES 
1956  - 1957 

ACCREDITATION  OF  HOSPITALS 

P.  H.  Jones,  XI.  D.,  Chairman,  New  Orleans;  H.  H. 
Hardy,  .Tr.,  XI.  D.,  Alexandria;  J.  XX'.  Cummins,  M.  D., 
Monroe. 

ADVISORY  TO  SELECTIVE  SERVICE 

Richard  L.  Buck,  M.  D.,  Chairman;  H.  Ashton  Thomas, 
M.  I). ; both  of  New  Orleans;  Guy  R.  Jones,  XL  D.,  Lock- 
port;  XL  D.  Hargrove,  XI.  D.,  Shreveport;  F.  P.  Rizzo, 
XL  D.,  Monroe;  Rhett  XleXIahon,  XI.  D.,  Baton  Rouge; 

G.  E.  Barham,  M.  D.,  Lake  Charles;  XI.  B.  Pearce,  XI.  D., 
Alexandria. 

AID  TO  INDIGENT  XI EMBERS 

Robert  Bays,  XL  D.,  Chairman,  Shreveport ; C.  O.  Fred- 
erick, XI.  D.,  Lake  Charles;  Charles  L.  Saint,  XL  D.,  Eliza- 
beth: Thomas  Latiolais,  XI.  D.,  Lafayette;  F.  A.  DeJean, 
XL  D.,  Baton  Rouge;  XIorgan  XX'.  Matthews.  XI.  D..  Shreve- 
port; Rhodes  J.  Spedale.  XL  D.,  Plaquemine. 

ALCOHOLISM 

Kenneth  Ritter.  XL  D..  Chairman,  New  Orleans;  XL  S. 
Freiman,  XI.  D.,  Pineville;  Fritz  LaCour,  XI.  IX,  Lake 
Charles;  B.  F.  Parker,  XL  D.,  New  Orleans. 

AXIERICAN  MEDICAL  EDUCATION  FOUNDATION 

Edgar  Hull,  XI.  D..  Chairman,  New  Orleans;  Ben  Gold- 
smith, XI.  D..  Lake  Charles:  XIaxwell  E.  Lapham,  XI.  D., 
New  Orleans;  Ralph  II.  Riggs.  XL  D„  Shreveport;  Xlarvin 
Green.  XI.  Ib.  Ruston. 

BLOOD  BANKS 

,T.  XX'.  Davenport,  XL  lb.  Chairman;  J.  O.  XX’eilbaecher, 
Jr.,  XL  D. : both  of  New  Orleans;  J.  L.  Beven,  XL  D„  Baton 
liouge. 

CANCER  (COMXIISSION) 

Ambrose  H.  Storck.  II.  D..  Chairman,  New  Orleans; 
XX'.  R.  Mathews.  XL  D..  Shreveport,  X’ice-Chairman;  H. 
Ashton  Thomas.  XI.  Ib.  Secretary;  Howard  It.  XIahorner, 
M.  D. ; both  of  New  Orleans  : Felix  J.  XX'illey.  XL  D.,  Xlon- 
roe : I.  Ashton  Robins.  M.  Ib.  Baton  Rouge:  J.  E.  Barham, 
M.  Ib.  Lake  Charles;  B.  II.  Texada,  XI.  1)..  Alexandria; 
XX'.  A.  Ellender.  XL  D..  Houma. 

CHILD  HEALTH 

Jack  Strange,  XI.  D.,  Chairman,  New  Orleans;  Sims 
Chapman,  M.  I)..  Edwin  Socola.  XL  D. ; both  of  New  Or- 
leans; Eleanor  Cook,  XL  D. : Janie  Topp.  XL  D.  : both  of 
Lake  Charles;  Clarence  XX'ebb,  XL  Lb.  Shreveport;  XI.  C. 
Wiginton.  XL  D..  Hammond. 

CHRONIC  DISEASES 

Homer  J.  Dupuy.  XL  Ib.  Chairman  : Branch  .T.  Ayrnond, 
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M.  IX;  both  of  New  Orleans;  Charles  L.  Fellows,  M.  D„ 
Maplewood;  H.  J.  Quinn,  M.  !>.,  Shreveport;  J.  J.  Mas 
Sony,  M.  D.,  Westwego. 

IjJABETES 

A.  A.  Herold,  Jr.,  M.  I).,  Chairman,  Shreveport  ; Daniel 
W.  Hayes,  M.  D. ; Carl  Gulotta,  M.  It. ; both  of  New  Or- 
leans; David  Buttross,  Jr.,  M.  D.,  Cake  Charles. 

DOMICILE 

J.  Q.  Graves,  M.  D.,  Chairman,  Monroe;  Sidney  Char- 
bonnet,  Jr.,  M.  D. ; Ii.  L.  Leckert,  M.  D. ; both  of  New 
Orleans;  N.  T.  Simmonds,  M.  D.,  Alexandria. 

FEDERAL  MEDICAL  SERVICES 

I.  W.  Gajan,  M.  I).,  Chairman,  New  Iberia;  Pascal  L. 
Danna,  M.  D.,  New  Orleans:  F.  P.  Bordelon,  M.  D.,  Marks- 
ville;  A.  L.  Culpepper,  M.  D.,  Alexandria;  O.  L.  Tugwell. 
M.  D.,  Bastrop. 

GAMMA  GLOBULIN  AND  SALK  VACCINE 
I’.  H.  Jones,  M.  D.,  Chairman;  C.  Grenes  Cole,  M.  D. ; 
both  of  New  Orleans;  W.  E.  Barker.  Jr.,  M.  D.,  Plaque- 
mine;  Max  Miller,  M.  D.,  Lake  Charles. 

GERIATRICS 

Eugene  Weak,  M.  I).,  Chairman ; Leon  F.  Gray,  M,  D. ; 
both  of  Shreveport ; F.  It.  Nicholson,  M.  D.,  Marrero. 
HISTORY  OF  MEDICINE  IN  LOUISIANA 
Isidore  Cohn,  M.  D. ; Chairman;  A.  V.  Friedrichs,  M.  D., 
Edwin  II.  Lawson,  M.  D..  all  of  New  Orleans;  Paul  D. 
Abramson,  M.  D.  (Pres.  LSMS)  ex-officio  member,  Shreve 
port;  C.  Grenes  Cole,  M.  D.  (Sec.-Treas.  LSMS)  ex-officio 
member,  New  Orleans;  A.  A.  Herold,  M.  D.,  Shreveport; 
C.  M.  Horton,  M.  D.,  Franklin. 

HOSPITALS 

Felix  A.  Planche,  M.  D.,  Chairman;  Edmond  Mickal, 
M.  D. ; both  of  New  Orleans;  S.  E.  Ellender,  M.  D., 
Houma;  Webb  McGehee,  M.  D. ; G.  W.  Peek,  M.  D. ; both 
of  Baton  Rouge;  K.  B.  Jones,  M.  I).,  Shreveport;  S.  J. 
Rozas,  M.  D.,  Opelousas. 

INDUSTRIAL  HEALTH 

•T.  E.  Knighton,  M.  D.,  Chairman,  Shreveport;  Joseph 
Sabatier,  M.  D.,  Myron  Walker,  M.  D. ; both  of  Baton 
Rouge;  Carroll  F.  Gelbke,  M.  D.,  Gretna;  J.  Morgan 
Lyons,  M.  D.,  New  Orleans. 

LECTURES  FOR  COLORED  PHYSICIANS 
M.  L.  Michel,  Jr.,  M.  D.,  Chairman.  New  Orleans;  Jared 
Y.  Garber,  M.  D.,  Lake  Charles;  Luke  Marcello,  M.  !>., 
DeRidder. 

LIAISON  WITH  LOUISIANA  STATE  NURSES' 
ASSOCIATION 

Rodney  G.  Masterson,  M.  D.,  Chairman,  Alexandria; 
E.  L.  Leckert,  M.  D.,  Percy  Phillips,  M.  D. ; both  of  New 
Orleans;  John  R.  Powers,  M.  D.,  Baton  Rouge;  It.  M. 
Simonton,  M.  D.,  Monroe. 

LIAISON  COMMITTEE  — PUBLIC  POLICY  & 
LEGISLATION  AND  CONGRESSIONAL 
COMMITTEES 

II.  W.  Richmond,  M.  D..  Oakdale;  E.  L.  Zander,  M.  D., 
New  Orleans. 

LOUISIANA  ORGANIZATIONS  FOR  STATE 
LEGISLATION 

M.  E.  Ivopfler,  M.  D.,  Chairman;  Gordon  W.  Peek,  M.  I>.. 
Vice  Chairman;  Wiley  A.  Dial,  M.  D. ; all  of  Baton  Rouge ; 
M.  C.  Wiginton,  M.  D.,  Hammond;  Leo  J.  Kerne,  M.  D., 
Thibodaux;  B.  E.  Trichel,  M.  D.,  Shreveport  ; J.  F.  Glad- 
ney, M.  D.,  Homer:  E.  L.  Carroll,  M.  D.,  Columbia;  II,  W. 
Richmond,  M.  D..  Oakdale;  J.  T.  Willis,  M.  D.,  Alexan 
dria  ; Rafael  C.  Sanchez,  M.  I>. ; C.  Grenes  Cole,  M.  D. ; both 
of  New  Orleans. 

MEDIATION 

C,  J.  Brown,  M.  D.,  Chairman;  Morell  W.  Miller,  M.  D.. 
II.  T.  Beacham,  M.  D. ; all  of  New  Orleans;  M.  E.  Kopfler, 
M.  D.,  Baton  Rouge. 

MEDICAL  AND  HOSPITAL  SERVICES  IN  RE 
INSURANCE  CONTRACTS 

O.  B.  Owens,  M.  D..  Chairman,  Alexandria;  Albert  J. 
Ochsner  II,  M.  D.,  Alexandria;  Rhett  McMahon,  M.  D., 


Baton  Rouge;  Jerome  J.  Romagosa,  M.  D.,  Lafayette; 
Paul  D.  Abramson,  M.  D.  (Pres.  LSMS),  Shreveport; 
Ralph  M.  Hartwell,  M.  D. ; P.  II.  Jones,  M.  D. ; C.  Grenes 
Cole,  M.  D.  (Sec.-Treas.  LSMS)  ; all  of  New  Orleans. 
MEDICAL  INDIGENCY 

H.  II.  Hardy,  Jr.,  M.  D.,  Chairman,  Alexandria;  Paul 
M.  Jackson,  M.  D.,  Clinton;  Marion  LeDoux,  M I).,  P.  M. 
Tiller,  M.  D. ; both  of  New  Orleans. 

MENTA L HEA LTH 

Gene  Usdin,  M.  D.,  Chairman;  F.  W.  Brewer,  M.  D. ; 
both  of  New  Orleans;  D.  II.  Duncan,  M.  D.,  Shreveport. 
NATIONAL  EMERGENCY  MEDICAL  SERVICE 
(CIVIL  DEFENSE) 

Moss  M.  Baunerman,  M.  D.,  Chairman;  Charles  Mosely, 
M.  D. ; both  of  Baton  Rouge;  Henson  S.  Coon.  M.  D.,  Mon- 
roe; W.  A.  Ellender,  M.  D.,  Houma;  J.  A.  Hendrick,  Jr., 
M.  1).,  Shreveport;  Charles  B.  Odom,  M.  I).,  E.  J.  Joubert, 
Jr.,  M.  D. ; both  of  New  Orleans;  S.  F.  Fraser,  M.  D., 
Many;  E.  P.  Breaux,  M.  D.,  Lafayette;  F.  C.  Shiite,  Jr., 
M.  D.,  Opelousas;  H.  H.  Hardy,  Jr.,  M.  D.,  Alexandria. 
NEUROPSYCHIATRIC  SERVICE  AT 
CHARITY  HOSPITALS 

Edmond  Connely,  M.  D.,  Chairman;  P.  H.  Jones,  M.  D., 
both  of  New  Orleans;  E.  M.  Robards,  M.  I).,  Jackson; 
Arthur  L.  Seale,  M.  I>.,  Pineville. 

NOMINATIONS  (COMMITTEES  TO  BE  ELECTED  AT 
1957  ANNUAL  MEETING) 

E.  L.  Leckert,  M.  D.,  Chairman,  New  Orleans;  C.  M. 
Horton,  M.  D.,  Franklin;  Ralph  H.  Riggs,  M.  D.,  Shreve- 
port. 

PUBLIC  HEALTH  OF  THE  STATE  OF  LOUISIANA 
B.  J.  DeLaureal,  M.  D.,  Chairman ; W.  P.  Gardiner, 
M.  D. ; both  of  New  Orleans;  E.  C.  Faulk,  M.  D.,  Rayne; 
B.  E.  Spencer,  M.  D.,  Sterlington ; Reed  A.  Fontenot, 
M.  D.,  Ville  Platte;  Fred  Mayer,  M.  D.,  Opelousas;  G. 
Vasquez,  M.  D.,  Lake  Charles;  James  Welch,  M.  D.,  Alex- 
andria. 

RURAL  AND  URBAN  HEALTH 
J.  P.  Saunders,  M.  D.,  Chairman,  Shreveport ; D.  B. 
Barber,  M.  D.,  Alexandria ; V.  Blandino,  M.  D.,  New  Or- 
leans; E.  L.  Carroll,  M.  D.,  Columbia;  Guy  Jones,  M.  D., 
Lockport ; B.  M.  Woodard,  M.  D.,  Lake  Charles;  M.  C. 
Wiginton,  M.  D.,  Hammond. 

STATE  HOSPITAL  POLICIES 
George  Wright,  M.  D.,  Chairman,  Monroe;  W.  E.  Barker, 
Jr.,  M.  D.,  Plaquemine;  T.  A.  Kimbrough,  M.  D.,  Lafay- 
ette; P.  H.  Jones,  M.  D.,  Charles  B.  Odom,  M.  I).,  Edwin 

L.  Zander,  M.  D. ; all  of  New  Orleans;  B.  E.  Trichel,  M.  D., 
Shreveport. 

WOMAN'S  AUXILIARY  (ADVISORY  COMMITTEE) 
Walter  Moss,  M.  D.,  Chairman,  Lake  Charles;  W.  A.  K. 
Seale,  M.  D.,  Sulphur;  E.  L.  Zander,  M.  D.,  C.  Grenes  Cole, 

M.  D. ; both  of  New  Orleans;  Paul  I>.  Abramson,  M.  D. 
(Pres  LSMS)  ex-officio,  Shreveport. 

CHAIRMEN  OF  SCIENTIFIC  SECTIONS 
1957  ANNUAL  MEETING 

ALLERGY 

Dr.  Vincent  Derbes,  New  Orleans 

BACTERIOLOGY  & PATHOLOGY 
Dr.  S.  D.  Cummins,  Shreveport 
CHEST 

Dr.  L.  H.  Strug,  New  Orleans 

DERMATOLOGY 
Dr.  J.  D.  Yomnan,  Jr.,  Shreveport 
DIABETES 

Dr.  A.  A.  Herold,  Sr.,  Shreveport 

EAR.  NOSE  & THROAT 
Dr.  Jack  Pou,  Shreveport 

EYE 

Dr.  L.  F.  Gray,  Shreveport 

GASTROENTEROLOG Y 
Dr.  Donovan  C.  Browne,  New  Orleans 
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GENERAL  PRACTICE 
Dr.  J.  C.  Sanders,  Shreveport 

GYNECOLOGY 

Dr.  C.  H.  Tyrone,  New  Orleans 
HEART 

Dr.  G.  E.  Burch,  Jr.,  New  Orleans 
MEDICINE 

Dr.  Edgar  Hull,  New  Orleans 

NEUROPSYCHIATRY 
Dr.  Gene  Usdin,  New  Orleans 

OBSTETRICS 

Dr.  M.  A.  Schudmak,  Baton  Rouge 


ORTHOPEDICS 

Dr.  Rufus  H.  Alldredge,  New  Orleans 
PEDIATRICS 

Dr.  Conway  Magee,  Lake  Charles 

PUBLIC  HEALTH 
Dr.  R.  L.  Simmons,  New  Orleans 

RADIOLOGY 
Dr.  George  Woolhandler,  Shreveport 
SURGERY 

Dr.  C.  E.  Boyd,  Shreveport 

UROLOGY 

Dr.  Eugene  C.  St.  Martin,  Shreveport 


Society 

0 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 

Date 

Place 

Calcasieu 

Fourth  Tuesday  every  other  month 

Lake  Charles 

East  Baton  Rouge 

Second  Tuesday  of  every  month 

Baton  Rouge 

Morehouse 

Third  Thursday  of  every  month 

Bastrop 

Natchitoches 

Second  Tuesday  of  every  month 

Orleans 

Second  Monday  of  every  month 

New  Orleans 

Ouachita 

First  Thursday  of  every  month 

Monroe 

Rapides 

First  Monday  of  every  month 

Alexandria 

Sabine 

First  Wednesday  of  every  month 

Tangipahoa 

Second  and  fourth  Thursdays 

of  every  month 

Independence 

Second  District 

Third  Thursday  of  every  month 

Shreveport 

First  Tuesday  of  every  month 

Shreveport 

Vernon 

First  Thursday  of  every  month 

THE  NEW  ORLEANS  GRADUATE 
MEDICAL  ASSEMBLY 

The  twentieth  annual  meeting  of  The  New  Or- 
leans Graduate  Medical  Assembly  will  be  held 
March  11,  12,  13  and  14,  headquarters  at  the 
Municipal  Auditorium. 

Eighteen  outstanding  guest  speakers  will  par- 
ticipate and  their  presentations  will  be  of  inter- 
est to  both  specialists  and  general  practitioners. 
The  program  will  include  fifty-four  informative 
discussions  on  many  topics  of  current  medical 
interest,  in  addition  to  clinicopathologic  confer- 
ences, symposia,  scientific  exhibits,  medical  mo- 
tion pictures,  round-table  luncheons  and  technical 
exhibits. 

The  Assembly  has  planned  another  interesting 
postclinical  tour  to  follow  the  1957  meeting  in 
New  Orleans.  On  Saturday,  March  16,  a party 
composed  of  doctors  and  their  families,  will  leave 
from  New  York  for  the  Mediterranean  and 
Europe  via  plane.  The  itinerary  includes  France, 
Greece,  Turkey,  Egypt,  Jerusalem,  Lebanon, 
Syria  and  Italy.  Arrangements  have  been  made 
for  medical  programs  in  the  places  visited.  The 
official  tour  terminates  in  Rome  on  Friday,  April 
12,  but  arrangements  may  be  made  for  indepen- 
dent travel  to  any  points  in  Europe  desired,  with 
return  to  the  United  States  by  air  or  steamer. 

Details  of  the  New  Orleans  meeting  and  the 


postclinical  tour  are  available  at  the  office  of  the 
Assembly,  Room  103,  1430  Tulane  Avenue,  New 
Orleans  12,  Louisiana. 


HEART-LUNG  MACHINE  USED 
SUCCESSFULLY  AT  CHARITY  HOSPITAL 

The  heart-lung  machine  was  used  successfully 
at  Charity  Hospital  in  New  Orleans  on  August  31 
in  what  was  probably  its  first  use  on  a human  in 
the  state. 

The  patient,  a 22-year-old  male,  was  stabbed 
in  the  left  anterior  chest  on  July  31,  1956.  He 
was  brought  to  the  hospital  in  shock  and  an  emer- 
gency thoracotomy  was  performed  with  suture  of 
a perforating  wound  of  the  left  upper  lobe  and  a 
penetrating  wound  of  the  outflow  tract  of  the 
right  ventricle.  In  the  early  postoperative  period 
a harsh  systolic  murmur  was  noted  for  the  first 
time,  and  subsequent  cardiac  catheterization  con- 
firmed the  clinical  impression  of  a ventricular 
septal  defect,  probably  acquired  as  a result  of 
the  stab  wound.  Because  of  the  early  untoward 
effects  of  the  left  to  right  shunt,  operative  closure 
of  the  defect  was  advised.  Utilizing  a bubble- 
type  oxygenator,  complete  cardiac  bypass  was 
achieved  and  a repair  of  the  defect  carried  out 
under  direct  vision. 

The  operation  was  performed  by  a team  of 
surgeons  from  the  department  of  surgery  in  the 
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Tulane  University  School  of  Medicine,  assisted 
by  physicians  from  the  school’s  department  of 
medicine. 

The  patient’s  condition  following  the  operation 
was  described  by  the  head  operating  surgeon  as 
“excellent”  and  the  patient’s  recovery  to  date 
has  been  uneventful. 

This  case  represents  an  unusual  type  of  septal 
defect  with  respect  to  etiology  as  opposed  to  the 
large  variety  of  defects  of  congenital  origin,  many 
of  which  are  successfully  being  repaired  utilizing 
similar  techniques. 


REVISED  LIST  OF  A.M.A.  FILMS  AVAILABLE 

A revised  list  of  films  available  through  the 
A.M.A.  motion  picture  library  has  been  prepared 
and  copies  are  available  upon  request  from  Motion 
Pictures  and  Medical  Television  of  the  American 
Medical  Association.  This  catalog  lists  89  medical 
films  suitable  for  showing  to  medical  societies, 
hospital  staff  meetings  and  other  scientific  groups. 
The  catalog  also  includes  45  health  films  of  in- 
terest to  physicians  who  may  be  called  upon  to 
speak  before  lay  audiences  such  as  service  or- 
ganizations, Parent-Teachers’  Associations,  etc. 


AMERICAN  RHINOLOGIC  SOCIETY 

Dr.  Ralph  H.  Riggs  of  Shreveport  and  Dr.  H. 
Ashton  Thomas  of  New  Orleans  were  presented 
the  Golden  Head  Mirror  Honor  Award  of  the 
American  Rhinologic  Society  “for  meritorious 
sharing  in  the  service  of  rhinology”  at  the  second 
annual  banquet  of  the  American  Rhinologic  So- 
ciety, Chicago,  October  13,  1956. 

The  society  held  its  second  annual  meeting 
October  9-13.  About  100  specialists  from  all 
parts  of  the  country  witnessed  demonstrations  of 
the  latest  techniques  in  nose  surgery  presented  at 
the  Illinois  Masonic  Hospital. 

Dr.  Riggs  participated  in  the  workshop  demon- 
strations and  as  president  of  the  society  presided 
over  the  annual  meeting  and  annual  dinner.  He 
was  elected  to  the  board  of  directors  upon  his  re- 
tirement as  president,  January  1,  1957. 


CARE  OF  ARMY  MILITARY 
PERSONNEL  AWOL 

In  a number  of  cases  physicians  and  hospitals 
have  accepted  for  emergency  treatment  mem- 
bers of  the  Army  who  were  in  a status  of 
absent  without  official  leave  (AWOL).  Upon 
subsequent  submission  of  vouchers  for  payment, 
the  physician  or  hospital  has  had  to  be  in- 
formed that  current  regulations  preclude  the 
payment  from  public  funds  for  medical  treat- 
ment rendered  military  personnel  in  such  a 
status. 

In  an  effort  to  inform  interested  persons  of 
the  means  whereby  payment  may  be  authorized 
for  emergency  treatment  of  a person  who  is 
first  seen  in  an  AWOL  status,  it  is  believed 


that  the  proper  procedure  should  be  publicized 
through  state  journals. 

Upon  the  acceptance  by  a hospital  or  physi- 
cian of  a member  of  the  Army,  immediate  re- 
port should  be  made  to  the  Army  commander 
of  the  Area  in  which  the  civilian  medical  care 
is  required,  the  chief  of  the  military  district  of 
the  area,  the  nearest  Army  post  commander  or 
the  individual’s  commanding  officer,  giving  the 
individual’s  name,  serial  number,  organization, 
military  address,  status,  nature  of  illness  or 
injury  and  statement  of  the  practicability  of 
transfer  of  the  patient  to  an  Army  or  other 
governmental  hospital.  This  procedure  should 
be  accomplished  whether  the  person  is  absent 
with  or  without  official  leave  in  order  that  his 
parent  organization  may  be  informed  of  his  con- 
tinued absence  by  reason  of  illness  or  injury. 
A similar  report  should  be  rendered  if  for  any 
reason  an  unconscious  patient  is  believed  to  be 
a member  of  the  Army.  On  receipt  of  an  ac- 
knowledgement from  military  authorities  au- 
thorizing the  civilian  hospital  or  doctor  to  treat 
the  case,  the  charges  for  medical  cai’e  furnished 
AWOL  personnel  subsequent  to  receipt  of  the 
authorization  may  be  paid.  These  statements 
apply  to  practically  every  situation  except  when 
unauthorized  medical  care  is  furnished  for  a 
condition  that  is  not  an  emergency. 

Statements  of  account  for  payment  may  be 
forwarded  to  the  individual’s  commanding  offi- 
cer, or  The  Surgeon,  Fourth  Army,  Fort  Sam 
Houston,  Texas,  who  will  transmit  them  to  their 
proper  destination. 

CARDIAC  ARREST  SURVIVAL 
CHANCES  INCREASING 

Patients  with  sudden  unexplained  heart  stop- 
page during  surgery  have  a better  chance  of  re- 
covery now  than  they  did  five  years  ago,  due  to 
increasing  use  of  new  emergency  techniques. 

Drs.  Bernard  D.  Briggs,  David  B.  Sheldon  and 
Henry  K.  Beecher,  Boston,  said  that  cardiac  ar- 
rest is  the  major  single  cause  of  operating  room 
deaths.  Its  occurrence  has  increased,  but  the 
chances  of  survival  have  also  increased,  because 
of  immediate  diagnosis  and  treatment. 

The  rise  in  the  number  of  cases  is  due  to  the 
current  awareness  of  the  problem  which  leads  to 
more  frequent  diagnosis,  and  to  the  larger  num- 
ber of  operations  performed  on  aged  or  very  ill 
patients,  they  said  in  the  April  28  Journal  of  the 
American  Medical  Association. 

Treatment  of  cardiac  arrest  during  surgery 
consists  of  prompt  opening  of  the  chest  wall  fol- 
lowed by  hand  massage  of  the  heart,  artificial 
respiration  with  oxygen,  and  use  of  drugs,  they 
said. 

The  physicians  made  a study  of  all  cardiac  ar- 
rest cases  at  Massachusetts  General  Hospital, 
Boston,  from  1925  to  1954.  There  was  a steady 
decrease  in  the  rate  of  cardiac  arrest  for  the  first 
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20  years  of  the  period,  followed  by  a marked  in- 
crease in  the  last  decade,  particularly  in  the  last 
five  years,  they  said. 


MEDICAL  MALPRACTICE  INSURANCE  i 

The  Malpractice  Insurance  and  Defense  Board 
of  the  Medical  Society  of  the  State  of  New  York 
calls  attention  to  the  very  excellent  article,  “What 
Price  Medical  Malpractice  Insurance?,”  which 
appeared  recently  in  California  Medicine.1 2  Its 
author,  Dr.  Joseph  Sadusk,  Jr.,  is  chairman  of 
the  Medical  Review  and  Advisory  Board  of  the 
California  Medical  Association,  which  has  been 
established  as  a committee  of  the  California  Medi- 
cal Association  “to  make  studies  and  recommen- 
dations toward  solution  of  the  growing  problems 
of  professional  liability  insurance  and  malpractice 
actions  in  California.” 

The  problem  is  with  us  whether  we  like  it  or  not. 
It  cannot  be  ignored  or  wished  away.  But  it  can 
be  studied  intelligently  with  the  purpose  of  de- 
veloping all  the  facts  first  and  then  endeavoring 
to  arrive  at  sound  conclusions  from  them. 

As  California  Medicine  says,  editorially,  “The 
medical  profession  . . . cannot  withdraw  from 
the  problem  of  professional  liability.  Physicians 
will  have  to  continue  to  live  with  it.  Medical  mal- 
practice is  therefore  a problem  of  medicine.  It 
is  not  something  the  profession  can  leave  to  the 
insurance  companies.  It  demands  the  interest 
and  cooperation  of  every  physician.  It  demands 
the  study  and  effective,  intelligent  action  of 
every  medical  organization,” 

1 Editorial:  New  York  State  Journal  of  Medi- 
cine, Vol.  56,  No.  10:  1580  May  15,  1956. 

2 California  Med.  83:389  (Nov.)  1955. 


CHEMICAL  TREATMENT  OVERCOMES 
PARKINSONISM  SYMPTOMS 

A new  proceduce  of  injecting  chemicals  into 
one  part  of  the  brain  has  been  successful  in  re- 
storing some  “shaking  palsy”  victims  to  more 
normal  life,  three  New  York  neurosurgeons  re- 
ported recently. 

The  new  method,  called  chemopallidectomy, 
was  used  on  125  Parkinsonism  patients,  with  good 
results  in  70  per  cent  of  the  cases,  Drs.  Irving  S. 
Cooper,  Nicholas  Poloukhine  and  Aldo  Morello 
said  in  the  April  28  Journal  of  the  American 
Medical  Association. 

The  procedure  relieves  the  uncontrollable 
tremor  and  muscle  rigidity  of  Parkinson’s  disease 
(also  called  “shaking  palsy”)  and  related  dis- 
orders without  impairing  the  ability  to  move. 
Some  patients,  who  had  been  completely  or  near- 
ly helpless,  could  walk,  care  for  themselves,  and 
even  work  after  treatment. 

Chemopallidectomy  consists  of  destroying  a 
region  in  the  globus  pallidus,  which  lies  in  front 
of  the  thalamus.  When  the  globus  pallidus  is 
diseased,  it  contributes  actively  to  the  develop- 


ment of  tremor  and  rigidity.  Procaine,  injected 
into  the  area  through  a tube  inserted  into  the 
brain,  immediately  relieves  tremor  and  rigidity 
in  the  limbs.  Later,  alcohol  is  injected  into  the 
globus  pallidus  to  complete  the  operation. 

Of  the  first  50  patients  undergoing  chemo- 
pallidectomy one  and  a half  to  two  and  a half 
years  ago,  65  per  cent  had  good  lasting  results. 
Four  procedures  were  unsuccessful,  with  two  re- 
sulting in  death. 


MYOCARDIAL  INFARCTION  RISES 
AMONG  WOMEN 

The  rate  of  myocardial  infarction,  a type  of 
heart  disease,  rose  sharply  among  women  about 
1940,  according  to  a study  of  autopsies  per- 
formed over  a 45-year  period  in  a large  Mid- 
western hospital. 

From  1910  to  1939  twice  as  many  men  as 
women  had  myocardial  infarction,  but  from  1940 
to  1954  the  number  was  almost  the  same — 1.1 
men  to  1 woman,  the  autopsy  reports  of  Barnes 
General  Hospital,  St.  Louis,  showed. 

If  the  ratio  has  actually  changed  in  the  general 
population  since  1940  as  it  has  in  the  Barnes 
Hospital  autopsy  series,  it  is  “of  profound  sig- 
nificance,” Drs.  Kyu  Taik  Lee  and  Wilbur  A. 
Thomas  said  in  the  April  Archives  of  Internal 
Medicine,  published  by  the  American  Medical 
Association. 

It  has  been  widely  believed  that  myocardial 
infarction,  a condition  in  which  heart  muscle  cells 
become  deadened,  occurs  much  more  frequently 
among  men  than  women.  The  St.  Louis  figures 
contrast  sharply  with  ratios  such  as  3 to  1 or  7 
to  1 reported  in  other  studies  based  on  diagnostic 
information,  they  said.  Even  in  Barnes  General 
Hospital,  the  ratio  was  2.4  men  to  1 woman 
among  patients  diagnosed  on  admission  to  the 
hospital. 


FURTHER  REASON  FOR  THOROUGH 
COOKING  OF  PORK  GIVEN 

Findings  of  a recent  study  by  two  Yale  Uni- 
versity investigators  have  given  further  reason 
for  making  sure  that  pork  is  well  cooked. 

The  study  gave  evidence  that  another  dis- 
ease, besides  trichinosis,  may  be  acquired  by  eat- 
ing undercooked  pork.  The  disease,  toxoplas- 
mosis, resembles  pneumonia  in  its  symptoms. 

It  was  studied  by  David  Weinmann,  M.  D.,  and 
Anne  H.  Chandler,  M.  T.,  New  Haven,  Conn. 
Their  report  appears  in  the  May  19  Journal  of 
the  American  Medical  Association. 

The  researchers  did  not  prove  that  eating 
undercooked  pork  is  the  only  way  of  transmitting 
the  Toxoplasma,  but  they  felt  that  they  had  ac- 
cumulated “very  suggestive”  evidence  incriminat- 
ing it  as  one  transmitting  agent. 

The  disease,  caused  by  the  protozoan  Toxo- 
plasma, is  now  “extremely  common,”  they  said, 
although  10  years  ago  it  was  considered  to  be 
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rare.  In  fact,  in  some  parts  of  the  country  from 
30  to  70  per  cent  of  the  population  in  the  40  to 
60  age  group  is  infected,  they  said.  Normally 
the  disease  is  not  severe  and  only  acute  cases 
receive  much  attention. 


ABSORBABLE  SPONGE 

The  United  States  Patient  Office  has  issued 
a patent  on  an  artificial  sponge,  having  the  gen- 
eral characteristics  of  a conventional  sponge,  but 
which  is  absorbable  and  readily  assimilable  by 
living  animal  bodies. 

The  patent,  No.  2,731,015,  was  assigned  to  the 
Commonwealth  Engineering  Co.  of  Ohio,  Dayton, 
Ohio,  a firm  which  has  been  a leader  in  the  de- 
velopment of  uses  for  dextran,  the  basic  material 
of  the  new  sponge. 

“The  very  act  of  removing  a conventional 
sponge  from  the  body  (during  surgery)  often 
initiates  hemorrhaging,”  the  patent  states.  “On 
the  other  hand,  real  damage  results  if  the  non- 
absorbable materials  are  not  removed. 

“One  object  of  this  invention  is  to  eliminate 
these  and  other  problems  by  providing  a new 
porous  or  sponge-like  material  . . . which  is  ab- 


sorbable and  readily  assimilated  by  the  human 
body  without  harmful  effects  so  that  if  it  is 
placed  in  an  incision,  for  example,  the  latter  may 
be  closed  without  removal  of  the  porous  ma- 
terial.” 


STUTTERING  CALLED  PERSONALITY 
DEFECT 

Stuttering  is  a personality  defect  rather  than 
a speech  defect,  and  treatment  must  be  aimed 
at  the  underlying  emotional  difficulties,  reports 
a New  York  psychiatrist. 

In  a signed  editorial  in  the  April  28  Journal 
of  the  American  Medical  Association,  Dr.  Smiley 
Blanton  of  the  Amei'ican  Foundation  of  Religion 
and  Psychiatry  said  there  are  three  functions  of 
speech:  expressing  emotions,  adjusting  to  other 
people,  and  expressing  ideas. 

Stuttering  is  a blocking  of  a person’s  ability 
to  adjust  to  other  people,  arising  from  anxiety 
in  meeting  various  social  situations.  Stutterers 
usually  can  talk  to  themselves,  to  animals,  and 
often  to  people  with  whom  they  are  friendly,  but 
not  in  situations  where  fear  and  anxiety  are 
aroused,  he  said. 
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WOMAN'S  AUXILIARY  TO  THE  LOUISIANA  STATE  MEDICAL  SOCIETY 


WOMAN’S  AUXILIARY  TO  THE  SOUTHERN 
MEDICAL  ASSOCIATION 

The  annual  meeting  of  the  Woman’s  Auxili- 
ary to  the  Southern  Medical  Association  will  be 
held  concurrently  with  the  Southern  Medical 
Association  convention  at  the  Mayflower  Hotel 
in  Washington,  D.  C.,  November  12-15,  1956. 

The  program  includes  the  usual  business  ses- 
sions and  the  special  activities,  which  speak 
eloquently  of  Southern  hospitality,  include  a 
tea,  a Doctor’s  Day  Awards  Luncheon  and  tours 
of  Washington,  Woodlawn  and  Mt.  Vernon. 

The  Southern  Auxiliary  originated  in  New 
Orleans,  La.,  in  1923.  Three  members  of  the 
Woman’s  Auxiliary  to  the  Louisiana  State  Medi- 
cal Society  have  been  president  of  Southern : 
Mrs.  Arthur  A.  Herold,  Mrs.  Wiley  R.  Buffing- 
ton, and  Mrs.  George  A.  Feldner.  All  three  of 
these  members  are  tireless  and  ardent  workers 
in  the  medical  auxiliaries.  Mrs.  Feldner  de- 
signed the  plaque  which  was  presented  by  the 
past  presidents,  the  president  and  the  president- 
elect of  the  Auxiliary  to  the  Southern  Medical 
Association  for  their  headquarters  in  Chatta- 
nooga, Tenn.,  on  Oct.  2,  1956,  for  their  Golden 
Anniversary  Celebration.  In  addition,  Southern 
further  has  honored  one  of  our  members  by  in- 
viting Mrs.  Edwin  R.  Guidry,  Southern  Coun- 
cilor for  La.,  to  give  the  response  to  the  wel- 
come at  the  convention  in  Washington. 

All  of  us  who  attended  the  State  Convention 
in  Alexandria  remember  Mrs.  John  H.  O’Connell, 
president,  Woman’s  Auxiliary  to  the  Southern 


Medical  Association,  who  reported  on  the  ac- 
tivities of  Southern.  Mrs.  O.  W.  Robinson, 
president-elect,  will  be  remembered  by  many  of 
us  when  she  attended  the  Graduate  Medical 
Assembly  in  New  Orleans  last  March.  A success- 
ful meeting  is  the  result  of  careful  and  thought- 
ful planning  and  with  Mrs.  O’Connell  and  Mrs. 
Robinson  in  charge  those  attending  will  reap 
the  benefits  of  an  entertaining  convention. 

Mildred  G.  Carter,  Chairman 

Press  and  Publicity 


ORLEANS  PARISH 

The  Woman’s  Auxiliary  to  the  Orleans  Parish 
Medical  Society  held  its  first  meeting  of  the  fall 
season  October  10,  at  2:30  p.  m.  at  the  Orleans 
Club.  Mrs.  Brunswick  Deutsch  gave  a dramatic 
reading. 

Receiving  were  Mi-s.  Abe  Golden,  president  of 
the  Auxiliary  and  the  guests  of  honor,  Mrs. 
W.  A.  K.  Seale,  president  of  the  Louisiana  State 
Medical  Auxiliary,  and  the  past  presidents  of 
the  Woman’s  Auxiliary  to  the  Orleans  Parish 
Medical  Society:  Mms.  S.  M.  Blackshear,  Isidore 
Cohn,  W.  Rogers  Brewster,  Jules  Myron  David- 
son, Aynaud  F.  Hebert,  Paul  G.  Lacroix,  John 
S.  Dunn,  H.  Theodore  Simon,  Carrol  F.  Gelbke, 
Joseph  D’Antoni,  Anees  Mogabgab,  Boni  J. 
deLaureal,  John  T.  Sanders,  Louis  Leggio, 
Edwin  R.  Guidry,  Spencer  B.  McNair,  and 
Robert  Rougelot. 

Alternating  at  the  tea  and  coffee  services 
were  Mms.  S.  M.  Blackshear,  Isidore  Cohn,  W. 
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Rogers  Brewster  and  Jules  Myron  Davidson. 

Hostesses  for  the  event  were  Mms.  Lucien 
Alexander,  Branch  Aymond,  Emile  A.  Bertucci, 
Sr.,  Richard  L.  Buck,  John  W.  Bick,  Jr.,  David 
Bradley,  Janies  Treadway,  Fred  0.  Brumfield, 
O.  R.  Depp,  E.  H.  Countiss,  John  C.  Dubret, 
Fiank  L.  Faust,  T.  C.  Sherwood,  and  Gilbert 
Tomskey. 

At  the  meeting  it  was  announced  that  one  of 
the  Auxiliary’s  goals  for  the  year  is  the  spon- 
soring of  another  nurse  through  nursing  school. 

Mrs.  Rufus  Alldredge  and  Mrs.  A.  0.  Gold- 
smith, Membership  Chairmen,  have  added  51 
new  members  to  the  Auxiliary’s  membership  list. 
They  made  a plea  to  the  membership  to  invite 
former  members  to  once  again  become  active,  and 
to  interest  potential  new  members  to  join.  Con- 
tact Mrs.  Alldredge  (Tw  5-5353)  or  Mrs.  Gold- 
smith (Un  6-8741)  for  membership  invitations. 


Mrs.  Jacques  Magne,  Tuberculosis  Chairman, 
(Un  6-4609)  asked  for  volunteers  on  Mondays 
to  help  with  the  Tuberculosis  Seal  Drive. 

Kits  for  the  Essay  Contest  have  been  dis- 
tributed to  schools  throughout  the  city  by  Mrs. 
Frank  Oser,  Jr.  and  Mrs.  James  L.  Treadway, 
Essay  Contest  Chairmen.  They  hope  that  with 
a choice  of  subjects  (in  the  past  there  has  only 
been  one)  even  more  schools  and  students  will 
take  an  active  part.  The  themes  this  year  will 
be  “The  Advantages  of  Private  Medical  Care” 
and  “The  Advantages  of  the  American  Free 
Enterprise  System”. 

The  Auxiliary’s  next  meeting  will  be  held  on 
Nov.  14. 

Beryl  Kelleher  (Mrs.  Robert  C.) 

Publicity  Chairman 

Un  6-6982 
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BOOK  REVIEWS 


Basic  Surgical  Skills.  A Manual  with  Appropriate 

Exercises;  by  Robert  Tauber,  M.  D.,  F.  A.  C.  S., 

Philadelphia,  Pa.,  W.  B.  Saunders  Company, 

1955,  Pp.  75,  Price  $3.75. 

Dr.  Tauber  has  attempted  to  provide  a manual 
to  instruct  the  novice  in  surgery  in  the  basic  knots 
and  sutures  that  are  the  “ABC’s”  of  surgical  tech- 
nique. He  also  has  designed  a simple  training 
board  on  which  these  knots  and  ligatures  can  be 
practiced.  Unfoi'tunately,  the  most  difficult  way 
to  learn  knot-tying  and  suturing  is  through  the  aid 
of  a manual.  Many  manuals  have  been  designed, 
and  I find  that  I,  for  one,  usually  get  hopelessly 
lost  in  attempting  to  follow  the  diagrams  about 
one-third  of  the  way  through  the  procedure.  Con- 
sequently, my  feeling  is  that  the  student  can  learn 
knot-tying  with  a much  more  economical  expense 
of  time  by  securing  the  instruction  of  one  of  his 
teachers  for  a few  minutes  rather  than  by  trying 
to  figure  it  out  with  a manual.  One  point  of  in- 
terest that  might  be  mentioned  here,  is  that  the 
author  recommends  the  use  of  a knot-holder  in- 
strument for  tying  square  knots  under  tension. 
My  feeling  is  that  if  the  tension  on  a suture  is 
such  that  it  cannot  be  tied  with  ordinary  technique, 
that  it  will  not  be  very  long  before  the  suture  will 
cut  through  the  tissue  or  break  under  the  strain 
and,  accordingly,  repair  should  be  designed  in  some 
other  fashion. 

The  instructions  and  demonstrations  of  the  va- 
rious basic  sutures  are  more  clear  and  perhaps 
this  is  the  most  useful  part  of  this  manual.  I think 
that  it  would  be  of  considerable  value  if  the  author 
had  indicated  where  such  sutures  were  used  and 
for  what  purpose. 


Another  criticism  that  I have  of  this  manual  is 
that  the  author  has  devoted  almost  one-quarter  of 
the  book  to  certain  techniques  that  he  finds  useful 
in  gynecological  surgery.  These  techniques  relate 
to  massive  ligation  of  tissue  in  order  to  acquire 
hemostasis,  whic  I feel  should  be  resorted  to  only 
under  exceptional  circumstances  rather  than  as  a 
“basic  surgical  skill.” 

I think,  also,  that  there  are  some  obvious  de- 
ficiencies in  description  of  suturing  techniques  and 
ligatures  that  have  been  neglected  in  this  manual, 
for  example,  some  of  the  suturing  techniques  em- 
ployed in  repair  of  tendons.  In  addition,  certain 
basic  techniques  which  are  frequently  employed  in 
orthopedic  or  plastic  surgery  are  not  included. 

In  view  of  the  criticisms  mentioned  above,  I 
would  hesitate  to  recommend  the  purchase  of  this 
manual  to  medical  students  or  junior  house  of- 
ficers. 

Edward  T.  Krementz,  M.  D. 


PUBLICATIONS  RECEIVED 

Philosophical  Library,  N.  Y. : Dictionary  of 

Poisons,  by  Ibert  Mellan  and  Eleanor  Mellan. 

W.  B.  Saunders  Co.,  Phila. : Roentgen  Signs  in 
Clinical  Diagnosis,  by  Isadore  Meschan,  M.  D., 
with  the  assistance  of  R.  M.  F.  Farrer — Meschan, 
M.  B.,  B.  S. ; Dermatology,  by  Donald  M.  Pills- 
bury,  M.  D.,  Walter  B.  Shelley,  M.  D.,  and  Albert 
M.  Kligman,  M.  D. 

Charles  C Thomas,  Publisher,  Springfield,  111.: 
Etiologic  Factors  in  Renal  Lithiasis,  compiled  and 
edited  by  Arthur  J.  Butt,  M.  D.;  Urology  and 
Industry,  by  Leonard  Paul  Wershub,  M.  D. 
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NEW  AND  IMPORTANT 


ROLICTON* 


(BRAND  OF  AMINOISOMETRADINE) 

Simple 
b.i.d.  Dosage 
for  Positive 
Diuresis 

THIS  newest  product  of  Searle  Re- 
search is  the  only  continuously  effec- 
tive oral  diuretic  that  avoids  all  these 
disadvantages : 

. . . Significant  side  effects 
. . . Complicated  dosage  schedules 
. . . Electrolyte  disturbance 
. . . Acid-base  imbalance 
. . . Fastness 

. . . Known  contraindications 


THE  GLOMERULAR  FILTERING  SYSTEM 

Configuration  of  the  renal  glomerulus 
as  revealed  by  the  electron  microscope. 

(illustration  by  Hans  Elias) 

ROLICTON  has  been  found  effective 
as  an  agent  to  eliminate,  or  greatly 
reduce  the  frequency  of,  mercurial  in- 
jections. 

dosage  IS  simple.  One  tablet  b.i.d.  is 
usually  adequate,  following  adminis- 
tration of  four  tablets  the  first  day. 
G.  D.  Searle  & Co.,  Chicago  80, 
Illinois.  Research  in  the  Service  of 
Medicine. 


♦Trademark  of  G.  D.  Searle  & Co. 


ACHROMYCIN 

Tetracycline  Lederle 
for  prophylaxis  and  treatment  of 

obstetric  infections 

Posner  and  his  colleagues'  have  reported  on 
the  use  of  tetracycline  (Achromycin)  in  96 
cases  of  obstetric  complications,  including 
unsterile  delivery,  premature  rupture  of  the 
membranes,  endometritis,  parametritis,  and 
other  conditions.  They  conclude  that  this 
antibiotic  is  ideally  suited  for  these  uses. 

Other  investigators  have  shown  Achromycin 
to  be  equally  useful  in  surgery  and  gynecology 
and  virtually  every  other  held  of  medicine. 
This  outstanding  antibiotic  is  effective  against 
a wide  variety  of  infections.  It  diffuses  and 
penetrates  rapidly  to  provide  prompt  control 
of  infection.  Side  effects,  if  any,  are  negligible. 

Every  gram  of  Achromycin  is  made  in 
Lederle’s  own  laboratories  and  offered  only 
under  the  Lederle  label — your  assurance  of 
quality.  It  is  available  in  a complete  line  of 
dosage  forms,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vita- 
mins. Attacks  the  infection,  bolsters  the 
patient’s  natural  defenses,  thereby  speeds 
recovery.  Especially  useful  in  severe  or  pro- 
longed illness.  Stress  formula  as  suggested  by 
the  National  Research  Council. 

SF  Capsules,  250  mg. 

SF  Oral  Suspension,  125  mg.  per  tea- 
spoonful (5  cc.) 


For  more  rapid  and  complete  absorp- 
tion. Offered  only  by  Lederle  I 


filled  sealed  capsules 


•Posner,  A.  C.,  et  al.;  Further  Observations  on  the  Use  of  Tetra- 
cycline Hydrochloride  in  Prophylaxis  and  Treatment  of  Obstetric 
Infections,  Antibiotics  Annual  1954-55,  pp.  594-598. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 

• 

REG.  U.S.  PAT.  OFF. 


PHOTO  DATA:  SPEED  GRAPHIC  CAMERA, 
F.  16,  l/50  SEC.,  ROYAL  PAN  FILM 
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HERE’S  WHY  SO  MANY  DOCTORS 
NOW  SMOKE  AND  RECOMMEND 


Viceroy 


Microscopic  analysis 
shows  the 
Viceroy  tip  has  . . . 


Brand  ( 


Viceroy 


r/js/vf/fA/y'  • A 

/r/tT£#S  / 


Twice  as  Many  Filters 

AS  THE  OTHER  TWO  LARGEST-SELLING  FILTER  BRANDS 

For  the  Smoothest  Taste  in  Smoking! 


COMPARE! 


HOW  MANY  FILTERS  IN  YOUR  FILTER  TIP? 

(REMEMBER-THE  MORE  FILTERS  THE  SMOOTHER  THE  TASTE') 


Biand 


B 


Viceroy 

filter  cjip 

CIGARETTES 


VICEROY'S  EXCLUSIVE  FILTER  IS  MADE  FROM  PURE  CELLULOSE-SOFT.  SNOW-WHITE.  NATURAL! 


KING-SIZE 
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a new  maximum 

in  therapeutic 
effectiveness 

a new  maximum 
in  protection 
against 
resistance 

ei  new  maximum 
in  safety  and 
toleration 


multi-spectrum 
synergistically 
strengthened . . . 
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a new  certainty 

in  antibiotic  therapy, 
particularly  for 
the  90%  of  patients 
treated  at  home 
and  in  the  office 


Superior  control  of  infectious  dis- 
eases through  superior  control  of 
the  changing  microbial  population 
is  now  available  in  a new  formu- 
lation of  tetracycline,  outstanding 
broad-spectrum  antibiotic,  with 
oleandomycin,  Pfizer-discovered 
new  antimicrobial  agent  which 
controls  resistant  strains.  The  syn- 
ergistic combination  now  brings  to 
antibiotic  therapy:  (1)  a new  fuller 
antimicrobial  spectrum  which  in- 
cludes even  "resistant"  staphylo- 
cocci; (2)  new  superior  protection 
against  emergence  of  new  resist- 
ant strains;  (3)  new  superior  safety 
and  toleration.  •!«»«•■*«« 


Pfizer 


24 


ADVERTISEMENT  DEPARTMENT 


superior  control 
of  infectious  disease  through 
superior  control  of  the 
changing  microbial  population 


A synergistically  strengthened  multi-spectrum  antibiotic 


Sigmamycin  is  a new  antibiotic  formula- 
tion providing : (1)  the  unsurpassed  broad- 
spectrum  activity  of  tetracycline,  the 
outstanding  broad-spectrum  antibiotic 
discovered  and  identified  by  Pfizer;  (2)  the 
action  of  oleandomycin,  the  new  antimi- 
crobial agent  which  combats  those  strains, 
particularly  among  staphylococci,  now  re- 
sistant to  tetracycline  and  other  antibiotics. 

Sigmamycin  embodies  a new  concept  in 
the  use  of  antibiotics,  for  with  this  new 
synergistically  active  preparation,  the 
development  of  refractory  pathogens  and 
their  emergence  as  important  sources  of 
superinfection  are  more  fully  controlled. 


New  superior  safety  and  toleration  — 

Sigmamycin  brings  to  antibiotic  therapy 
new  superior  safety,  new  unexcelled  tol- 
eration because:  (1)  tetracycline,  an  out- 
standingly well-tolerated  antibiotic,  is 
formulated  with  oleandomycin,  also 
known  to  be  remarkably  free  of  adverse 
reactions;  (2)  the  synergism  between 
oleandomycin  and  tetracycline  enhances 
antimicrobial  potency. 

Dosage:  1 to  2 capsules  q.i.d. 

Supplied:  Capsules,  250  mg.  (oleandomy- 
cin 83  mg.,  tetracycline  167  mg.)  Bottles 
of  16  and  100. 

•trademark 


Pfizer  Laboratories,  Division,  C has.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


Upjohn 


Rheumatoid  arthritis, 

rheumatic  fever, 
intractable  asthma, 
allergies . . . 


Supplied: 

5 mg.  tablets  in  bottles  of  50 
10  mg.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  500 


•REGISTERED  TRADEMARK  FOR  THE  UPJOHN 
BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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your  heart 
failure  patients 
should  be  guarded 
against  detrimental 
seesaw  diuresis 


PATIENTS  IN  FAILURE  NEED  AN  ORGANOMERCURIAL 

Limiting  dosage  to  once  daily  to  avoid  refractoriness,  or  omitting  alternate  days  to 
circumvent  gastrointestinal  irritation  — necessary  with  some  diuretics  — results  in  a 
seesaw  of  diuresis  with  fluid  reaccumulation  and  recurrent  strain  on  the  already 
failing  heart. 

With  the  organomercurials,  dosage  is  individualized  and  administered  as  needed, 
to  produce  sustained,  dependable  diuresis. 

TABLET 

NEOHYDRIN 

BRAND  OF  CHLORMERODRIN  (18.3  mg.  of  3-chloromercuri-2-methoxy  propylurea 
EQUIVALENT  TO  10  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 

a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

- BRAND  OF  MERALLURIDE  INJECTION 


LAKESIDE 


02556 
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^ more  effective 

in  clinically 
1 important  infection 

I 

than  any  other 
antibiotic 
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FOR  MOST  INFECTIONS 


THE  ANTIBIOTIC  PRODUCT 
MOST  LIKELY  TO  BE  EFFECTIVE 


COMPARE  THESE  ADVANTAGES: 

1.  Proved  effectiveness  in  the  largest  num- 
ber of  clinically  important  infections  in- 
cluding those  caused  by  antibiotic-resistant 
staphylococci  and  proteus. 

2.  Therapeutic,  bactericidal  blood  levels  are 
promptly  achieved. 

3.  Exceptionally  well  tolerated;  patient  sen- 
sitivity reactions  are  rare  at  recommended 
dosage. 

4.  No  yeast  or  fungal  super-infections  nor 
any  antibiotic-induced  enteritis,  vaginitis  or 
proctitis  have  been  reported  following 
Cathocillin. 

5.  No  problems  of  cross-resistance  have  been 
encountered  with  Cathocillin. 

6.  The  normal  intestinal  flora  is  not  dis- 
turbed by  Cathocillin. 

DOSAGE:  for  adults — two  capsules  q.i.d.;  for  children 
under  too  tbs. — dosage  in  proportion  to  weight  {e.g.  one 
capsule  q.i.d.  for  a child  weighing  jo  lbs.). 


CONSIDER  CATHOCILLIN  FIRST 

— for  these  clinically  important  infec- 
tions: tonsillitis;  pharyngitis;  pneumonia; 
otitis  media;  cervical  lymphadenitis; 
streptococcal  sore  throat;  infected  tooth 
sockets;  Vincent’s  infection;  acne  and 
^superficial  skin  infections;  impetigo; 
boils,  furuncles  and  carbuncles;  lung  ab- 
scess; bronchitis;  mastitis;  osteomyelitis; 
wound  infections;  postoperative  wound 
infections  and  infected  lacerations;  sta- 
phylococcal enteritis, staphylococcal  diar- 
rhea of  the  newborn;  peritonitis  (caused 
by  susceptible  organisms);  pelvic  in- 
flammatory disease;  gonorrhea;  gono- 
coccal arthritis;  urethritis;  scarlet  fever; 
erysipelas. 

SUPPLIED:  Blue  and  white  capsules  of  ‘Cathocillin’ 
— each  containing  125  mg.  of  ‘Cathomycin’  (as 
Sodium  Novobiocin,  Merck)  and  75  mg.  (125,000 
Units)  Potassium  Penicillin  C;  bottles  oj  16. 


In  one  prescription  the  one  antibiotic  product  most  likely  to  be  effective 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  A CO..  INC..  PHILADELPHIA  1.  PA. 
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We  will  be  pleased  to  send  samples  on  request. 


The  Best  Tasting 
Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable 
down  to  the  last  tablet. 


25tf  Bottle  of  48  tablets  (l1^  grs.  each). 


to  quiet  the  cough 

and  calm  the  patient  . . . 


PHENERGAN 


EXPECTORANT 


Prometha 


Expectorant  with  Codeine 


Plain  (without  Codeine) 


Philadelphia  1,  Pa. 


2/22/56  I 
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"clinical  response 
good  or  excellent ” 

In  one  recent  study,  1 8 patients  with  acute  follicular  tonsillitis  and  septic  sore  throat, 
were  given  erythromycin.  Infecting  organism  was  Str.  pyogenes.  The  investigator 
stated,  "/n  oil  18,  the  clinical  response  could  be  regarded  as  either  good 
or  excellent."' 

This,  of  course,  is  only  one  of  many  reports  showing  the  effectiveness  of 
Erythrocin  against  coccic  infections.  You'll  get  the  same  good  results 
(nearly  100%  in  common,  bacterial  respiratory  infections)  when  your 
prescription  reads  Filmtab  Erythrocin  Stearate. 


"toxicity  lower 
in  erythromycin-treated 
patients” 

After  a study  of  208  patients  treated  with  erythromycin  (78),  procaine 
penicillin  (78)  and  a placebo  (52),  the  investigator  stated:  ".  . . the  incidence  of 
toxicity  (compared  to  procaine  penicillin)  was  significantly  lower  in  the 
erythromycin-treated  patients."' 

Actually,  Erythrocin  stands  on  a remarkable  record  of  safety.  After  four  years, 
there's  not  a single  report  of  a severe  or  fatal  reaction  attributable  to 
erythromycin.  Also,  allergic  reactions  rarely  occur.  Filmtab  Erythrocin  Stearate 
(100  and  250  mg.),  is  available  in  bottles  of  25  and  100,  at  all  pharmacies. 

(l&fWtt 

lB  Filmtab — Film  sealed  tablets,  Abbott;  pat. 
applied  for. 

l.Herrell,  W.  E.(  Erythromycin,  Antibiotics 
Monographs,  No.  1 , p.  29,  New  York,  Med- 
ical Encyclopedia,  Inc.,  1955. 

Idem  p.  30. 


filmtab* 


«11?43 


(Erythromycin  Stearate,  Abbott) 


STEARATE 
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wine  in  Anorexia? 


It  has  been  popularly  held  that  various  types  of  alcoholic  beverage  are  appe.tite  stimulants, 

but  objective  laboratory  investigations  have  clearly  shown  that  alcohol  itself,  under  controlled  conditions, 

acts  as  a depressant  to  appetite.1-2 


Wine,  however,  the  classic  beverage  of  moderation,  used  as  an  aperitif,  has  been  found  to 
exert  a profound  stimulating  effect  on  appetite  and  on  the  ability  of 
both  normal  and  anorexic  patients  to  detect  faint  odors.3 
Goetzl  and  his  co-workers  have  attributed  this  effect  to  such  wine 
components  as  tannic  acid,  tartaric  acid  and  acetic  acid.4- 5 

In  actual  clinical  trials,  Goetzl  has  reported  the  successful  use 
of  dry  wrines  in  increasing  not  merely  the  appetite,  but  also  the 
food  intake  of  patients  suffering  from  anorexia.  In  one  study 
on  the  appetite-stimulating  action  of  wine,  the  average 
daily  caloric  intake  in  a substantial  group  of  anorexic  patients 
was  increased  from  an  average  of  773  to  1228  calories.6 

The  above  excerpts  are  taken  from  the  brochure  "Uses  of 
Wine  in  Medical  Practice”  which  describes  the  results 
of  recent  laboratory  and  clinical  research  on  the  medical 
attributes  of  wine.  Herein  are  reported  the  latest 
findings  on  the  value  of  wine  as  a stimulant  to  flagging 
appetite,  as  an  aid  to  digestion,  as  a vasodilator, 
as  a daytime  and  night-time  sedative. 

A copy  of  the  brochure  is  available  to  you — at  no 
expense — by  writing  to:  Wine  Advisory  Board, 

717  Market  Street,  San  Francisco,  California. 


1.  Margulies,  N.R.;  Irvin,  D.L.,  and  Goetzl.  F.R.:  Permanente  Found. 
M.  Bull.  8:1  (Jan.)  1950. 

2.  Irvin,  D.L.;  Ahokas,  A.J.,  and  Goetzl,  F.R.:  Permanente  Found. 

M.  Bull.  8:97  (Oct.)  1950. 

3.  Goetzl,  F.R.:  Permanente  Found.  M.  Bull.  8:72  (April)  1950. 

4.  Irvin,  D.L.,  and  Goetzl,  F.R.:  Permanente  Found.  M.  Bull.  9:119 
(Oct.)  1951. 

5.  Irvin,  D.L.;  Durra,  A.,  and  Goetzl,  F.R.:  Am.  J.  Digest.  Dis.  20:17 
(Jan.)  1953. 

6.  Goetzl,  F.R.:  A Note  on  the  Possible  Usefulness  of  Wine  in  the 
Management  of  Anorexia,  unpublished. 
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Bulk  makes  the 
“Regularity  Diet  work! 

Rough  or  gentle,  bulk  for  the  ordinary  "regularity” 
diet  comes  from  the  cellulose  of  foods  plus  a liberal  fluid 
intake.  Where  roughage  is  needed,  foods  may  be  eaten 
raw  or  cooked.  In  the  bland  diet,  fruits  can  be  stewed 
and  vegetables  pureed. 

These  are  for  bulk — 

Fruits  and  vegetables  are  high  in  cellulose.  And  fruits  like 
oranges  and  apples,  root  vegetables  like  beets  and  carrots 
also  provide  pectin  which  absorbs  even  more  fluid  to  form 
especially  smooth,  soothing  bulk. 

Whole  grains — and  the  flour  or  meal  made  from  them — 
not  only  contain  cellulose,  but  provide  Vitamin  B complex 
as  well. 

And  lots  of  liquid  to  make  the  cellulose  bulky — about  8 
to  10  glasses  a day.  Not  all  of  that  has  to  be  water — in  fact, 
some  of  it  might  be  beer.* 

Team  them  up  for  appetite  appeal — 

Boiled  beets  take  on  new  interest  when  they’re  served  in  a 
sauce  of  orange  juice  combined  with  a little  sugar,  cornstarch, 
and  butter. 

Apples  team  nicely  with  dates.  Serve  them  diced  with 
mayonnaise  for  salad.  Or  for  dessert,  stuff  cored  apples  with 
dates  and  bake  in  orange  juice. 

Currants,  raisins,  or  fresh  cranberries  make  a tasty  surprise 
in  oatmeal  muffins. 

When  your  patient  learns  that  these  bulk-producing 
foods  can  be  made  appetizing,  he’s  likely  to  make  them 
a part  of  his  regular  diet  and  in  doing  so  help  prevent 
recurrence  of  his  condition. 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 

*An  8-oz.  glass  of  beer  supplies  about  % the  minimum  doily  requirement  of  Niacin 
as  well  as  smaller  amounts  of  other  B Complex  vitamins.  (Average  of  American  beers) 


If  you'd  like  reprints  of  12  special  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 
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Sturdy  growth  of  the  infant  and  resistance  to  disease 
depend  largely  on  nutritional  status. 

Undernourished  or  premature  infants  can  be  advanced 
toward  optimal  resistance  by  properly  improved  nutri- 
tion. Lowered  resistance  of  a healthy-appearing  infant 
not  infrequently  is  due  to  subclinical  deficiencies;  such 
an  infant,  too,  needs  a complete  formula. 


The  completeness  of  Pelargon’s  formula — mildly  acidi- 
fied with  lactic  acid — requires  no  supplementation  and 
assures  optimal  nutrition  for  normal  infants,  those  with 
digestive  difficulties,  and  premature  or  marasmic  infants. 


NESTLE-4  time-honored  name  in  the. 

field  of  infant  nutrition 


No  other  infant  formula  offers 
more  authoritative  formulation, 
better  digestibility  or  greater  pro- 
phylactic nutrition  than  Pelargon. 


THE  NESTLE  COMPANY,  INC. 

Professional  Products  Division 
White  Plains,  New  York 


ADVERTISEMENT  DEPARTMENT 


37 


Meal  Planning 

for  the 

■ AB  ET*  C 


Newest  Knox  Brochure 
Aids  Dietary  Management  of  Diabetics 


31  «» 


Exchange  Lv. 
Knox  recipes 


Although  more  than  50%  of  diabetics  can  be  man- 
aged with  proper  diet,  continued  success  is  de- 
pendent upon  proper  motivation  of  patients. 
Determination  to  abide  by  dietary  restrictions  is 
also  important  for  the  diabetic  being  managed 
with  insulin. 

The  new  Knox  booklet  “New  Variety  in  Meal 
Planning”  has  been  prepared  to  help  the  physician 
enlist  the  patient’s  enthusiasm  for  dietary  meas- 
ures and  to  help  maintain  this  enthusiasm.  It 
explains  the  importance  of  diet  to  the  diabetic, 
shows  him  how  to  use  the  newest  dietary  advance 
— Food  Exchange  Lists1 — and  then  describes  how 
to  provide  tasty  variety  with  14  pages  of  tested, 
diabetic  recipes. 

“New  Variety  in  Meal  Planning”  makes  no 
attempt  to  prescribe  a system  of  treatment.  It  shows 
how  the  recipes  described  may  be  used  to  good 


advantage  in  practically  any  system  of  diabetic 
management.  If  you  would  like  a supply  for  your 
practice,  use  coupon  below. 

1 . Developed  by  the  U.  S.  Public  Health  Service  assisted  by  committees  of  The 
American  Diabetic  Association,  Inc.  and  The  American  Dietetic  Association, 

Knox  Gelatine  Company 
Professional  Service  Department  SJ-20 
Johnstown,  N.  Y. 

Please  send  me copies  of  the  new  Knox 

diabetic  brochure  describing  the  use  of  Food 
Exchange  Lists. 

YOUR  NAME  AND  ADDRESS 
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BUTAZOLIDIN 

(phenylbutazone  geigy) 

potent,  specific 
anti-arthritic 

Based  on  an  impressive  background  of  achievement  attained 
over  a period  of  four  years  involving  both  long-term  and 
short-term  therapy  in  all  the  major  forms  of  arthritis, 

Butazolidin  is  recognized  as  one  of  the  most  effective 
anti-arthritic  agents  currently  available. 

relieves  pain 
improves  function 
resolves  inflammation 

Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar 
with  its  use  are  urged  to  send  for  literature  before  prescribing  it. 

GEIGY 

yiflW  GEIGY  PHARMACEUTICALS,  Division  of  Geigy  Chemical  Corporation.  New  York  13,  N . Y. 


7 2 3 5* 
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in  respiratory  allergies 


all  the  benefits  of  the  “predni- steroids” 
plus  positive  antacid  action 
to  minimize  gastric  distress 


ROUTINELY  ACHIEVED  WITH 


Clinical  evidence12  3 indicates  that 
to  augment  the  therapeutic  advan- 
tages of  prednisone  and  predniso- 
lone, antacids  should  be  routinely 
co-administered  to  minimize  gas- 
tric distress. 

References:  1.  Boland,  E.  W.,  J A M. A. 
160:613  (February  25)  1956.  2.  Margolis, 
H.  M.  et  al.,  J.A.M.A  158:454  (June  11) 
1955.  3.  Bollet,  A.  J.  et  al.,  J.A.M.A. 
158:459  (June  11)  1955. 


Multiple 

Compressed 

Tablets 


(Prednisone  Buffered) 


CoHydeltra 


2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
50  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  ft  CO..  INC 
PHILADELPHIA  I.  PA. 


'CO-DELTRA'  and  'CO-HYDELTRA'  are  trademarks  of  Merck  & Co..  Inc. 
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anxiety  is  part  of  every  illness 


In  physical  sickness 


In  anxiety  . . . 


anxiety 


Supplied : Tablets,  400  mg., 
bottles  of  50. 

Usual  Dose-  1 tablet,  t.1.4 


meprobamate 

(2-methyl-2-n-propyl-l, 3-propanediol  dicarbamate) 
Licensed  under  U.S. Patent  No.  2,724,720 


r 

Philadelphia  1,  Pa.  anti-anxiety  factor  with  muscle-relaxing  action 


...IN  URINARY  COMPLAINTS 

Sterilizes  urine  in  1 to  3 days 
Relieves  burning  in  minutes 
■)f  Effective  in  93-98%  of  cases  0 '"t 


The  original  Azo-Sulfa  Formula*  . Antibacterial  • Analgesic 

LOCALIZED  MUCOSAL  ANALGESIA 

Phenylazo-diamino-pyridine  HCI— acts  solely  on  the  urogenital  mucosa;  pro- 
vides prompt  relief  from  burning,  pain  and  frequency. 

LOCALIZED  ANTIBACTERIAL  ACTIVITY 

Sulfacetamide— eliminates  mixed  infections  rapidly  because  of  its  unusual 
solubility  in  acid  urine  common  to  bacterial  invasion  of  the  urinary  tract.  No 
renal  damage,  concretions  or  anuria. 


.and  when  Spasmolysis  is  essential 


Antibacterial  • Analgesic  • Antispasmodic 

-the  dual  activity  of  SULFID  with  the  well-known  antispasmodic  effect  of 
natural  belladonna  alkaloids. 

Introduced — July,  1954 


COLUMBUS’  PHARMACAL  COMPANY  columbus  is.  Ohio 
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grow  morel 


Cherry  flavor.  Can  be  mixed  with  milk, 
milk  formula,  or  other  liquid.  In  15 
cc.  polyethylene  dropper  bottle. 


Dosage:  0.5  to  1 cc.  (10-20  drops) 
daily.  Each  cc.  (20  drops)  contains: 


1-Lysine  HCI 300  mg. 

Vitamin  B12 25  mcgm. 

Thiamine  HCI  (Bi) 10  mg. 

Pyridoxine  HCI  (B8) 5 mg. 

Alcohol 1 % 


imJU 


to  help  children  eat  more. 


Incremin  combines  the  amino  acid 
lysine  with  vitamins  Bi,  B6  and  B12— 
essential  nutrients  that  stimulate  appetite, 
and  promote  more  efficient  utilization 
of  protein.  For  children  who  are  problem 
eaters,  for  the  underweight,  for  the  generally 
below-normal  child— Incremin 
will  usually  produce  a remarkable 
and  prompt  improvement! 


Lysine-Vitamin  Drops 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 

%EQ.  U.S.  PAT.  OFF. 
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Meat... 

Good  Nutrition  and 

Endocrine  Functioning 

Maintenance  of  homeostasis  attuned  to  health  de- 
volves upon  good  nutrition  and  normal  functioning  of  the  enzyme 
and  endocrine  systems. 1,2,3  Conversely,  by  impairing  vital  activities 
of  the  endocrines,  poor  nutrition  can  seriously  disturb  production  of 
hormones  needed  to  regulate  metabolic  processes. 

Intense  and  prolonged  deficiency  in  essential  nutrients  and  food 
energy  depresses  pituitary,  gonadal,  and  other  endocrine  activity, 
leading  to  subnormal  physiologic  states.  Clinical  studies  exposing 
male  volunteer  subjects  to  a semistarvation  diet  produced  symptoms 
resembling  those  of  various  endocrine  dysfunctions.4  Since  the  pitui- 
tary and  other  hormones  are  protein  in  nature,  it  appears  logical  to 
assume  that  protein  nutrition  plays  an  important  part  in  their 
synthesis.5 

Meat,  by  supplying  valuable  amounts  of  high  quality  protein, 
B vitamins,  essential  minerals,  and  fat  containing  unsaturated  fatty 
acids,  contributes  importantly  to  any  role  that  good  nutrition  may 
play  in  the  maintenance  of  the  endocrines,  their  functioning,  and 
the  production  of  hormones. 

1.  Ralli,  E.  P.,  and  Dumm,  M.  E.:  The  Hormonal  Control  of  Metabolism,  in 
Wohl,  M.  G.:  Modern  Nutrition  in  Health  and  Disease,  Philadelphia,  Lea 
and  Febiger,  1955,  pp.  57-74. 

2.  McHenry,  E.  W.:  Nutrition  and  Endocrine  Function,  Borden’s  Review  of 
Nutrition  Research,  76:17  (Mar.-Apr.)  1955. 

3.  Ershoff,  B.  H.:  Conditioning  Factors  in  Nutritional  Disease,  Physiol.  Rev. 

25:107  (Jan.)  1948. 

4.  Keys,  A.;  Brozek,  J.;  Henschel,  A.;  Mickelsen,  O.,  and  Taylor,  H.  L.:  The 
Biology  of  Human  Starvation,  Minneapolis,  University  of  Minnesota  Press, 

1950. 

5.  Samuels,  L.  T.:  Progress  in  Clinical  Endocrinology,  New  York,  Grune  and 
Stratton,  1950,  p.  509. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago  . . . Members  Throughout  the  United  States 
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nostyri 

2-ethylcrotonylurea,  Ames 


the  power  of  gentleness 
for  relief  of  daily  tensions 


• moderates  anxiety  and  tension 

• avoids  depression,  drowsiness,  motor  incoordination 

different! 


• Nostyn  is  a new  drug,  a calmative 

— not  a hypnotic-sedative 

— unrelated  to  any  available  chemopsychotherapeutic  agent 

• no  evidence  of  cumulation  or  habituation 

• does  not  cause  diarrhea  or  gastric  hyperacidity 

• unusually  wide  margin  of  safety  — no  significant  side  effects 
dosage:  150-300  mg.  three  or  four  times  daily. 

supplied:  300  mg.  scored  tablets,  bottles  of  48. 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 


17656 
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MONODRAI>"  MEBARAL 


ANTICHOLINERGIC  • SEDATIVE 

in  peptic  ulcer  management 

• relieves  pain  promptly  • promotes  healing 

• reduces  tension  safely  • maintains  anacidity  for  hours 

• tranquilizes  without  dulling  • controls  hyperactivity  of 

• well  tolerated  upper  gastro-intestinal  tract 

Monodr al  with  Mebaral — the  “psycho vis- 
ceral stabilizer” — provides  for  patients  with  ulcer 
and  gastro-intestinal  spasm  an  effective  barrier 
against  the  impact  of  environmental  stimuli  . . . 
controls  gastric  hypersecretion  and  hypermotility 
for  three  and  one  half  to  five  hours.* 

each  tablet  contains:  dosage:  1 or  2 tablets  three  or 

Monodral  bromide 5 mg-  four  times  daily. 

Mebaral 32  mg.  Available  on  prescription  only. 

Bottles  of  100  tablets. 

Laboratories  New  York  18,  N.  Y. 

Monodral  (brand  of  penthienate)  and  Mebaral  (brand  of  raephobarbital),  trade* 
marks  reg.  U.  S.  Pat.  Off. 

* References  and  clinical  trial  supplies  available  on  request. 


ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 

MARCH  5,  6,  7 AND  8,  1957 
PALMER  HOUSE,  CHICAGO 

Daily  Half-Hour  Lectures  by  Outstanding  Teachers  and  Speakers  on 
subjects  of  interest  to  both  general  practitioner  and  specialist 

Panels  on  Timely  Topics  Daily  Teaching  Demonstrations 

Medical  Color  Telecasts 

Scientific  Exhibits  worthy  of  real  study  and  helpful  and  time-saving 
Technical  Exhibits 

The  Chicago  Medical  Society  Annual  Clinical  Conference  should  be  a 
MUST  on  the  calendar  of  every  physician.  Plan  now  to  attend  and  make 
your  reservation  at  the  Palmer  House. 
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clinical  evidence1, ^indicates  that  to  augment  the 
therapeutic  advantages  of  the  “predni- steroids’ ‘ 
antacids  should  be  routinely  co-administered 
to  minimize  gastric  distress 


in  rheumatoid  arthritis 


ROUTINE 

CO-ADMIN  I STR  A TION 
MEANS 


Multiple 

Compressed 

Tablets 


CoHydeltra 


All  the  benefits  of  the 
“predni-steroids”  plus 
positive  antacid  action  to 
minimize  gastric  distress. 

References:  1.  Boland,  E.  W., 

J.A.M.A.  160:613  (February 
25)  1956.  2.  Margolis,  H.  M. 
et  al,  J.A.M.A.  158:454  (June 
11)  1955.  3.  Bollet,  A.  J.  el  al., 

J.A.M.A.  158:459  (June  11) 

1955. 

'CO-DELTRA'  and  ‘CO-HYDELTRA’  are  trademarks  of  Merck  &.  Co..  INC. 


2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
50  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel. 


CoDeltra 

(Prednisone  Buffered) 

MERCK  SHARP  6c  DOHME 

DIVISION  OF  MERCK  & CO..  INC. 
PHILADELPHIA  I.  PA 
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KARO®  SYRUP  . . . meets  the  need  lor  a 


highly  potent  source  of  infant  carbohydrate 


The  need  for  carbohydrate,  particu- 
larly during  the  rapid  growth  period 
of  early  infancy,  is  well  recognized. 
One  highly  effective  means  of  assuring 
adequate  carbohydrate  is  by  the 
addition  of  Karo  syrup  to  the  milk 
formula. 

Karo — a balanced  mixture  of  dex- 
trins,  maltose  and  dextrose — enables 
the  feeding  of  larger  amounts  of  total 
carbohydrate  than  is  possible  with  a 
single  sugar  such  as  lactose  or  sucrose. 
Karo  is  double  rich  in  calories  and, 
more  importantly,  it  is  easily  digested, 
completely  utilized  and  well-tolerated ; 
even  by  prematures  and  newborns. 


From  the  standpoint  of  the  phy- 
sician, Karo  permits  easy  adjustment 
of  formula  and  safe  transition  from 
liquid  to  solid  food.  Mothers  appreciate 
the  ease  of  making  formulas  with  Karo, 
plus  its  ready  availability  and  econo- 
my. Light  or  dark  Karo  syrup  may 
be  used  interchangeably  since  each 
yields  120  calories  per  ounce  (2  table- 
spoons). 


1906  • 50th  ANNIVERSARY  *1956 
CORN  PRODUCTS  REFINING  COMPANY 

17  Bottery  Place,  New  York  4,  N.  Y. 


Hypertensive  symptoms  relieved 

in  96%  of  patients 

''Comparison  of  pentolinium  [Ansolysen]  with  other  preparations  in  25  patients  with 
severe  essential  hypertension,  for  whom  all  other  methods  of  management  had  failed, 
showed  that  pentolinium  is  the  most  effective  of  available  agents  in  reducing  danger- 
ously high  blood  pressure  to  the  desired  levels,  and  in  modifying  some  of  the  complica- 
tions of  hypertension,  as  cardiac  decompensation,  cardiomegaly  and  retinopathy. . . . 


"In  96  per  cent  (24  patients)  clinical  symptoms  were  relieved  and  the  blood  pressure 
maintained  at  comfortable  levels. . . .”l 


ANSOLYSEN 

TARTRATE  Pentolinium  Tartrate 

Lowers  Blood  Pressure 


® 

Philadelphia  1,  Pa. 


Ataraxoid  is  a unique,  new  combination  of  Sterane  and 
Atarax,  which  now  permits  simultaneous  symptomatic 
control  and  reduction  of  attendant  anxiety  and  apprehension 
in  rheumatoid  arthritis  and  other  indications. 


The  added  tranquilizer  control,  desirably  easing  mental  stress, 
also  directly  assists  clinical  progress.  It  minimizes  the 
chance  of  exacerbation  related  to  emotional  strain  and 
facilitates  patient  confidence  and  cooperation  in  the 
therapeutic  program  toward  maximum  rehabilitation. 


Ataraxoid  exerts  the  anti-rheumatic,  anti- 
inflammatory activity  of  Sterane  distinctly  superior 
to  previous  steroids,  effective  in  radically  reduced 
dosage,  and  with  minimal  disturbance  of  electrolyte 
and  fluid  metabolism. 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  New  York 


The  ataractic  effect  is  a 
central  neuro-relaxing 
action  — the  result  of 
a marked  cerebral  speci- 
ficity — free  of  mental 
fogging  and  devoid  of  any 
major  complications: 
no  liver,  blood  or  brain 
damage.  This  peace- 
of-mind  component  is 
also  used  in  the  lowest 
dosage  range. 


Supplied : Each  green,  scored, 
Ataraxoid  oral  tablet 
contains  5 mg.  prednisolone 
(Sterane)  and  10  mg. 
hydroxyzine  hydrochloride 
(Atarax).  Bottles  of  30 
and  100. 


k 


prednisolone  and  hydroxyzine 


combining  the  newest,  safest  ■ the  newest,  most  effective 
tranquilizer,  ATARAX®  ' steroid,  STERANE® 

(prednisolone) 

controls 
the  symptoms  and  the 
apprehension 

• -v-,  / , 

V?;}  »?  u i * W - £ ; ' v it  m,  ?•  . 1 i 

In  Rheumatoid  Arthritis, 
other  collagen  diseases, 
bronchial  asthma  and 
inflammatory  dermatoses 


■ 
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GRADATIONS  OF  ANALGESIA 


‘TABLOID’  ‘EMPIRIN’  COMPOUND® 

Acetophenetidin  gr.  2Vz,  Acetylsalicylic 
Acid  gr.  3V2,  Caffeine  gr.  Vz 


^‘TABLOID’  ‘EMPIRIN’  COMPOUND 
with  CODEINE  PHOSPHATE  gr.  No.  1 (n) 


‘TABLOID’  ‘EMPIRIN’  COMPOUND 

with  CODEINE  PHOSPHATE  gr.  !4,  No.  2 <n> 


‘TABLOID’  ‘EMPIRIN’  COMPOUND 

with  CODEINE  PHOSPHATE  gr.  '/a,  No.  3 (n> 


‘TABLOID’  ‘EMPIRIN’  COMPOUND 

with  CODEINE  PHOSPHATE  gr.  1,  No.  4 <n> 

(N)  subject  to  Federal  Narcotic  Law 


BURROUGHS  WELLCOME  & CO.  IU.  S.  A.)  INC. 
Tuckahoe,  N.  Y. 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREMARINI 

widely  used 
natural , oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y'  • Montreal,  Canada 
5645 
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POSTGRADUATE  COURSES-1956-1957 

INFECTIOUS  DISEASES  IN  PEDIATRICS 
Dr.  Ralph  V.  Platou,  Chairman 
February  4-9,  1957 

A distinguished  guest  speaker.  Dr.  AA.  H.  D.  Smith,  and 
the  availability  of  a fine  selection  of  clinical  material 
insure  the  success  of  this  program  for  pediatricians. 
In  addition  to  formal  lectures  informal  discussions  of 
cases  and  panels  on  particular  subjects  each  afternoon 
will  be  emphasized.  Ample  opportunity  will  be  avail- 
able for  questions. 

SURGERY  OF  THE  HAND 
Dr.  Jack  K.  Wickstrom  and 
Dr.  Daniel  C.  Riordan,  Chairmen 
March  21  -23,  1957 

This  timely  course  covering  all  aspects  of  surgery  of 
the  hand  is  presented  again  by  popular  demand. 
Initial  discussions  of  fundamental  anatomy  and  func- 
tion will  be  followed  by  sessions  on  the  management 
of  acute  trauma  and  surgical  diseases  of  the  hand. 
All  phases  of  reconstruction  of  skin,  nerve,  bone  and 
tendon  will  be  covered  by  movies,  colored  slides  and 
patient  demonstrations. 

For  additional  information  write: 

Director  of  Graduate  Medicine 
Tulane  University  School  of  Medicine 
1430  Tulane  Avenue 
New  Orleans  12,  Louisiana 


“Patients  without  primary 
renal  disease,  but  with 
albuminuria  and  high 
nonprotein  nitrogen 
due  to  congestive 
circulatory  changes, 
can  be  adequately 
and  safely  treated 
with  Neohydrin  for 
long  periods  of  time."* 

*Griffith,  G.  C.;  Dimitroff,  S.  P.,  and  Thorner,  AA.  C.: 
Ann.  Int.  Med.  45:7,  1956. 


GRADATIONS  OF  ANALGESIA 


with  light  sedation 


EMPIRAL  c 


Phenobarbital  gr.  Va 
Acetophenetidin  gr.  2Vz 
Acetylsalicylic  Acid  gr.  3'/2 


‘CODEMPIRAL’®  No.  2(N) 

Codeine  Phosphate  gr.  Va 
Phenobarbital  gr.  Va 
Acetophenetidin  gr.  2Vz 
Acetylsalicylic  Acid  gr.  3*/2 


‘CODEMPIRAL’®  No.  3,N) 

Codeine  Phosphate  gr.  Vz 
Phenobarbital  gr.  Va 
Acetophenetidin  gr.  21/2 
Acetylsalicylic  Acid  gr.  3!/2 

(N)  subject  to  Federal  Narcotic  Law 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.  Y. 
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For  Pain-Fre* 

of  everydo 


In  “Rheumatism” 


Niultip 


combine : 

THE  PROPER  FORMULA 
PROPERLY  FORMULATED 


PREDNISOLONE  {1  mg 

+ 

ASPIRIN  (0.3  Gm.) 

+ 

ASCORBIC  ACID  (50  n 

+ 

ANTACID  (0.2  Gm) 


Physical  separation  of  the 
steroid  component  from  the 
aluminum  hydroxide  as  pro- 
vided by  the  Multiple  Com- 
pressed Tablet  construction 
assures  full  potency  and  sta- 
bility of  prednisolone. 


Early  rheumatoid  arthritis 
Rheumatoid  spondylitis 
Osteoarthritis 


Synovitis 

Tenosynovitis 

Myositis 


Still’s  disease 


Fibrositis 


Psoriatic  arthritis 


Neuritis 


Bursitis 


ADVERTISEMENT  DEPARTMENT 


erformance 

tivities 


ompressed  T ablets 


for  anti-inflammatory,  anti-rheumatic  benefits 
at  effective  low  dosage. 

for  analgesia  plus  additional  anti-rheumatic 
activity. 

for  anti-stress  support  that  guards  against  ad- 
renal ascorbic  acid  depletion. 

(Ascorbic  Acid  present  as  60  mg.  Sodium  Ascorbate.) 

dried  aluminum  hydroxide  gel  minimizes  the 
possibility  of  gastric  distress. 


DOSAGE:  1-1,  TEMPOGEN  Tablets  t.i.d.  or  q.i.d. 
(.TEMPOGEN  Forte,  1 or  Z tablets  t.i.d.  or  q.i.d.) 
for  one  or  two  weeks.  Then  lower  by  1 tablet  every  four 
or  five  days  to  maintenance  level. 

supplied:  TEMPOGEN andTEMPOGEN Forte 
— in  bottles  of  100  Multiple  Compressed  Tablets. 
( TEMPOGEN  Forte  provides  2 my.  of  prednisolone.) 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  a CO..  INC. 
PHILADELPHIA  I.  PA. 
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'BAKERS’  MODIFIED  MILK 

costs  less  than  ]]_$£  per  ounce 
including  carbohydrates  dnd  vitamihs 


You  have  an  economical  answer 

BAKER’S  MODIFIED  MILK* 


When  a mother  asks  about  the  cost  of  a 
formula  for  her  baby,  your  answer  can 
truthfully  be  "Baker's  is  economical." 

Baker's  is  a complete  food  containing 
added  carbohydrate,  and  adequate 
amounts  of  all  known  essential  vita- 
mins and  minerals.  Because  Baker's  is 


sold  at  an  extremely  low  price,  one 
ounce  of  formula  costs  less  than  a 
penny — about  $1.50  per  week  for  most 
infants. 

Prescribe  Baker's  Modified  Milk  in  the 
hospital  and  thus  provide  mothers  with 
an  economical,  complete  infant  formula. 


*Made  exclusively  from  Grade  A Milk  (U.S.  Public  Health  Service  Milk  Code) 


THE  BAKER  LABORATORIES,  INC. 

Milk  P'laducU  ZxcludUiely  Mte  Medical  Pno^eMiatt 

Main  Office:  Cleveland  3,  Ohio  • Plant:  East  Troy,  Wisconsin 


ADVERTISEMENT  DEPARTMENT 


55 


A New  Diagnostic  And  Prognostic  Aid --Serum  Transaminase 

1.  What  i*  Transaminase? 

It  is  a specific  tissue  enzyme  concerned  with  the  transfer  of  alpha  aminonitrogen 
of  aspiratic  acid  to  alpha  ketoglutaric  acid  resulting  in  a synthesis  of  a new 
amino  acid,  glutamic  acid  and  a new  alpha  keto  acid,  oxaloacetic  acid. 

2.  What  is  the  Normal  Value? 

10-40  units  (Average  22.1  units  ±6.8) 

3.  When  Should  The  Test  Be  Ordered? 

Test  should  be  ordered  preferably  on  the  first  six  hours  after  the  onset  of  symp- 
toms whereby  a first  sample  of  blood  is  taken  as  a base  line  normal. 

The  second  sample  of  blood  should  be  taken  within  12-36  hours  after  the  symp- 
toms. Serial  determinations,  at  least  once  a day  for  the  first  five  days  is  deemed 
ideal  to  detect  the  fleeting  maximum  rise. 

4.  In  What  Clinical  Conditions  it  is  Found  To  Be  Increased? 

Myocardial  Infarction 

Liver  Diseases  (higher  levels  which  persist  longer) 

Infectious  or  homologous  serum  hepatitis 
Portal  or  biliary  cirrhosis 
Metastatic  carcinoma  to  the  liver 
Carbon  tetrachlorida  poisoning 
Pulmonary  infarcts  Myositis 

Acute  pancreatitis  Other  conditions  involving  tissue  necrosis 

Skeletal  tissue  damage 

5.  What  is  the  Highest  Value  Ever  Reported  in  Literature? 

22,500  units — Homologous  serum  hepatitis 

6.  How  To  Interpret  The  Test: 

Serum  level  starts  to  rise  in  about  four  to  six  hours  following  onset  of  symptoms. 
Maximum  level  occurs  within  thirty-six  hours  after  onset  of  symptoms. 

Level  begins  to  decrease  by  third  day. 

Average  peak  level  in  myocardial  infarction:  164  Units  (27  hours  after  onset  of 
pain) 

Poor  prognosis  indicated  by  elevation  over  200  units. 

7.  Clinical  Considerations: 

Transaminase  activity  is  within  normal  limits  in  infectious,  degenerative  neo- 
plastic, toxic,  reactive  and  metabolic  diseases  when  tissue  necrosis  does  not  take 
place. 

Transaminase  activity  rises  within  twelve  hours  and  persists  as  long  as  six  days 
after  acute  transmural  infarction. 

Height  and  duration  of  elevation  of  transminase  activity  are  roughly  proportional 
to  the  size  of  infarction. 

Angina  pectoris  or  coronary  insufficiency  does  not  increase  transaminase  activity 
if  heart  muscles  are  undamaged. 

Increase  in  transaminase  activity  in  toxic,  infectious  and  homologous  serum  hepa- 
titis are  so  marked  in  the  early  stages  of  cell  damage  as  to  be  almost  diagnostic. 
Elevation  of  transaminase  level  in  obstructive  jaundice  falls  promptly  after  sur- 
gery. 

An  increase  level  of  transaminase  in  liver  disease  appear  to  indicate  active  liver 
cell  destruction. 

Newer  work  indicates  a substantial  rise  in  spinal  fluid  transaminase  in  cerebral 
infarcts  (encephalomalacia). 

8.  Where  is  it  Normally  Found? 

It  is  widely  distributed  in  animal  tissue  normally  in  concentration  of  the  follow- 
ing decreasing  order; 

1.  heart  muscle  3.  brain  5.  kidney 

2.  skeletal  muscle  4.  liver 

9.  What  are  the  Properties  of  Transaminase? 

Stable  at  room  temperature  for  at  least  three  days  and  at  refrigerator  tempera- 
ture (0-5°  C)  for  at  least  three  weeks. 

Unaffected  by  freezing  and  lyphilization. 

Serum  and  plasma  levels  are  identical. 

Normal  ranges  are  reproducible  from  day  to  day  in  normal  individuals  and  not 
affected  by  meals. 

Activity  is  destroyed  by  heating  to  100°  C. 

Hemolysis  tends  to  increase  activity  (don’t  hemolyze  blood  sample). 

LOUISIANA  PATHOLOGY  SOCIETY 


THE  MEMBERS  OF  THIS  SOCIETY  PLEDGE  FULL  SUPPORT  AND 
CO-OPERATION  TO  THEIR  FELLOW  LOUISIANA  PHYSICIANS 
IN  THE  PRACTICE  OF  MORAL  AND  ETHICAL  MEDICINE. 
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maximum  efficacy  with  minimum  risk 


Terfonyl 

SQUIBB  M ETH-DIA-M  E R SULFONAMIDES 


mg.  per  100  ml. 

▼ 


BLOOD  LEVELS  IN  MAN  ON  DOSAGE  OF  6 GM.  PER  DAY 


A 

1 

TE 

IFONYL 

SIN 

SlE  '‘SOLUBLE” 

SULFONAMIDE 

Y 

; 

! 

j 
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Terfonyl  is  absorbed  as  well  as  single  “soluble”  sul- 
fonamides, but  is  eliminated  at  a slower  rate.  For  this 
reason,  Terfonyl  blood  levels  are  much  higher. 

In  experimental  infections  (Klebsiella,  Pneumococcus, 
Streptococcus),  Meth-Dia-Mer  sulfonamides  have  been 
shown  to  be  from  three  to  four  times  more  effective 
on  a weight  basis  than  single  “soluble”  sulfonamides. 

Toxicity  is  minimal  because  normal  dosage  provides 
only  one-third  the  normal  amount  of  each  sulfonamide. 
The  body  handles  each  component  as  though  it  were 
present  alone,  although  therapeutic  effects  are  additive. 

Terfonyl  Tablets,  0.5  Gm„  bottles  of  100  and  1000. 

Terfonyl  Suspension,  0.5  Gm.  per  5 ml.,  pint  bottles. 

0.167  Gm.  each  of  sulfamethazine,  sulfadiazine  and  sulfa- 
merazine  per  tablet  or  per  6 ml.  teaspoonful  of  suspension. 


Squibb 


Terfonyl'®  is  a squibs  trademark 
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re  axes  do 

e bod 


well  swiit***/ 
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© well  tolerated,  nonaddictive,  essentially  nontoxic 
© no  blood  dyscrasias,  liver  toxicity,  Parkinson-like  syndrome  or  nasal  stuffiness 
© chemically  unrelated  to  chlorpromazine  or  reserpine 
® does  not  produce  significant  depression 
@ orally  effective  within  30  minutes  for  a period  of  6 hours 

Indications * anxiety  and  tension  states,  muscle  spasm. 


Tranquilizer  with  muscle-relaxant  action 


DISCOVERED  AND  INTRODUCED 

BY  ^/WALLACE  LABORATORIES,  New  Brunswick,  N.J. 


2-methyl-2-n-propyl-l , 3-propanediol  dicarbamate  — U.S.  Patent  2,721*, 720 
SUPPLIED:  1*00  mg.  scored  tablets.  Usual  dose:  1 or  2 tablets  t.i.d. 
Literature  and  Samples  Available  on  Request 


THE  MILTOWN  MOLECULE 


CM  3 706 - R 
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our 

FAST  TELETYPE 
SERVICE 

puts  the  world's  finest 
instruments  & equipment 
at  your  command! 


Your  V.  Mueller  representative  puts  you  in  immedi- 
ate touch  with  world-wide  resources  for  the  very 
finest  surgical  instruments,  equipment  and  supplies. 
Large  local  stocks  are  supplemented  by  V.  Mueller's 
fast  teletype  service  to  give  you  the  fastest  possible 
delivery  . . . highest  quality  . . . reasonable  costs. 


Kvpert  Repair  Service  by  V.  Mueller’s  world  famous 
instrument  makers  gives  you  life-like  precision  and 
usefulness  from  your  diagnostic  and  surgical  instru- 
ments. Prompt,  proper  reconditioning  Is  done  at  our 
main  plant  with  complete  facilities  for  resharpening 
and  replating. 

Instrument  Makers  To  The  Profession  Since  1895. 


Serving  . . . 

Urologists 

Orthopedic  Surgeons 
Thoracic  Surgeons 
Otolaryngologists 


Rhinologists 
Neurosurgeons 
Plastic  Surgeons 
Gynecologists 


Ophthalmologists 
Pediatric  Surgeons 
Obstetricians 
General  Practitioners 


.In  Houston: 

Hermann  Prof.  Building 
Telephone:  JAekson  3-8133 

New  in  Dallas: 

We’re  now  in  our  larger  building. 
1213  N.  Washington 
Telephone:  TAylor  1-0276-1917 


XU  U ELLER  a CO. 


330  South  Honore  Street 

Chicago  12,  Illinois 

Dallas  • Houston  • Los  Angeles 


Rochester,  Minn. 


TIMBERLAWN  SANITARIUM 


For 

Nervous  and  Mental  Diseases 

Phone  Fairdale  2678  DALLAS  1,  TEXAS  P.  O.  Box  1769 

★ ★ 

Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational  ther- 
apy. All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 

THE  STAFF 

Guy  F.  Witt,  M.D.,  Medical  Director  Howard  M.  Burkett,  M.D.,  Associate  Psychiatrist 

Perry  C.  Talkington,  M.D.  ) r James  K.  Peden,  M.D.,  Associate  Psychiatrist 

Chas.  L.  Bloss,  M.D.  ) Lo-lhrectors  Fred  H Jord8r|(  M D ( Resident  Psychiatrist 

Mrs.  Anne  Gilcrease,  R.N.,  Director  of  Nurses 
Ralph  M.  Barnette,  Jr.,  Business  Manager 
Miss  Geraldine  Skinner,  Director  of  Occupational  Therapy 
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"The  mercurial  diuretics 
have  the  justified 
reputation  of  being 
the  most  powerful  and 
consistently  effective 
of  all  diuretic  drugs/'* 

TABLET 

NEOHYDRIN' 

*Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmaco- 
logical Basis  of  Therapeutics,  ed.  2,  New  York, 
The  Macmillan  Company,  1955,  p.  847. 


The  Gear  Action  Shoe* 
with  pivot  arch 
synchronizing 
with  the 
foot  in 
action 


• Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

'Ar  We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  “The  Preservation  of  the  Function  of  the 
Foot  Balancing  ond  Synchronizing  the  Shoe  with  the  Foot." 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 


• -f! 

"'V*  2? 


j Qigitalis 

in  its  completeness 
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Digitalis 

(Davis*.  Ross) 

0.1  Gram 

<W«I. 

CAUTION:  FrfersJ 
jaw  prohibits  rltiperw- 
m#  whbool  pcrscrip- 

ti<m. 

nm.  tost  t et . m 

MflH  too.. I ll 


II 


Each  pill  is 
equivalent  to  r 

one  USP  Digitalis  Unit 

Physiologically  Standardized 
therefore  always 
dependable. 


. Clinical  samples  sent  to 
physicians  upon  request. 


Davies,  Rose  & Co.,  Ltd. 
Boston.  18,  Mass, 
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THE  GOWEN  GERIATORIUM 

For  the  care  of  the  Senior  Citizen 
and  the  chronically  ill 

CHARLES  R.  GOWEN,  M.  D.  E.  CLAY  EDWARDS,  M.  D. 

Superintendent  Medical  Director 

5900  LINE  AVENUE  SHREVEPORT,  LOUISIANA 
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The  Baton  Rouge  Clinic 

134  North  19th  St.  Telephone  8-5361 

Internal  Medicine 

Cheney  Joseph,  M.  D. 

Charles  Prosser,  M.  D. 

Roger  J.  Reynolds,  M.  D. 

Obstetrics  & Gynecology 
Melvin  Schudmak,  M.  D. 

J.  P.  Griffon,  M.  D. 


Ear,  Nose  & Throat 
Gerald  Joseph,  M.  D. 


Eye 

Dalton  S.  Oliver,  M.  D. 


Urology 

Mortimer  Silvey,  M.  D. 


Surgery 

Joseph  Sabatier,  M.  D. 
Charles  Mosely,  M.  D. 


SELLERS  AND  SANDERS  CLINIC 

4414  Magnolia  Street 

New  Orleans 

Gynecology  and  Obstetrics 

Surgery 

Dr.  Thomas  Benton  Sellers 

Dr.  John  T.  Sanders 

Dr.  Simon  V.  Ward 

Dr.  Charles  R.  Walters 

Dr.  Julius  T.  Davis 

Green 

Clinic 

709  South  Vienna  Street 

Ruston,  Louisiana 

Surgery 

Marvin  T.  Green,  M.D. 
LaMoyne  C.  Bleich,  M.D. 

Radiology 

M.  Ragan  Green,  M.D. 

Guy  M.  Hicks,  Jr.,  M.  D. 

Obstetrics  and  Gynecology 
Carl  L.  Langford,  M.D. 
David  M.  Hall,  M.D. 
Pediatrics 

Bruce  W.  Everist,  M.D. 

0.  Wharton  Brown,  Jr.,  M.D. 

Internal  Medicine 
Henry  S.  Roane,  M.D. 
Robert  W.  Sharp,  M.  D. 
Joe  L.  Smith,  Jr.,  M.D. 

Dentistry 

L.  Felton  Green,  D.D.S. 
Benjamin  C.  Baugh,  D.D. 

Eye,  Ear,  Nose  and  Throat 
Harold  H.  Harms,  M.D. 

DR.  IRVING  A.  LEVIN 

DR.  R.  ROSS,  JR. 

ANORECTAL  AND  COLON  DISEASES 
3424  Prytania  Street  TW.  5-2043 

SKIN  DISEASES 

New  Orleans,  La. 

802  Pere  Marquette  Bldg.  CA.  0202 

DR.  EUGENE  L.  WENK 

DR.  RICHARD  W.  VINCENT 

GERIATRICS 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

206  Physicians  & Surgeons  Bldg. 

1320  ALINE  STREET 

SHREVEPORT,  LA. 

TWinbrook  5-4561 
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FREDERIC  W.  BREWER,  M.  D. 

PRACTICE  LIMITED  TO  PSYCHIATRY 

1008  Maison  Blanche  Building 
RA  4047  By  Appointment 

DR.  NATHAN  H.  POLMER 

Physical  Medicine Rehabilitation 

2209  Carondelet  St. 

2-5  P.  M. 

Off.:  CA  0171  Res.:  CA  3946 


DR.  B.  G.  EFRON 
DR.  STANLEY  COHEN 

ASTHMA,  HAY  FEVER,  AND  OTHER 
ALLERGIC  DISEASES 

1441  Delachaise  Street  New  Orleans 


JAMES  W.  BURKS,  JR.,  M.  D. 

for 

DISEASES  OF  THE  SKIN 
SCAR  REMOVAL  BY  ABRASION 
925  Maison  Blanche  Bldg. 

New  Orleans  16,  La. 

RA  4829 


KENNETH  A.  RITTER,  M.  D. 
ROBERT  G.  HEAD,  M.  D. 

Psychiatry  and  Neurology 
8211  Apricot  Street 
New  Orleans 

WA.  2324  By  Appointment 


DR.  C.  S.  HOLBROOK 
PRACTICE  LIMITED  TO  NERVOUS 
AND  MENTAL  DISEASES 

Hours:  10  to  12,  by  Appointment 
Office:  3431  Prytania  Street 
Opposite  Touro  Infirmary 

DR.  CARL  N.  WAHL 

Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg. 
MAgnolia  3216 


BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
CAnal  7697  By  Appointment 


THE  OWENS  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  Street 
New  Orleans  13,  Louisiana 
Telephone:  CAnal  0106 

DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  TW.  1-4094 

New  Orleans 

DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Blanche  Building 
RA.  0873  By  Appointment 

J.  W.  DAVENPORT,  JR.,  M.  D. 

Bleed  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Teats 

2700  NAPOLEON  AVE.  TW.  5-6681 


FRANK  H.  MAREK,  M.  D. 
Radiologist 

2204  So.  Ryan  Street  Lake  Chariot,  La. 

Phone  4071  or  6-9242 

Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 

DR.  HARRY  ZOLLER 

TEMPORAL  BONE  SURGERY 
and 

FENESTRATION  FOR  OTOSCLEROSIS 

1109  Pere  Marquette  Building 
RA.  2535  By  Appointment 

DR.  REICHARD  KAHLE 

CARDIOVASCULAR  & THORACIC 
SURGERY 

1441  Delachaise  St.  By  Appointment 


The  Cancer  Commission  of  the  Louisiana  State  Medical  Society 

AMERICAN  CANCER  SOCIETY 
LOUISIANA  DIVISION,  INC. 

ANNOUNCES  THE  AVAILABILITY 
OF 

LOCAL  RESEARCH  GRANTS-IN-AID 
FOR  LOUISIANA  INVESTIGATORS 

Project  applications  must  be  received  before  December  15,  1956 
Announcements  of  the  awards  will  be  made  on  February  1,  1957 

Information  and  Application  Forms  may  be  obtained  by 
Writing  to  the 

Research  Grants  Committee 

AMERICAN  CANCER  SOCIETY,  LOUISIANA  DIVISION,  INC. 
822  Perdido  Street,  New  Orleans  12 

OOCD 

Louisiana  State  Department  of  Health 

W.  J.  REIN,  M.  D., 

State  Health  Officer 


fThorazi)ie’  relieved  this  patient’s 
anxiety,  tension  and  fear  and  made 
it  possible  for  him  to  return  to  work. 


•THORAZINE'  CASE  REPORT 

patient:  Anxiety,  tension,  and  a fear  of  going 
out  alone  made  it  impossible  for  this  36-year- 
old  man  to  work.  After  other  treatments  had 
failed  he  was  given  ‘Thorazine’. 

response:  “On  ‘Thorazine’  medication,  100  mg. 
orally,  daily,  his  anxiety  and  apprehension  dis- 
appeared rapidly.  The  patient  was  able  to  go 
out  alone  and  to  work  once  again.  His  mood 
was  actually  gay  and  his  co-workers  were  sur- 
prised at  this  change.  He  was  now  free  from 
care  whereas  before  he  had  been  distressed  by 
the  slightest  difficulty.” 


This  case  report  is  from  the  files  of  a general  practitioner. 


THORAZINE* 


Available  in  ampuls,  tablets  and  syrup  (as  the  hydrochlo- 
ride), and  in  suppositories  (as  the  base). 


Smith,  Kline  & French  Laboratories,  Philadelphia 

‘Thorazine’  should  be  administered  discrimi- 
nate^ and,  before  prescribing,  the  physician 
should  be  fully  conversant  with  the  available 
literature. 


*T.M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 
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Announcing 

The  Twentieth  Annual  Meeting 

of 

THE  NEW  ORLEANS  GRADUATE 
MEDICAL  ASSEMBLY 

Conference  Headquarters  — Municipal  Auditorium 
MARCH  11,  12,  13,  14,  1957 


GUEST  SPEAKERS 


E.  A.  Rovenstine,  M.  D.,  New  York,  N.  Y. 
Anesthesiology 

N.  P.  Anderson,  M.  D.,  Los  Angeles,  Calif. 
Dermatology 

J.  Edward  Berk,  M.  D.,  Detroit,  Mich. 
Gastroenterology 

Erie  Henriksen,  M.  D.,  Los  Angeles,  Calif. 
Gynecology 

Ovid  O.  Meyer,  M.  D.,  Madison,  Wis. 
Internal  Medicine 

Irvine  H.  Page,  M.  D.,  Cleveland,  Ohio 
Internal  Medicine 

Barnes  Woodhall,  M.  D.,  Durham,  N.  C. 
Neurosurgery 

John  E.  Savage,  M.  D.,  Baltimore,  Md. 
Obstetrics 

C.  Dwight  Townes,  M.  D.,  Louisville,  Ky. 
Ophthalmology 


Don  King,  M.  D.,  San  Francisco,  Calif. 
Orthopedic  Surgery 

G.  S.  Fitz-Hugh,  M.  D.,  Charlottesville,  Va. 
Otolaryngology 

M.  B.  Doekerty,  M.  D.,  Rochester,  Minn. 
Pathology 

Sydney  S.  Gellis,  M.  D.,  Boston,  Mass. 
Pediatrics 

Karl  Zimmerman,  M.  D.,  Pittsburgh,  Penn. 
Proctology 

Laurence  L.  Robbins,  M.  D.,  Boston,  Mass. 
Radiology 

Danely  P.  Slaughter,  M.  D.,  Chicago,  111. 
Surgery 

C.  Stuart  Welch,  M.  D.,  Albany,  N.  Y. 
Surgery 

William  L.  Valk,  M.  D.,  Kansas  City,  Kan 
Urology 

conferences,  round-table  luncheons, 
exhibits  and  technical  exhibits. 

fee  — $20.00) 

MEDITERRANEAN  AND  EUROPE 


Lectures,  symposia,  clinicopathologic 
medical  motion  pictures,  scientific 

(All-inclusive  registration 

THE  POSTCLINICAL  TOUR  TO  THE 


Leaving  March  16,  1957  from  New  York 

For  information  concerning  the  Assembly  meeting  and  the  tour  write 
Secretary,  Boom  103,  1430  Tulane  Avenue,  New  Orleans  12,  La. 


Louisiana  State  Department  of  Health 

W.  J.  REIN,  M.  D., 

State  Health  Officer 
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DRINK 


Every  Bottle  Sterilized 


Trasentine- 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
BO  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbital. 


C I B A 

Summit , N . J . 


213129* 
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formerly  known  as  Digoxin  B.  W.  & Co.'® 


The  new  name  has  been  adopted 
to  make  easier  for  everyone 

the  distinction  between 

Digoxin  and  Digitoxin. 


Now  simply  write:  ^ ^ ^ 


to  provide  the  unchanging  safety  and  predictability  afforded  by  the 
uniform  potency,  uniform  absorption,  brief  latent  period  and  optimum 
rate  of  elimination  of  this  crystalline  glycoside. 


Tablets:  0.25  mg.  (white)  and  0.5  mg.  (green) 

Elixir  Pediatric:  0.05  mg.  in  each  cc. 

Ampuls:  0.5  mg.  in  2 cc. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 

MARCH  5,  6,  7 AND  8,  1957 
PALMER  HOUSE,  CHICAGO 

Daily  Half-Hour  Lectures  by  Outstanding  Teachers  and  Speakers  on 
subjects  of  interest  to  both  general  practitioner  and  specialist 

Panels  on  Timely  Topics  Daily  Teaching  Demonstrations 

Medical  Color  Telecasts 

Scientific  Exhibits  worthy  of  real  study  and  helpful  and  time-saving 
Technical  Exhibits 

The  Chicago  Medical  Society  Annual  Clinical  Conference  should  be  a 
MUST  on  the  calendar  of  every  physician.  Plan  now  to  attend  and  make 
your  reservation  at  the  Palmer  House. 


Prescription  Headquarters  Since  1905 


RADIUM 

(including  Radium  Applicators) 

For  All  Medical  Purposes 

Est.  1919 

Quincy  X-Ray  & Radium  Laboratories 

(Owned  and  Directed  by  a Physician-Radiologist) 

HAROLD  SWANBERG,  B.S.,  M.  D.,  Director 
W.  C.  U.  Bldg.,  Quincy,  Illinois 


MEDICAL  BOOKS 
Of  All  Publishers 

Any  book  on  Medicine,  Surgery,  and 
Nursing 

J.  A.  MAJORS  COMPANY 

1301  Tulane  Ava. 

NEW  ORLEANS  12,  LA. 


Catalogs  cheerfully 


SENSITIVITY  OF  COMMON  PATHOGENS  TO  CHLOROMYCETIN  AND  THREE  OTHER  MAJOR  ANTIBIOTIC  AGEI 


NONHEMOLYTIC  MICROCOCCUS  AUREUS 
(363-418  STRAINS) 


HEMOLYTIC  MICROCOCCUS  AUREUS 

(729-776  STRAINS) 


CHLOROMYCETIN 

_ ANTIBIOTIC  A 


94% 


ANTIBIOTIC  B 


ANTIBIOTIC  C 


ESCHERICHIA  COLI 

(478-586  STRAINS) 


CHLOROMYCETIN 
x ANTIBIOTIC  A 


91% 


ANTIBIOTIC  B 


ANTIBIOTIC  C 


■1 


; y 


N 


AEROBACTER  AEROGENES 

(153-193  STRAINS) 


greater  antibacterial  efficacy. . . 


his  graph  is  adapted 
om  Altemeier,  Cul- 
ertson,  Sherman,  Cole, 
llstun,  & Fultz.1 


Chloromycetin* 

for  today’s  problem  pathogens 


Because  of  the  increasing  emergence  of  pathogenic  strains  resistant 
to  commonly  used  antibiotics,  judicious  selection  of  the  most  effec- 
tive agent  is  essential  to  successful  therapy.  In  vitro  sensitivity 
studies  serve  as  a valuable  guide  to  the  antibiotic  most  likely  to  be 
most  effective.  Both  clinical  experience  and  sensitivity  studies  indi- 
cate the  greater  antibacterial  efficacy  of  CHLOROMYCETIN 
(chloramphenicol,  Parke-Davis)  treatment  for  many  resistant 
infections.1*7 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent 
therapy. 

References  (1)  Altemeier,  W.  A.;  Culbertson,  W.  R.;  Sherman,  R.;  Cole,  W.; 
Elstun,  W.,  & Fultz,  C.  T.:  j.A.M.A.  157:305  (Jan.  22)  1955.  (2)  Austrian,  R.: 
New  York  J.  Med.  55:2475  (Sept.  1)  1955.  (3)  Murphy,  E D.,  & Waisbren,  B.  A., 
in  Murphy,  E D.:  Medical  Emergencies:  Diagnosis  and  Treatment,  ed.  5,  Phila- 
delphia, E A.  Davis  Company,  1955,  p.  557.  (4)  Weil,  A.  J.,  & Stempel,  B.: 
Antibiotic  Med.  1:319,  1955.  (5)  Jones,  C.  E;  Carter,  B.;  Thomas,  W.  L.,  & 
Crcadick,  R.  N.:  Obst.  6-  Gtjnec.  5:365,  1955.  (6)  Kass,  E.  H.:  Am.  J.  Med. 
18:764,  1955.  (7)  Tebrock,  H.  E.,  & Young,  W.  N.:  New  York  J.  Med.  55:1159 
(Apr.  15)  1955. 


PARKE,  DAVIS  & COMPANY 


DETROIT.  MICHIGAN 


/M60~ 

METRETON  tiMtr 

METICORTEN  (PREDNISONE)  PLUS  CHLOR-T RIM  ETON  WITH  ASCORBIC  ACID 

For  prompt  and  effective  relief,  especially  in  many  resistant  allergic  disorders,  Metret 
affords  the  benefits  of  two  established  agents  with  unexcelled  anti-inflammatory,  an 
allergic  and  antipruritic  effectiveness,  supported  by  essential  vitamin  C ‘-for  str< 
support  and  for  postulated  effect  on  prolonging  steroid  action'*©  better  corticosteroi 
— original  brand  of  prednisone. ..minimal  electrolyte  effects  — METicORTENt*©  better  anti 
histamine  — unexcelled  in  potency  and  freedom  from  side  effects  — Chlor-Trimet 
effective  against  bay  fever,  pollen  asthma,  perennial  rhinitis,  acute  and  chronic  urticar 
angioneurotic  edema,  drug  reactions,  inflammatory  and  allergic  eye  disorders,  pruri 
and  contact  dermatoses. 

formula:  Each  tablet  of  Metreton  provides  2.5  mg.  of  Meticorten  (prednisone),  2 mg.  of  Chlor-Trimei 
maleate  (chlorprophenpyridamine  maleate),  and  75  mg.  ascorbic  acid. 

supplied:  Metreton  Tablets,  bottles  of  30  and  100. 


/IETRETON 

ST1CORTELONE  (PREDNISOLONE)  PLUS  Cl II. OR- TRIM  ETON  ' ' 

uickly  clears  nasal  passages  • avoids  rebound  engorgement  and 
fm\  homimetic  side  effects  • safe  even  for  cardiacs,  hyperten- 
ves,  children,  pregnant  patients  • 

< imposition : Contains  2 mg.  (0.2%)  Meticortelone  acetate  (prednisolone  ace- 
te)  and  3 mg.  (0.3%)  of  Chlor-Trimeton  gluconate  (chlorprophenpyridamine 
uconate)  in  each  cc. 

ickaging : 15  cc  plastic  “squeeze”  Lottie,  box  of  1. 

etreton,*  brand  of  corticoid  - antihistamine  compound;  Meticorten,*  brand  of  prednisone; 
eticortelone,®  brand  of  prednisolone;  Chlor-Trimeton,®  brand  of  chlorprophenpyridamine 
eparations.  *t.m.  mt-j-576 
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3 6 3 6 ST.  CHARLES  AVENUE 

Phone  TW inbrook  9-2376  • New  Orleans,  La. 


Browne-McHardy  Clinic 


• Diagnostic  and  Therapeutic 
Facilities 


• Internal  Medicine  and 
Gastroenterology 

• Surgery 

• Orthopedics 

• Gynecology  and  Obstetrics 

• Radiology — X-ray  and 
Radium  Therapy 

• Laboratory  and  Research 
Departments 

• Urology 

• Endoscopy 

• Otolaryngology-Ophthalmology 

• Neuropsychiatry 

• Hotel  Facilities  Available 


It's  time  to  trim  trees 
And  put  presents  beneath. 

Time  to  light  candles 
And  hang  up  a wreath. 


Time  to  sing  carols 
And  hear  the  bells,  too. 

And  time  to  express 
Warmest  wishes  to  YOU! 


MERRY  CHRISTMAS 
AND  A HAPPY  NEW  YEAR 


PEACOCK, 


SURGICAL  COMPANY  »*. 


(235  TEXAS  AVENUE 

SHREVEPORT.  LOUISIANA 
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Symptomatic 
relief. . .plus! 


Tetracycline-Antihistamine-Analgesic  Compound 


achrocidin  is  a comprehensive  formula  for  treatment 
of  complications  of  the  common  cold,  particularly  ■when 
bacterial  sequelae  are  observed  or  expected  from  the 
patient’s  history  or  during  widespread  infections. 

Distressing  symptoms  of  malaise,  headache,  mus- 
cular pain,  mucosal  and  nasal  discharge  are  rapidly 
relieved. 

And  potent  prophylaxis  is  offered  against  other 
diseases,  such  as  otitis  media,  sinusitis,  adenitis,  and 
bronchitis,  to  which  the  patient  may  be  highly  vulner- 
able at  this  time. 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  N.  Y. 

•TRADEMARK 


achrocidin  is  convenient  for  you  to  prescribe  — easy 
for  the  patient  to  take.  Average  adult  dose:  two  tablets 
four  times  daily. 

Available  on  prescription  only 


Each  tablet  contains: 

ACHROMYCIN®  Tetracycline  125  mg. 

Phenacetin  120  mg. 

Caffeine  30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate 25  mg. 

Bottle  of  24  tablets 
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a new  maximum 
in  therapeutic 
effectiveness 


a new  maximum 
in  protection 


against 


resistance 


a new  maximum 


in  safety  and 
toleration 


multi-spectrum 


synergistically 


strengthened . . . 
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new  certainty 

in  antibiotic  therapy, 
particularly  for 
the  90%  of  patients 
treated  at  home 
and  in  the  office 

Superior  control  of  infectious  dis- 
eases through  superior  control  of 
the  changing  microbial  population 
is  now  available  in  a new  formu- 
lation of  tetracycline,  outstanding 
broad-spectrum  antibiotic,  with 
oleandomycin,  Pfizer-discovered 
new  antimicrobial  agent  which 
controls  resistant  strains.  The  syn- 
ergistic combination  now  brings  to 
antibiotic  therapy:  (1)  a new  fuller 
antimicrobial  spectrum  which  in- 
cludes even  "resistant"  staphylo- 
cocci; (2)  new  superior  protection 
against  emergence  of  new  resist- 
ant strains;  (3)  new  superior  safety 
and  toleration.  RACCHARtf 


Pfizer 
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of  every d 

In  “Rheumatism 


combine : 

THE  PROPER  FORMULA 
PROPERLY  FORMULATED 


PREDNISOLONE  (In 

+ 

ASPIRIN  (0.3  Gm.) 

+ 

ASCORBIC  ACID  (50 

+ 

ANTACID  (0.2  Gnu) 


Physical  separation  of  the 
steroid  component  from  the 
aluminum  hydroxide  as  pro - 
vided  by  the  Multiple  Com- 
pressed Tablet  construction 
assures  full  potency  and  sta- 
bility of  prednisolone. 


jJjEarly  rheumatoid  arthritis 
Rheumatoid  spondylitis 
Osteoarthritis 


Synovitis 

Tenosynovitis 

Myositis 


Still’s  disease 


Fibrositis 


Psoriatic  arthritis  Neuritis 

Bursitis 
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for  anti-inflammatory,  anti-rheumatic  benefits 
at  effective  low  dosage. 

for  analgesia  plus  additional  anti-rheumatic 
activity. 


for  anti-stress  support  that  guards  against  ad- 
renal ascorbic  acid  depletion. 

(Ascorbic  Acid  present  as  60  mg.  Sodium  Ascorbate.) 

dried  aluminum  hydroxide  gel  minimizes  the 
possibility  of  gastric  distress. 


DOSAGE:  i-4  TEMPOGEN  Tablets  t.i.d.  or  q.i.d. 
( TEMPOGEN  Forte,  1 or  2 tablets  t.i.d.  or  q.i.d.) 
for  one  or  two  weeks.  Thqn  lower  by  1 tablet  every  four 
or  five  days  to  maintenance  level. 

supplied:  TEMPOGEN  and  TEMPOGEN  Forte 
— in  bottles  of  100  Multiple  Compressed  Tablets. 
[TEMPOGEN  Forte  provides  2 mg.  of  prednisolone .) 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  ft  CO..  INC. 
PHILADELPHIA  1.  PA. 


"That’s  nothing. 

I went  around 
with  my  arm  in 
a sling  for 
nearly  two  weeks- 
had  to  sleep 
with  a pillow 
at  my  back 
so  I wouldn’t 
roll  over  on  it.’’ 


"I  thought 
I was  getting 
too  old 

for  high  heels— 
low  heels 
didn’t  help. 

My  leg  hurt 
down  to 
the  ankle.” 


"I  thought  maybe 
I slept  in  a 
draft.  Never  had 
a stiff  neck 
like  this  before.” 


” You  try 
to  scrub  the 
bathtub 
with  your 
back  aching 
morning 
till  nightl” 


I don’t  know 
about  bathtubs, 
but  two  days 
ago  I couldn’t 
reach  a 
shelf  higher 
than  that.” 


"That’s  funn 
I’m  on  my 
feet  all  day 
but  it  was 
my  arms  th 
bothered  nr 


. . . safeguarded  relief  all  the  way  across  th(j 


Prednisone  +Acetylsalicylic  Acid + Aluminum  Hydroxide  + Ascorbic  Acid  l 

Potent  corticosteroid  anti-inflammatory  action  complemented  by  rapi(^ 
analgesia;  doubly  protected  with  antacid  and  supplemental  vitamin  Cr 


"Take  it 
from  me, 
you  should 
be  glad 
you  saw  him 
early  in  the 
game  so  he 
could  do 
some  good.” 


"My  back 
was  so  tight 
J_  couldn’t 
even  get  on 
and  off 
the  bus; 
now  I can 
climb  stairs.” 


"Good  ?— 
why,  he's 
got  me  doing 
exercises 
I haven't  done 
in  years.” 


Tread  of  common  rheumatic  complaints 


Summated,  protective  corticoid-analgesic  therapy 

> I G M A G € N 

corticoid-analgesic  compound  tablets 


• brings  specific,  complemen-  j 
tary  benefits  to  the  treatment  / 
of  muscle,  ligament,  tendon,  : 
bursa  and  nerve  inflammation  ! 

• for  the  initiation  of  treatment 

of  milder  rheumatic  disease  ■' 

i 

• for  continuous  or  intermittent  | 
maintenance  in  more  severe  \ 
rheumatic  involvement 

Bottles  of  100  and  1000. 
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prevents  postpartum  hemorrhage 


speeds  uterine  involution 


'Ergotrate  Maleate’ 

(ERGONOVINE  MALEATE,  LILLY) 


. . . produces  rapid  and  sustained  contraction  of  the  postpartum  uterus 


Supplied: 

Ampoules  of 
0.2  mg.  in  1 cc. 

Tablets  of  0.2  mg. 


'Ergotrate  Maleate’  almost  completely  eliminates  the  in- 
cidence of  postpartum  hemorrhage  due  to  uterine  atony. 
Administered  during  the  puerperium,  'Ergotrate  Maleate’ 
increases  the  rate,  extent,  and  regularity  of  uterine  invo- 
lution; decreases  the  amount  and  sanguineous  character 
of  the  lochia;  and  decreases  puerperal  morbidity  due  to 
uterine  infection. 

dosage:  Generally,  0.2  to  0.4  mg.  I.V.  or  I.M.  immediately  follow- 
ing delivery  of  placenta.  Thereafter,  0.2  to  0.4  mg.  three  or  four 
times  daily  for  two  weeks. 
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THE  GASTRIC  ULCER  PROBLEM  * 

JOHN  L.  SAWYERS,  M.  D.  f 
JESSE  E.  ADAMS,  M.  D.  f 
H.  WILLIAM  SCOTT,  JR.,  M.  D.  f 
Nashville,  Tennessee 

The  treatment  of  gastric  ulcer  continues 
to  be  a source  of  controversy  between  the 
proponents  of  the  time-honored  methods 
of  medical  management  and  the  advocates 
of  prompt  surgical  exploration  of  all  ul- 
cerating lesions  of  the  stomach.  Strode  1 
has  recently  stimulated  our  interest  in 
this  controversy  by  his  aggressive  stand 
in  favor  of  prompt  surgical  intervention 
without  preliminary  medical  trial. 

At  Vanderbilt  University  Hospital  dur- 
ing the  last  fifteen  or  more  years  the 
treatment  of  gastric  ulcer  has  theoretical- 
ly followed  the  generally  accepted  pattern 
of  a trial  of  medical  management  consist- 
ing of  diet,  antacids  and  antispasmodics 
for  a period  of  six  to  eight  weeks  with 
surgical  intervention  if  the  ulcer  fails  to 
heal  as  evidenced  by  relief  of  symptoms 
and  findings  on  repeated  roentgen  exami- 
nations. In  order  to  assess  the  efficacy  of 
this  plan  a study  has  been  made  of  186 
patients  with  gastric  ulcer  seen  at  Van- 
derbilt University  Hospital  during  the  fif- 
teen year  period  from  1940  through  1954. 
The  statistical  data  from  this  study  has 

* Presented  at  the  Seventy-sixth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  Alex- 
andria, April  24,  1956. 

f From  the  Department  of  Surgery,  Vander- 
bilt University  School  of  Medicine  and  the  Sur- 
gical Service,  Vanderbilt  University  Hospital. 


been  arranged  in  three  categories  for  pur- 
poses of  comparison:  (1)  the  malignant 
ulcer  group,  (2)  the  benign  gastric  ulcers 
treated  surgically  and  (3)  the  medically 
managed  gastric  ulcers. 

MALIGNANT  ULCERS 

Twenty-two  patients,  or  11.8  per  cent 
of  the  group,  proved  to  have  malignant 
ulcers.  Table  1 shows  that  there  were  21 

TABLE  1 

ANALYSIS  OF  22  MALIGNANT  ULCERS 
Malignant  ulcers  in  series — 11.8% 


Operated  21  (95%) 

Treated  medically  as  benign  1 

Males  21 

White  17 

Negro  4 

Females  1 


males  and  one  colored  female.  Ninety-five 
per  cent  of  the  cases  came  to  operation 
and  were  proven  histologically  while  one 
case  was  treated  entirely  by  medical  man- 
agement and  carcinoma  was  discovered  at 
autopsy.  This  was  a case  of  a 72  year  old 
white  male  whose  ulcer  was  demonstrated 
on  the  lesser  curvature  of  the  stomach 
3 cm.  proximal  to  the  pylorus  by  G.I. 
series.  Within  six  days  of  medical  regi- 
men the  ulcer  appeared  to  be  healed  by 
x-ray  examination.  The  patient  was  en- 
tirely asymptomatic  after  two  weeks  of 
treatment  and  remained  so  for  the  next 
eight  months.  Ten  months  after  his  ulcer 
was  diagnosed  he  died  with  carcinoma  of 
the  stomach. 

The  age  incidence  of  malignant  ulcers 
ranged  from  35  years  to  72  years.  The 
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majority  were  between  50  and  70  years 
old,  but  6 patients  or  27  per  cent  were 
under  50  years  of  age.  There  was  only 
one  female  in  this  group  of  malignant 
ulcers  although  there  was  a total  of  42 
women  in  the  entire  series. 

Table  2 shows  the  types  of  operation 

TABLE  2 

ANALYSIS  OF  21  OPERATED  MALIGNANT  ULCERS: 
TYPE  OF  OPERATION 

No.  Cases 


Total  gastrectomy  4 

Subtotal  gastrectomy  11 

Exploratory  laparotomy  and  biopsy  ...  5 

Gastroenterostomy  1 


Resectable  at  time  of  operation — 71% 

used  for  malignant  ulcers.  Almost  one- 
third  of  the  cases  were  not  resectable  at 
the  time  of  operation. 

In  Table  3 is  seen  the  length  of  medical 

TABLE  3 

ANALYSIS  OF  21  OPERATED  MALIGNANT  ULCERS: 
LENGTH  OF  MEDICAL  TREATMENT 
PRIOR  TO  OPERATION 

Duration  No.  Cases 

1 month  or  less  7 / 

1 to  2 months  1\  38% 

2 to  4 months  3 

4 to  6 months  0 

6 to  12  months  5 

1 to  2 years  3 

2 to  5 years  1 

19  years  1 

21 

management  preceding  operation.  Of  in- 
terest is  the  fact  that  only  38  per  cent  of 
these  patients  were  operated  upon  within 
two  months  of  the  time  that  a gastric 
ulcer  was  definitely  diagnosed.  One  pa- 
tient was  followed  repeatedly  with  roent- 
genologic examinations  for  one  year  be- 
fore a prepyloric  carcinoma  was  found  at 
operation.  In  the  three  and  one-half  years 
since  operation  he  has  done  very  well  and 
shows  no  evidence  of  recurrence.  The 
lesion  was  a very  early  adenocarcinoma 
arising  in  an  old  chronic  peptic  ulcer. 

The  patient  who  was  followed  for  nine- 
teen years  had  a lesser  curvature  ulcer 
treated  by  diet  with  relief  of  symptoms 
for  eighteen  years.  After  development  of 
recurrent  symptoms,  he  was  again  re- 
ferred to  Vanderbilt  University  Hospital. 


A biopsy  of  the  recurrent  ulcer  by  gas- 
troscopy revealed  carcinoma.  Total  gas- 
trectomy was  performed,  but  the  patient 
died  three  weeks  after  operation  from  a 
disruption  of  the  esophagojejunal  anasto- 
mosis. There  was  no  evidence  of  metastatic 
spread  at  autopsy.  This  is  the  only  opera- 
tive death  in  the  malignant  ulcer  series. 

All  5 patients  who  were  operated  upon 
twelve  months  or  more  after  diagnosis  of 
gastric  ulcer  had  been  followed  clinically 
and  radiologically  with  medical  therapy 
for  their  ulcers.  Two  were  finally  oper- 
ated upon  because  of  radiological  recur- 
rence, 2 because  of  increasing  pain,  and 
1 because  of  symptoms  of  obstruction. 

In  Table  4 are  mortality  statistics  in 

TABLE  4 

ANALYSIS  OF  21  OPERATED  MALIGNANT  ULCERS: 
MORTA  LITY  ST  ATI  STICS 

Total  operative  mortality  1 * 

* Disruption  of  anastomotic  site  after  total  gastrectomy. 

the  malignant  ulcer  group.  As  mentioned 
above  there  was  only  one  operative  death. 

Table  5 shows  the  survival  period  in  the 

TABLE  5 

ANALYSIS  OF  SURVIVAL  PERIOD  IN  15 
RESECTABLE  CASES 

No.  Cases  % 


2 to  5 years  . 3 20 

More  than  5 years*  4 26.6 

Dead  in  1 year  or  less  5 

Dead  in  1 to  2 years  3 


*1  died  of  metastases  8 years  postoperative!}* : rest  are 
alive  6 years,  7 years  and  11  years  after  operation. 

15  resectable  cases.  One-fourth  survived 
more  than  five  years.  One  patient  is  liv- 
ing and  well  eleven  years  after  resection, 
one  seven  years,  and  one  six  years.  One 
patient  was  reported  to  have  had  a benign 
ulcer  on  microscopic  examination  but  died 
eight  years  later  with  liver  metastases  and 
carcinoma  of  the  stomach.  At  the  time  of 
autopsy  a review  of  the  original  sections 
showed  the  surgical  pathological  diagnosis 
to  have  been  in  error  as  carcinoma  was 
indeed  present. 

BENIGN  GASTRIC  ULCERS  TREATED  SURGICALLY 

There  were  164  benign  ulcers.  These 
are  subdivided  into  92  cases  treated  medi- 
cally and  proved  benign  only  by  the  pa- 
tient’s clinical  course  and  roentgen  find- 
ings, and  72  cases  treated  by  definitive 
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gastric  surgery.  Seventy  of  these  72  cases 
had  excision  of  the  ulcer  and  pathological 
examination  to  prove  the  lesion  benign. 
One  patient  had  a gastrojejunostomy  with- 
out resection.  His  operation  was  done  in 
1943  because  of  obstructive  symptoms. 
Twelve  years  later  he  is  alive  and  well. 
Another  patient  had  a benign  ulcer  lo- 
cated high  on  the  lesser  curvature  which 
was  treated  by  gastroenterostomy  and 
vagotomy. 

Table  6 shows  the  sex  ratio  break- 

TABLE  6 

ANALYSIS  OF  72  BENIGN  OPERATED 
GASTRIC  ULCERS 


Males  

White  48 

Negro  6 

Females  

White  ..  17 

Negro  1 


54 


18 


down  in  this  group.  There  were  54  males 
as  compared  to  18  females. 

The  age  range  in  the  group  is  shown  in 
Table  7.  The  majority  of  patients  were  in 


TABLE  7 

ANALYSIS  OF  72  BENIGN  OPERATED  GASTRIC 
ULCERS:  AGE  AND  SEX 


Age 

No 

. Cases 

YTears 

Male 

Female 

30  to  39  

5 

1 

40  to  49  

14 

5 

50  to  59  

17 

5 

60  to  69  

....  15 

6 

70  to  79 

3 

1 

54 

18 

the  fifth  through  the  seventh  decades. 


Table  8 lists  the  indications  for  opera- 
tion. Almost  one-third  of  the  patients 
were  operated  on  because  of  a strong 
suspicion  of  malignancy.  One-third  of  the 

TABLE  8 

ANALYSIS  OF  72  BENIGN  OPERATED  GASTRIC 
ULCERS:  INDICATIONS  FOR  OPERATION 


No.  Cases 


Diagnosis  of  carcinoma  

Diagnosis  of  probable  carcinoma  

Recurrence  

Obstruction  

Hemorrhage  

Intractability  

Failure  to  heal  

Perforation  

Resection  planned  D.  U.  because 
intractability — found  G.U.  also  .... 


n 

15 j (31.9%) 
4 ( 5.5%) 

31 

6 i (33.3%) 

1 5 J 

15  (20.8%) 
2 

4 


cases  were  operated  upon  because  of  in- 
tractability, hemorrhage,  or  obstruction. 

Table  9 lists  the  types  of  operations. 
The  Billroth  II  anastomosis  was  done 
routinely  on  all  staff  patients  during  the 
first  ten  years  of  this  study. 

TABLE  9 

ANALYSIS  OF  TYPES  OF  OPERATION  FOR 
72  BENIGN  ULCERS 


No.  Cases 


Billroth  II  38 

Hofmeister  18 

Polya  9 

Billroth  I 2 

Vagotomy  and  Billroth  I 1 

Vagotomy  and  Polya  1 

Billroth  II  and  vagotomy  1 

Gastrojejunostomy  1 

Gastrojejunostomy  and  vagotomy  1 


The  mortality  figures  are  shown  in 
Table  10.  Two  of  the  three  deaths  are 

TABLE  10 

ANALYSIS  OF  72  DEFINITIVE  OPERATIONS: 
MORTALITY  STATISTICS 


Mortality  Cause  of  Death 

1 Peritonitis,  leak  gastrojejunostomy 

suture  line,  12  days  postopera- 
tively,  69  year  old  white  male. 

1 Multiple  lung  abcesses,  general- 

ized peritonitis,  25  days  post- 
operatively,  52  year  old  female. 

1 Cardiac  failure,  24  days  postopera- 

tively. 


3 = 4.2% — Hospital  deaths 

Operative  mortality  = 2.8% 

considered  to  be  the  direct  result  of  the 
operation.  The  operative  mortality  rate  is 
therefore  2.8  per  cent.  One  other  patient 
died  while  in  the  hospital  of  cardiac  fail- 
ure. 

In  Table  11  may  be  seen  the  length  of 

TABLE  11 

ANALYSIS  OF  72  OPERATED  BENIGN  ULCERS: 
LENGTH  OF  MEDICAL  TREATMENT 
PRIOR  TO  OPERATION 


Duration 


No.  Cases 


1 month  or  less 

1 to  2 months 

2 to  4 months 
4 to  6 months 
6 to  12  months 

1 to  2 years  ... 

2 to  4 years  .... 
4 to  6 years  ... 


52 1 

5\  79.2% 

1 
2 
3 
5 
3 
1 


72 
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medical  management  prior  to  operation. 
Fifty-seven  patients  or  79.2  per  cent  were 
operated  upon  within  two  months  or  less 
after  the  diagnosis  of  gastric  ulcer  was 
made. 

Table  12  analyzes  the  follow-up  of  the 
surgically  treated  benign  ulcer  cases  and 
classifies  the  results  in  relation  to  length 
of  follow-up. 

Two  proven  cases  of  recurrent  ulcera- 
tion have  resulted.  One  of  these  had  mar- 
ginal recurrence  within  four  months  of 
operation.  This  patient  did  fairly  well  on 
medical  regimen  for  a year  but  recently 
his  persistent  marginal  ulcer  was  success- 
fully resected.  The  other  patient  devel- 
oped a gastrojejunoeolic  fistula  two  years 
after  partial  gastrectomy.  Following  sur- 
gical correction  of  this  he  has  done  very 
well  for  the  past  seven  years.  The  third 
poor  result  was  in  a patient  who  had 
hematemesis  two  years  after  operation  at 
which  time  a vagotomy  was  done  for  sus- 
pected marginal  ulcer.  Six  years  later 
hematemesis  again  occurred  and  a higher 
gastric  resection  was  performed.  No  re- 
current ulceration  was  found,  and  patho- 
logical examination  reported  chronic  in- 
flammation of  the  stomach.  His  subse- 
quent course  has  been  satisfactory. 

Three  patients  have  died  of  heart  dis- 
ease from  sixteen  months  to  six  years 
after  their  operation.  This  can  have  no 
relation  to  their  classification  of  postoper- 
ative status. 

MEDICALLY  MANAGED  GASTRIC  ULCERS 

The  group  of  medically  managed  gas- 
tric ulcers  totals  92  cases.  One  patient 
who  was  treated  medically  and  proved 
subsequently  to  have  carcinoma  at  death 


has  been  included  in  Table  1 and  is  not 
included  in  these  92  cases. 

Table  13  shows  the  sex  ratio  in  this 


TABLE  13 

ANALYSIS  OF  92  BENIGN  GASTRIC  ULCERS  WITH 
MEDICAL  MANAGEMENT 


Males  

White  

Negro  

Females  

White  

Negro  

64 

5 

- - 17 

6 

..  69 
..  23 

group.  There 

was  a ratio  of  3:1  for  males 

to  females. 

In  Table  14  is  seen  the  age  range  for 

ANALYSIS  OF  92 

TABLE  14 

BENIGN  GASTRIC  ULCERS 

WITH 

MEDICAL  MANAGEMENT 

Ages  - Years 

Male 

Female 

10-19  

1 

0 

20-29 

5 

0 

30  - 39  . 

8 

5 

40  - 49  

---  7 

5 

50  - 59  

19 

2 

60  - 69  . 

23 

4 

70  - 79  

5 

6 

80  - 89  

1 

1 

— 

— 

69 

23 

this  group.  There  is  a wide  range  but  the 
majority  fall  in  the  fourth  through  the 
seventh  decades. 

Table  15  analyzes  the  follow-up  in  this 
group.  Fourteen  patients  have  had  no 
follow-up  and  36  have  been  followed  less 
than  two  years.  Ten  of  these  have  died 
of  known  causes : two  of  heart  disease, 
and  one  each  of  trauma,  hemorrhage  from 
gastric  ulcer,  pulmonary  edema,  broncho- 
genic carcinoma,  ruptured  appendix,  Addi- 
son’s disease,  amebic  abscess  of  the  liver, 
and  retroperitoneal  tumor. 


TABLE  12 

ANALYSIS  OF  72  OPERATED  BENIGN  ULCERS;  FOLLOW  UP  OF  CASES 


No.  Cases 

Poor 

Results 

Fair 

Good 

Died  in  hospital  

3 

— 

— 

— 

No  follow-up  

3 

— 

— 

— 

Less  than  1 year  postoperatively  

16 

1 

15 

1 to  2 years  postoperatively  

13 

13 

2 to  3 years  postoperatively  

8 

8 

3 to  4 years  postoperatively  

5 

5 

4 to  5 years  postoperatively  

6 

6 

5 to  10  years  postoperatively  

14 

2 

3 

9 

10  to  12  years  postoperatively  

4 

4 
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TABLE  15 

ANALYSIS  OF  92  CASES  DIAGNOSED  AS  BENIGN  AND 
THE  ATE  D M EI>  I CA  LL  Y 


Deaths 

No.  Cases  Known  Unknown 


No  follow-up  

14 

Less  than  2 yrs 

36 

10 

2 to  5 vrs 

19 

3 

5 to  10  yrs 

16 

2 

1* 

10  yrs.  or  more  

7 

1 

Total  

92 

16 

1 

* Died  age  02  yrs. 

Of  the  patients 

followed 

two  to 

five 

years  three  died 

of  known 

causes : 

two 

of  heart  disease  and  one  of  glomerulo- 
nephritis. In  the  group  followed  five  to 
ten  years,  three  have  died : one  of  heart 
disease,  one  of  carcinoma  of  the  breast, 
and  one  at  age  62  years  of  an  unknown 
cause.  One  patient  died  of  heart  disease 
in  the  group  of  seven  that  was  followed 
over  ten  years. 

The  incidence  of  recurrence  in  each 
group  with  a follow-up  period  is  shown 
in  Table  16.  Since  5 of  the  15  recurrences 
were  not  demonstrated  by  x-ray,  the  re- 
currence rate  is  shown  in  those  cases 
without  associated  duodenal  ulcer  so  that 
the  recurrence  cannot  be  attributed  to 
activity  in  an  associated  duodenal  ulcer. 
It  is  of  interest  to  note  that  the  percent- 
age of  recurrence  rises  as  the  time  of 

TABLE  17 

ANALYSIS  OF  15  PATIENTS  WITH  RECURRENCE 
WHO  DID  NOT  HAVE  SURGERY 

No.  Cases 

Did  not  return  at  time  of  recurrence  2 


Refused  operation  6 

Had  single  recurrence  with  rapid 

recovery  7 


15 


follow-up  lengthens. 

Table  17  gives  an  analysis  of  the  15 
patients  who  had  recurrences.  Recurrence 
is  generally  considered  as  an  indication 
for  operation,  and  this  table  shows  find- 
ings in  the  group  not  operated  upon. 

COMPARISON  BETWEEN  BENIGN  AND  MALIGNANT 
GASTRIC  ULCERS 

Figures  1 and  2 show  the  location  of 
malignant  and  benign  ulcers  in  this  study. 
Figure  3 shows  the  percentage  of  malignant 
ulcers,  obtained  by  dividing  the  number 


TABLE  10 

ANALYSIS  OF  92  CASES  DIAGNOSED  BENIGN  AND  TREATED  MEDICALLY: 
INCIDENCE  OF  RECURRENCE 


Total 

Length  Follow-up  No.  Cases 

None  14 

Less  than  2 years  36 

2 to  5 yrs.  . 19 

5 to  10  yrs.  16 

1 0 yrs.  or  more  7 


Total  No.  with  follow-up  78 


No.  Dx 

No.  Dx  By  Sympt.  % 

by  X-ray  & X-ray  Recurrence 


2 5.5 

4 5 26.3 

4 5 31.3 

2 3 42.9 


10  15  19.2 


Without  Duodenal  Ulcer 
Recurrence 


il  Cases 

No. 

c/o 



— 

— 

20 

2 

7.2 

15 

5 

33.3 

12 

3 

25.0 

7 

3 

42.9 

54 

13 

24.1 
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of  malignant  ulcers  by  the  total  number 
for  each  location. 

In  Table  18  a comparison  of  the  find- 

TABLE  18 

COMPARISON  OF  GASTRIC  ACIDITY  IN  22 
MALIGNANT  ULCERS  AND  1(U  BENIGN 
ULCERS 


Acidity 

Malig 
No.  Cases 

nant 
Per  Cent 

No.  Ca 

Benign 
ses  Per  Cent 

Anacidity 

6 

27.2 

12 

7.3 

Less  than  25 

1 

4.5 

38 

23.2 

26  to  50 

5 

22.7 

21 

12.8 

51  and  over 

9 

5.5 

Not  recorded 

10 

45.4 

84 

51.2 

ings  of  gastric  analysis  is  made  in  pa- 
tients with  benign  and  malignant  ulcers. 
Anacidity  is  not  incompatible  with  benign 
ulcer  but  is  more  than  three  times  as 
frequent  in  patients  with  malignant  ulcer. 
No  patient  with  malignant  ulcer  had  free 
acid  over  51  degrees  while  5.5  per  cent  of 
the  benign  cases  were  over  this  figure. 
About  half  of  the  patients  in  each  group 
had  gastric  analysis  performed.  The  re- 
sults shown  are  those  after  histamine  or 
alcohol  stimulation. 

TABLE  1!) 

COMPARISON  OF  WEIGHT  LOSS  IN  22  MALIGNANT 
ULCERS  AND  164  BENIGN  ULCERS 


Malignant  Benign 

No.  Cases  Per  Cent  No.  Cases  Per  Cent 


10  lbs.  or  less 

9 

40.9 

116 

70.7 

11  to  20  lbs. 

3 

13.6 

6 

3.6 

21  to  30  lbs. 

1 

4.5 

2 

1.2 

31  or  more 

4 

18.1 

6 

3.6 

Wt.  loss  but 

amt.  unknown 

4 

18.1 

34 

20.7 

Gained  10  lbs. 

1 

4.5 

Comparison  of  weight  loss  is  shown  in 
the  next  table.  The  malignant  ulcer  group 
had  a much  higher  percentage  of  weight 
loss  than  did  the  benign  group. 

Complications  of  hemorrhage,  obstruc- 
tion, and  perforation  are  shown  in  Table 
20.  There  were  no  perforations  in  the 

TABLE  20 

COMPARISON  OF  COMPLICATIONS  IN  22 
MALIGNANT  ULCERS  AND  164  BENIGN 
ULCERS 


Maligna  nt 

Benign 

No. 

Cases 

Per  Cent 

No.  Cases 

Per  Cent 

Hemorrhage 

7 

31.8 

48 

29.2 

Obstruction 

2 

9.1 

4 

2.4 

Perforation 

0 

0 

13 

7.9 

malignant  ulcer  group. 

Table  21  gives  a detailed  analysis  of  the 


TABLE  21 

ANALYSIS  OF  PATIENTS  WITH  PERFORATED 
GASTRIC  ULCERS 

Operation  No.  Cases  Op.  Death 

Closure  perforation  13  0 

Results 

Satisfactory  course  2* 

Unsatisfactory  course  8 

Subtotal  resection  3 

Persistent  pain  3 

Died  of  amebic  abscess 

3V2  mo.  P.0 1 

Died  of  retroperitoneal  tumor 

1 mo.  P.O.  1 

Lost  to  follow  up  3** 

* 1 doing  well  9 yrs.  after  closure,  1 died  8 mo.  postop. 
of  heart  disease. 

**  1 doing  well  at  6 months. 

benign  perforated  gastric  ulcers.  There 
were  no  operative  deaths.  However,  only 
two  of  the  patients  with  adequate  follow- 
up had  a satisfactory  course  as  regards 
subsequent  ulcer  behavior  and  one  of 
these  died  from  heart  disease  eight  months 
after  closure  of  his  perforation. 

As  can  be  seen  in  Table  22,  duodenal 
ulcer  occurred  in  9.1  per  cent  of  the 
malignant  ulcer  cases  and  in  15.8  per 
cent  of  the  benign  ulcer  cases.  This  shows 
the  fallacy  of  the  often  quoted  maxim 

TABLE  22 

ASSOCIATED  FINDINGS  IN  22  MALIGNANT  ULCERS 
AND  1(14  BENIGN  ULCERS 


Malignant  Benign 

No.  Cases  Per  Cent  No.  Cases  Per  Cent 

Duodenal  ulcer 


9.1 


26 


15.8 
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that  malignant  gastric  ulcer  is  not  seen 
with  an  associated  duodenal  ulcer. 

Table  23  shows  the  comparison  of  pre- 

TABLE  23 

COMPARISON  OF  PRESENTING  SYMPTOMS  IN  22 
MALIGNANT  ULCERS  AND  164  BENIGN  ULCERS 


Malignant  Benign 

No.  Cases  Per  Cent  No.  Cases  Per  Cent 

Pain  . 20  90.9  149  90.9 

Vomiting  10  45.4  76  46.3 

Dysphagia  2 9.1 

Epigastric 

discomfort  ....  6 27.2 

Bloating  1 4.5  2 1.2 

Weakness  1 0.6 

Ascites  1 0.6 

Anemia  1 0.6 

Nausea  1 0.6 


senting  symptoms  in  each  group.  Epigas- 
tric discomfort  was  not  tabulated  for  the 
benign  group  as  a separate  entity  but  is 
included  under  pain.  This  table  empha- 
sizes the  inability  of  differentiation  be- 
tween malignant  and  benign  ulcers  by 
symptomatology. 

The  results  of  gastroscopy  are  shown  in 
Table  24.  Lesions  were  visualized  in  60 


TABLE  24 

PATIENTS  WHO  HAD  GASTROSCOPY  PERFORMED 
(33  CASES) 


Cases 

Per  Cent 

Examination  unsatisfactory 

14* 

40 

Lesions  visualized  

21 

60 

DX  benign  and  confirmed 
DX  benign  and  proved 

...  15** 

71.4 

malignant  

DX  ? malignant  and 

...  1 

4.7 

proved  benign  

DX  malignant  and 

...  2 

9.5 

proved  malignant  

...  3 

14.3 

85.7%  accurate.  14.2%  inaccurate. 

* Two  patients  had  two  gastroscopies  with  failure  to 
visualize  ulcer. 

**  In  one  ease  ulcer  was  not  seen  on  initial  examination. 

per  cent  of  the  cases  examined  with  an 
accuracy  rate  of  85.7  per  cent.  However, 
it  must  be  noted  that  in  40  per  cent  of  the 
patients  who  were  gastroscoped  no  lesion 
was  seen  even  though  a gastric  ulcer  was 
present.  In  no  case  was  an  ulcer  demon- 
strated by  gastroscopy  which  was  not 
also  visualized  by  radiologic  examination. 

COMMENT 

In  this  group  of  186  patients  with  gas- 
tric ulcer  the  incidence  of  malignancy  was 


11.8  per  cent.  This  incidence  is  similar  to 
that  encountered  in  other  larger  series. 
Smith  and  Jordan 2 in  a review  of  600 
gastric  ulcers  at  the  Lahey  Clinic  found 
that  9.8  per  cent  were  malignant.  Cain, 
Jordan,  Comfort  and  Gray  3 at  the  Mayo 
Clinic  reported  a 10.4  per  cent  incidence 
of  carcinoma  in  414  gastric  ulcers,  while 
Allen  4 found  that  14  per  cent  of  patients 
treated  as  having  benign  gastric  ulcers  at 
the  Massachusetts  General  Hospital  proved 
to  have  malignant  lesions. 

A study  such  as  this  demonstrates  that 
the  crux  of  the  gastric  ulcer  problem  is 
the  impossibility  of  definitely  differentiat- 
ing benign  from  malignant  lesions  by  any 
other  means  than  microscopic  examination 
of  the  excised  ulcer.  It  further  emphasizes 
the  inadequacy  of  the  generally  accepted 
plan  of  medical  management  of  gastric 
ulcer  as  it  has  been  practically  applied  in 
this  university  hospital  clinic  in  the  last 
fifteen  years.  Only  26  per  cent  of  the 
medically  managed  group  of  patients  with 
gastric  ulcer  could  be  adequately  followed 
by  the  desired  program  of  rigid  medical 
control  and  repeated  roentgen  examina- 
tions. A sense  of  complacency  as  regards 
gastric  ulcer  in  relation  to  its  malignant 
potential  has  pervaded  the  medically  man- 
aged series  of  this  study.  The  well-known 
fact  that  a small  ulcerated  gastric  cancer 
may  heal  on  a medical  regimen  has  been 
reconfirmed  by  this  survey. 

The  study  has  also  shown  that  a high 
incidence  of  recurrence  (24  per  cent)  with 
attendant  hazardous  complications  has  oc- 
curred in  the  medically  managed  gastric 
ulcers  and  that  this  incidence  increases 
proportionally  with  the  length  of  follow- 
up. In  contrast,  the  incidence  of  recur- 
rence after  surgical  treatment  of  benign 
gastric  ulcer  has  been  quite  low  (2.6  per 
cent)  and  the  long  range  results  have 
been  generally  good. 

Consideration  of  the  above  findings 
with  specific  emphasis  on  the  clinician’s 
inability  to  differentiate  benign  from  can- 
cerous lesions  in  a disease  which  has  an 
incidence  of  malignancy  of  10  to  14  per 
cent  leads  us  to  the  conclusion  that  the 


440 


McHardy,  Stotler — Serum  Transaminase 


generally  accepted  plan  of  medical  man- 
agement for  gastric  ulcer  should  be  aban- 
doned and  that  patients  with  ulcerating 
lesions  of  the  stomach  should  have  prompt 
surgical  intervention  without  a prelimi- 
nary trial  of  medical  therapy. 

SUMMARY 

The  following  conclusions  have  been 
drawn  from  this  statistical  study  of  186 
patients  with  gastric  ulcer: 

1.  The  gastric  ulcers  in  this  series 
proved  to  be  malignant  lesions  in  11.8  per 
cent. 

2.  Despite  a clinic  policy  during  the 
years  of  this  study  of  strict  medical  regi- 
men with  frequent  x-ray  examinations  to 
determine  healing  of  the  ulcer  within  the 
first  six  weeks  after  diagnosis,  only  26 
per  cent  of  the  medically  managed  group 
could  be  adequately  followed. 

3.  It  is  not  possible  by  present  diag- 
nostic methods  to  determine  whether  a 
gastric  ulcer  is  malignant  or  benign  until 
it  is  surgically  removed  and  studied  micro- 
scopically. 

4.  The  incidence  of  recurrence  and  un- 
favorable results  increases  in  direct  pro- 
portion to  the  length  of  follow-up  in  the 
medically  managed  gastric  ulcer  group. 

5.  The  long  range  results  of  partial 
gastric  resection  for  benign  gastric  ulcer 
are  generally  good. 

6.  Therefore  we  conclude  that  patients 
with  ulcerating  lesions  of  the  stomach 
should  have  surgical  intervention  as  soon 
as  the  diagnosis  is  made  without  a pre- 
liminary period  of  medical  management. 
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SERUM  TRANSAMINASE  AS  AN  AID 
IN  THE  DIAGNOSIS  OF  MYOCARDIAL 
INFARCTION  * 

ROBERT  J.  McHARDY,  M.  D. 

JOHN  B.  STOTLER,  M.  D.  f 
New  Orleans 

The  diagnosis  of  myocardial  infarction 
by  electrocardiographic  criteria  may  often 
present  many  difficulties.  Conduction  de- 
fects such  as  left  bundle  branch  block  and 
Wolfe  - Parkinson  - White  syndrome  make 
the  diagnosis  of  a recent  myocardial  in- 
farction by  the  electrocardiogram  ex- 
tremely difficult.  A similar  problem  can 
exist  when  multiple  previous  infarctions 
make  significant  alterations  in  the  elec- 
trocardiogram undetectable.  Because  of 
the  above-cited  situations,  many  of  the 
alterations  in  the  blood  of  patients  who 
have  experienced  a recent  myocardial  in- 
farction have  been  studied  by  several  in- 
vestigators in  the  past.  Some  of  these, 
such  as  fever,  leukocystosis,  an  elevated 
erythrocyte  sedimentation  rate  and  plas- 
ma fibrinogen  levels,  the  presence  of  C- 
reaetive  protein  as  well  as  alterations  in 
blood  coagulability,  serum  lipids,  globu- 
lins, copper  and  iron  are  all  nonspecific 
indications  of  an  inflammatory  process. 
They  vary  in  their  sensitiveness,  and  as 
a result  of  their  nonspecificity  all  may  be 
false  indicators  of  myocardial  necrosis  if 
necrosis  exists  elsewhere  in  the  body.1 

MECHANISM  OF  SGO-T  ACTIVITY 

Recently,  LaDue  and  co-workers  have 
studied  the  properties  of  serum  transami- 
nase and  have  shown  this  enzyme  to  be 
elevated  in  the  serum  following  an  acute 
myocardial  infarction.2  The  study  of  this 
tissue  enzyme  activity  of  the  blood  follow- 
ing a recent  infarction  may  be  a more 
direct  approach  of  muscle  necrosis.  Also, 

* Presented  at  the  Seventy-sixth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  Alex- 
andria, April  25,  1956. 

f Cardiac  trainee,  National  Institute  of  Health, 
Louisiana  State  University  Medical  School — 1955. 

From  the  Department  of  Medicine,  Louisiana 
State  University  Medical  School,  Charity  Hospi- 
tal, and  the  Browne-McHardy  Clinic,  New  Or- 
leans, Louisiana. 

These  studies  were  aided  by  the  Medical  Group 
Research  Fund,  Browne-McHardy  Clinic. 
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this  may  prove  to  be  a simple  chemical 
test  which  will  be  of  diagnostic  help  in 
recent  infarction. 

Glumatic  oxalacetic  transaminase  is  a 
specific  tissue  enzyme  concerned  with  the 
transfer  of  alpha-amino  nitrogen  of  as- 
partic acid  to  alpha-keto  glutaric  acid, 
resulting  in  the  synthesis  of  a new  amino- 
acid,  glutamic  acid  and  a new  alpha-keto 
acid,  oxalacetic  acid.3  SGO-T  activity  has 
been  demonstrated  in  all  human  and  ani- 
mal sera  tested.  Heart  muscle,  skeletal 
muscle,  brain,  liver  and  kidney  contain 
SGO-T  in  decreasing  concentrations,  al- 
though it  is  distributed  widely  in  animal 
tissues.  Injury  to  heart  muscle,  skeletal 
muscle,  liver  and  kidney  will  cause  in- 
creased activity  of  SGO-T  in  the  serum. 
Serum  transaminase  activity  has  been 
found  to  be  normal  in  infectious,  degener- 
ative, neoplastic,  allergic,  reactive  or  con- 
genital disease  states,  unless  damage  to 
liver,  heart  or  skeletal  muscle  is  present.4 

SGO-T  activity  in  the  blood  increases 
2 to  20  times  normal  after  acute  myocar- 
dial infarction.  Experimental  infarctions 
in  dogs  have  shown  that  this  rise  in  the 
blood  is  associated  with  a corresponding 
decrease  in  the  transaminase  concentra- 
tion of  the  infarcted  area.5  Again,  with 
myocardial  infarction  produced  experi- 
mentally in  dogs,  the  increase  in  activity 
occurs  within  six  hours  following  the  pro- 
duction of  an  infarction,  and  both  the 
degree  and  duration  of  the  enzyme  abnor- 
mality appear  to  be  proportional  to  the 
size  of  the  infarction.  Myocardial  ischemia 
of  forty-five  minutes’  duration  did  not 
influence  the  serum  level  of  glutamic  ox- 
alacetic transaminase.  This  suggests  that 
the  mechanism  of  elevation  of  transami- 
nase activity  is  simply  one  of  release  of 
the  enzyme  into  the  bloodstream  follow- 
ing death  or  increase  in  cellular  membrane 
permeability.  The  routes  of  excretion  and 
degradation  of  the  enzyme  are  not  yet 
known.0 

Serum  transaminase  activity  in  the 
blood  may  be  increased  20  to  100  times 
normal  in  hepatitis  due  to  toxic  or  infec- 
tious agents.  SGO-T  activity  during  the 


acute  phase  of  hepatitis,  whatever  its 
cause,  actually  permits  differentiation  of 
jaundice  due  to  this  cause  from  that  due 
to  cirrhosis,  extrahepatic  obstruction  of 
the  biliary  ducts,  liver  metastasis  and 
hemolysis.7 

STUDY  OF  134  PATIENTS 

The  present  study  is  a continuation  of 
a previous  study,8  and  was  undertaken  to 
evaluate  the  determination  of  serum  trans- 
aminase activity  as  an  ancillary  procedure 
in  the  clinical  diagnosis  of  myocardial  in- 
farction. One  hundred  and  thirty-four  pa- 
tients were  studied.  The  spectrophetome- 
tric  method  of  determination  was  used.3 
Approximately  75  per  cent  of  the  patients 
in  this  series  represented  admissions  to 
the  Louisiana  State  University  Medical 
Service  at  Charity  Hospital  at  New  Or- 
leans. The  remaining  25  per  cent  were 
patients  of  physicians  in  private  practice. 
There  were  35  patients  with  established 
diagnoses  other  than  recent  myocardial 
infarction  or  liver  disease,  who  served  as 
a control  group.  The  range  of  SGO-T  ac- 
tivity in  this  control  group  varied  from 
6 to  40  units,  the  mean  being  16.2  units. 
Values  exceeding  50  units  were  considered 
to  be  elevated,  this  being  the  lowest  level 
observed  in  the  group  with  clinical  and 
electrocardiographic  manifestations  of  my- 
ocardial infarction.  The  remaining  pa- 
tients presented  with  chest  pain  of  a 
nature  that  the  diagnosis  of  a recent  in- 
farction was  suspected.  Of  these  patients, 
47  had  clinical  and  electrocardiographic 
evidence  of  acute  myocardial  infarction. 
Forty-five  of  47  patients  in  this  particular 
group  had  SGO-T  levels  above  50  units, 
varying  from  50  to  266  units.  The  levels 
became  increased  as  early  as  four  hours 
and  as  late  as  three  days  following  the 
onset  of  chest  pain.  Thirteen  of  these 
patients  expired,  but  postmortem  exami- 
nation was  obtained  in  only  6 of  these. 
All  6 exhibited  gross  and  microscopic  evi- 
dence of  recent  myocardial  infarction  by 
postmortem  examination. 

Of  the  2 patients  with  clinical  and  elec- 
trocardiographic evidence  of  acute  myo- 
cardial infarction  whose  transaminase  lev- 
els were  in  the  normal  range,  1 had  re- 
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peated  specimens  drawn,  the  maximum 
level  being  40  units.  The  other  patient 
had  evidence  of  a recent  massive  trans- 
mural infarction,  both  electrocardiograph- 
ically  and  by  postmortem  examination. 
The  patient  expired  seven  hours  after  the 
onset  of  pain,  and  the  specimen  had  been 
drawn  six  hours  after  the  onset  of  pain. 

Three  patients  with  electrocardiographic 
changes  indicating  the  presence  of  a con- 
duction defect,  namely  left  bundle  branch 
block,  but  without  definite  electrocardio- 
graphic evidence  of  the  change  of  a recent 
myocardial  infarction,  were  noted  to  have 
SGO-T  levels  above  50  units.  All  3 pa- 
tients had  clinical  manifestations  of  myo- 
cardial infarction. 

Of  the  remaining,  49  had  suspected 
myocardial  infarctions  not  verified  by 
electrocardiogram.  All  had  serum  trans- 
aminase levels  under  50  units,  varying 
from  10  to  48  units.  Electrocardiographic 
patterns  in  this  group  varied  from  normal 
electrocardiographs  to  patterns  of  ische- 
mia. 

These  observations  suggest  a correlation 
between  serum  transaminase  activity  and 
electrocardiographic  changes  in  recent 
myocardial  infarction  and  indicate  the 
usefulness  of  this  laboratory  procedure 
as  an  aid  to  the  diagnosis  of  myocardial 
infarction. 

CONCLUSIONS 

1.  We  wish  to  point  out  that  this  lab- 
oratory test  definitely  does  not  attempt 
to  replace  clinical  judgment  or  the  electro- 
cardiogram in  the  diagnosis  of  a recent 
myocardial  infarction.  It  should  be  inte- 
grated into  the  general  picture. 

2.  This  laboratory  test  may  be  the  ad- 
vance guard  in  the  development  of  a high- 
ly sensitive  and  specific  blood  chemical 
test  for  the  detection  of  a recent  myo- 
cardial infarction. 

3.  The  greatest  value  of  this  test  will 
be  in  those  cases  with  conduction  defects 
where  the  electrocardiogram  may  be  of 
little  help  in  the  diagnosis  of  an  acute 
infarction.  Further  study  with  this  group 
is  indicated,  supplemented  by  postmortem 
studies. 
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Shigellosis  has  been  a common  cause  of 
disease  and  death  since  early  times.  Better 
standards  of  living,  improved  sanitation, 
and  modern  therapeutic  measures  have 
drastically  reduced  morbidity  and  mortal- 
ity due  to  this  disease.  Because  of  these 
changes  many  physicians  may  not  be  aware 
of  the  problems  shigellosis  still  presents 
today,  and  for  this  reason  a review  of  our 
experiences  with  this  disease  during  1955 
was  deemed  worthwhile. 

This  report  is  primarily  concerned  with 
patients  admitted  to  the  pediatric  services 
at  Charity  Hospital  of  Louisiana  in  New 
Orleans  between  January  1,  1955,  and  De- 
cember 31,  1955.  This  group  represents 
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only  62  of  222  hospitalized  or  clinic  pa- 
tients of  all  ages  from  whom  Shigella  or- 
ganisms were  isolated.  These  62  patients 
represent  11  per  cent  of  the  575  patients 
admitted  to  the  pediatric  services  with  the 
diagnosis  of  diarrhea. 

The  cultures  were  obtained  by  rectal 
swab  and  were  studied  by  the  usual  micro- 
biological techniques.  The  rectal  swab  was 
streaked  on  a quadrant  of  an  SS  plate  and 
was  further  streaked  by  bacteriological 
loop  through  remaining  quadrants.  After 
twelve  to  eighteen  hours’  incubation  at  37° 
C.,  at  least  three  colonies  which  neither 
fermented  lactose  nor  produced  HL.S  were 
inoculated  into  Kligler’s  iron  agar  and  urea 
broth  (Difco).  After  twenty-four  hours’ 
further  incubation  those  colonies  showing 
fermentation  reaction  typical  of  Shigellae 
in  Kligler’s  medium  and  failing  to  hydrol- 
ize  urea  were  tested  for  agglutination  by 
a slide  technique  using  commercial  type- 
specific  Shigellae  antisera  (Lederle).  In 
practically  all  instances  only  Group  B and 
D sera  were  used.  In  all  cases  identfica- 
tion  was  confirmed  by  biochemical  activity 
of  the  strains,  including  carbohydrate  fer- 
mentations, indol  production  and  citrate 
fermentation,  and  motility  in  a semi-solid 
medium. 

CLINICAL  MANIFESTATIONS 

Review  of  the  major  clinical  manifesta- 
tions revealed  diarrhea,  fever,  and  blood 
in  the  stools  to  be  the  most  common  signs 
and  symptoms.  (Table  1)  Every  case  ex- 

TABLE  1 

MAJOR  CLINICAL  MANIFESTATIONS  OF 
62  PATIENTS  WITH  SHIGELLOSIS 


Diarrhea 

61 

Temperature  over  100° 

56 

Blood  in  stools 

31 

Convulsions 

19 

Delirium 

6 

cept  one  had  evidence  of  diarrheal  stools. 
The  stools  were  described  as  watery  in  con- 
sistency and  yellow  or  green  in  color. 
Macroscopic  blood  in  the  stool  was  present 
in  50  per  cent  of  the  cases,  either  by  history 
or  observation  of  the  stools  during  hos- 
pitalization. Ninety  percent  of  the  pa- 
tients demonstrated  a temperature  of  100° 
F.  or  over  sometime  during  their  illness. 


It  soon  became  evident  that  these  cases 
could  easily  be  divided  into  two  rather  well- 
defined  clinical  pictures.  (Table  2)  Those 

TABLE  2 

DIFFERENCES  IN  CLINICAL  MANIFESTATIONS 
BY  AGE  GROUPING  IN  62  PATIENTS 
WITH  SHIGELLOSIS 


Under 
3 yrs. 

3 yrs.  or 
over 

Total 

36 

26 

Diarrhea 

35 

26 

Temp,  over  100° 

31 

25 

Abrupt  onset* 

12 

21 

Blood  in  stools 

17 

14 

Convulsions 

6 

13 

Delirium 

0 

6 

* Abrupt  onset:  Onset  of  symptoms  24  hours  or  less 

prior  to  admission  to  hospital. 


children  under  3 years  of  age  usually  fol- 
lowed a pattern  of  a gradual  or  insidious 
onset  with  diarrhea  for  two  to  seven  days 
or  longer  before  they  were  admitted  to  the 
hospital.  An  intermittent  fever  existed  for 
several  days  before  admission.  There  were 
few  other  distinguishing  features.  Many 
of  these  patients  were  not  brought  to  the 
hospital  for  treatment  until  blood  was  no- 
ticed in  the  stools. 

The  children  3 years  of  age  or  older  pre- 
sented a more  acute  illness,  with  sudden 
onset,  high  fever,  and  toxicity.  Convul- 
sions occurred  in  50  per  cent  of  these  chil- 
dren. Many  of  these  patients  did  not  de- 
velop diarrhea  until  after  they  arrived  on 
the  ward. 

No  difference  in  symptomatology  was 
found  to  relate  to  any  other  factor  includ- 
ing the  comparison  of  cases  of  Shigella 
flexneri  and  cases  of  Shigella  sonnei. 

THERAPY 

The  therapy  used  in  these  cases  consisted 
of  parenteral  fluid,  specific  antibiotic  or 
chemotherapeutic  agents,  and  sedation. 
Thirty-eight  of  the  62  cases  warranted  the 
use  of  intravenous  fluids.  Sedation  was 
limited  to  patients  with  CNS  manifesta- 
tions. All  patients  were  treated  with  one 
or  more  specific  agents. 

Sulfadiazine  or  a triple  - sulfonamide 
mixture  was  used  in  the  majority  of  cases. 
(Table  3)  A combination  of  sulfonamides 
and  chloramphenicol  was  the  second  most 
common  regimen.  All  but  one  case  re- 
sponded well  clinically  on  initial  therapy. 
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TAB  L1C  3 

ANTIBIOTIC  OK  CHEMOTHERAPEUTIC  AGENTS 
USED  IN  62  PATIENTS  WITH  SHIGELLOSIS 


One  of  sulfa  drugs  44 

Sulfa  + chloramphenicol  11 

Chloramphenicol  4 

Sulfa  + tetracycline  1 

Sulfa-chloro-tetra  1 

Sulfa-chloro-oxytetracycline  1 


In  cases  where  follow-up  cultures  were  ob- 
tained the  results  mirrored  the  clinical 
response. 

The  usual  course  of  these  patients  was 
early  clinical  improvement  with  complete 
absence  of  signs  and  symptoms  by  the 
fourth  day  of  therapy.  Only  8 patients  re- 
quired longer  convalescence,  and  they  had 
shown  marked  improvement  by  the  fourth 
day. 

One  child  who  did  not  follow  the  usual 
clinical  course  on  sulfonamide  therapy  was 
found  to  harbor  a strain  of  Shigella  flex- 
neri  which  was  resistant  to  the  various 
sulfonamides,  according  to  in  vitro  sensi- 
tivity tests.  This  strain  was  sensitive  to 
chloramphenicol  and  tetracycline.  After 
two  days  of  therapy  with  chloramphenicol 
this  child  became  asymptomatic,  but  seven 
additional  days  of  therapy  did  not  eradi- 
cate the  organism  from  the  stool.  The  child 
was  placed  on  tetracycline  for  five  days, 
during  which  time  stool  cultures  became 
negative  for  Shigella. 

FAMILIAL  INFECTION 

Stool  cultures  were  obtained  from  mem- 
bers of  the  families  of  18  patients.  (Table 
4)  It  was  not  possible  to  obtain  a culture 

TABLE  4 

STUDY  OF  FAMILIES  OF  PATIENTS  WITH 


SHIGELLOSIS 

Families  cultured  18 

Families  with  at  least  one  member 

with  positive  culture  15 

Total  number  of  family  members 

cultured  43 

Family  members  with  positive  culture  24 


None  of  above  figures  includes  the  index  cases. 

from  every  member  of  each  family.  Only 
one  culture  was  obtained  from  each  person 
investigated.  In  15  families  at  least  one 
person  other  than  the  index  case  was  found 
to  harbor  Shigella  organisms.  The  same 
type  of  organism  found  in  the  index  case 


of  each  family  was  recovered  from  24  of 
the  43  family  members  cultured. 

DISCUSSION 

From  this  review,  1 out  of  every  10 
children  with  diarrhea  admitted  to  this 
hospital  was  found  to  have  shigellosis.  This 
probably  is  not  the  true  incidence  of 
Shigella  infections  in  this  community.  Only 
patients  with  severe  or  unusual  symptoms 
were  picked  from  our  large  out-patient 
service  for  admission.  The  incidence  of 
shigellosis  found  also  may  have  been  in- 
fluenced by  diligence  in  the  search  for  the 
organism.  Since  this  was  not  a research 
project,  repeated  anal  swabs  were  not  ob- 
tained on  many  patients  found  to  have  a 
negative  culture  on  the  first  attempt.  Both 
of  these  factors  may  have  influenced  the 
results.  The  11  per  cent  of  the  diarrhea 
patients  with  shigellosis  found  here  is  not 
comparable  to  44  per  cent  reported  by 
Hardy  and  Watt1  (New  Mexico,  1936-38; 
Georgia,  1939-40;  New  York,  1939-40  and 
1942)  or  the  49  per  cent  reported  by  Cooper 
et  air  (Cincinnati,  Ohio,  1938).  It  can  be 
said,  however,  that  shigellosis  is  a rather 
common  problem  in  children  at  Charity 
Hospital  of  Louisiana. 

The  clinical  manifestations  listed  here 
are  the  same  as  given  elsewhere  and  reflect 
the  point  made  by  Hardy  and  Watt  that 
the  signs  and  symptoms  presented  by  pa- 
tients with  shigellosis  are  not  distinctive 
enough  to  differentiate  clinically  the  cases 
from  other  types  of  diarrhea.3 

CNS  disturbance  such  as  convulsions  or 
delirium  occurred  in  40  per  cent  of  the  pa- 
tients. This  is  a much  higher  incidence 
than  is  usually  encountered  in  patients  hos- 
pitalized with  other  types  of  diarrhea,  and 
agrees  with  observations  reported  by  Don- 
ald et  alS  The  predominance  of  these 
symptoms  in  the  other  age  group  appears 
to  be  significant. 

It  cannot  be  assumed  that  the  good  clini- 
cal response  of  patients  was  due  to  the 
antibiotic  or  chemotherapeutic  agent  used. 
This  point  could  not  be  adequately  assessed 
as  a control  group  was  not  used.  It  is  in- 
teresting that  6 patients  who  did  not  re- 
ceive specific  therapy  until  the  third  to 
fifth  day  of  hospitalization  showed  clinical 
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improvement  before  such  agents  were  ad- 
ministered. The  degree  of  improvement 
was  comparable  to  that  of  patients  receiv- 
ing specific  therapy.  However,  Hardy  and 
associates  found  that  the  clinical  response 
of  patients  receiving  sulfonamides  and  non- 
specific therapy  was  definitely  slower  and 
more  irregular  than  the  response  of  pa- 
tients receiving  antibiotics  effective 
against  the  particular  strains  of  organ- 
isms.r>  Further  questions  concerning  the 
actual  role  of  sulfonamides  may  be  ob- 
tained from  the  study  of  Tateno.  He  dem- 
onstrated that  while  13  of  14  strains  of 
Shigella  flexneri  isolated  in  the  United 
States  before  1952  were  sensitive  to  sul- 
fadiazine, only  2 of  8 strains  isolated  in 
1953  were  sensitive.0  All  of  the  strains 
isolated  in  the  United  States  in  his  study 
were  sensitive  to  streptomycin,  chloram- 
phenicol, oxytetracycline,  chlortetracycline, 
and  tetracycline  by  in  vitro  studies. 

Hardy  and  associates,  in  reporting  on  a 
study  in  Korea,  concluded  that  aureomycin, 
chloramphenicol,  and  terramycin  are  all 
effective  in  shigellosis.5  Tetracycline  was 
not  available  at  that  time.  Sulfonamides 
were  of  little  use  in  their  study  as  most  of 
the  strains  of  Shigella  encountered  were 
resistant. 

One  of  the  most  interesting,  and  possibly 
least  appreciated,  aspects  of  the  shigel- 
losis problem  is  the  relationship  of  familial 
infection  to  the  given  case.  In  order  to 
gain  more  understanding  of  this  aspect  of 
the  disease,  cultures  were  obtained  from 
all  available  members  of  the  families  of  18 
cases  of  shigellosis.  Shigella  organisms 
were  recovered  from  a family  member 
other  than  the  index  case  in  over  80  per 
cent  of  the  families.  Over  50  per  cent  of 
family  members  cultured  harbored  Shigella 
organisms  of  the  same  type  found  in  the 
index  case.  Most  of  these  familial  contacts 
were  asymptomatic  at  the  time  of  the  cul- 
ture. Historical  data  were  not  adequate  to 
evaluate  previous  history  of  diarrhea  in 
family  contacts. 

The  method  of  spread  of  these  organisms 
within  the  family  group,  the  relationship 
of  familial  infections  to  “relapses,”  and 


the  role  played  by  such  infected  families 
in  the  community  problem  of  shigellosis 
are  subjects  of  some  importance  that  need 
further  clarification.  Most  infected  family 
members  received  specific  therapy  in  this 
series.  This  approach  to  the  problem 
needs  further  investigation. 

SUMMARY 

A review  of  the  cases  of  shigellosis  ad- 
mitted to  the  pediatric  services  of  Charity 
Hospital  in  New  Orleans  during  1955  re- 
vealed that  this  disease  is  still  a problem 
at  this  hospital.  The  62  cases  reviewed 
represented  11  per  cent  of  all  patients  ad- 
mitted to  the  pediatric  services  with  a diag- 
nosis of  diarrhea. 

The  clinical  picture  manifested  by  these 
patients  was  not  distinctive  enough  to  dif- 
ferentiate them  from  other  types  of  diar- 
rhea. Among  the  children  with  shigellosis 
there  were  two  fairly  distinct  clinical  pic- 
tures which  could  be  correlated  with  the 
age  of  the  patient. 

The  response  of  the  patients  to  treat- 
ment was  usually  good  and  was  apparently 
influenced  more  by  supportive  care,  such 
as  parenteral  fluids  and  electrolytes,  than 
by  the  type  of  chemotherapeutic  agent  or 
antibiotic  used. 

Over  50  per  cent  of  the  family  contacts 
screened  were  found  to  harbor  the  same 
type  of  Shigella  organism  as  the  patient. 
Questions  arise  concerning  the  problem  of 
familial  infection,  in  relation  both  to  a 
given  case  and  to  the  community  at  large. 

REFERENCES 

1.  Hardy,  A.  V.,  and  Watt.  J. : Studies  of  the  acute 
diarrheal  diseases.  XII.  Etiology,  Pub.  Health  Rep.  60: 
57,  1945. 

2.  Cooper,  M.  L.,  Furcolow,  M.  L.,  Mitchell,  A.  G.,  and 
Cullen,  G.  E. : The  relation  of  dysentery  to  the  acute  diar- 
rhea of  infants  and  children,  J.  Ped.  15:172,  1939. 

3.  Hardy,  A.  V.,  and  Watt,  J : Studies  of  the  acute 
diarrheal  diseases.  XIV.  Clinical  observations,  Pub. 
Health  Rep.  60:521,  1945. 

4.  Donald,  W.  D.,  Winkler,  C.  H.,  Jr.,  and  Bargeron, 

L.  M.,  Jr.:  The  occurrence  of  convulsions  in  children 

with  Shigella  gastroenteritis,  J.  Ped.  48:323,  1956. 

5.  Hardy,  A.  V.,  Mason,  R.  P.,  and  Martin,  G.  A.:  The 
antibiotics  in  acute  bacillary  dysentery,  Ann.  N.  Y.  Acad. 
Sci.  55:1070,  1952. 

6.  Tateno,  I. : Sulfonamide  and  antibiotic  sensitivity  of 
dysentery  bacilli  isolated  in  the  United  States,  Japan,  and 
Korea:  A comparative  study,  J.  La.  State  Med.  Soc.  107: 
116,  1955. 


O- 


446 


Harris — Disorders  of  the  Appendix 


DISORDERS  OF  THE  APPENDIX; 
SOME  UNUSUAL  CASES  * 

W.  H.  HARRIS,  JR.,  M.  D.  f 

New  Orleans 

The  purpose  of  this  paper  is  simply  to 
point  out  a variety  of  unusual  conditions 
observed  in  the  appendix  in  the  past  few 
years.  Regardless  of  the  underlying  con- 
dition, inflammation  is  the  process  which 
calls  clinical  attention  to  the  appendix.  As 
will  be  seen,  then,  the  cases  to  be  presented 
all  show  appendicitis.  In  practically  all 
cases  of  appendicitis  there  are  essentially 
two  underlying  factors : The  first  is  infec- 
tion which  is  present  in  every  case  of  ap- 
pendicitis. The  second  is  obstruction  which 
is  present  in  most  of  the  cases  of  severe 
acute  appendicitis. 

I.  NEOPLASMS 

A.  Primary  adenocarcinoma. 

The  first  case  to  be  presented  is  that  of  a pri- 
mary adenocarcinoma  of  the  appendix.  This  pa- 
tient was  an  eighty  year  old  colored  female  who 
had  pain  in  the  right  lower  quadrant,  vomiting, 
fever,  tenderness  and  abdominal  distention.  A 
clinical  diagnosis  of  appendicitis  with  retrocecal 
abscess  was  made  and  an  appendectomy  was  per- 
formed. At  operation  the  appendix  was  found  to 
he  ruptured  and  a pericecal  abscess  was  also 
present.  On  pathologic  examination  of  the  speci- 
men, it  was  found  to  measure  7 by  4 by  3 cms. 
There  was  abundant  fibrinopurulent  exudate  over 
the  entire  external  surface.  It  was  noted  on  sec- 
tion that  the  lumen  was  occluded  but  it  was  only 
on  histologic  examination  of  sections  that  the  oc- 
clusion was  found  to  be  due  to  a primary  adeno- 
carcinoma, projecting  into  the  lumen  and  occlud- 
ing it,  (Fig.  1).  The  sections  also  showed  a 
severe  acute  suppurative  appendicitis.  A right 
colectomy  was  suggested  on  the  basis  of  the  path- 
ologic diagnosis  of  carcinoma  of  the  appendix, 
but  the  patient  refused  further  surgery.  She  was 
discharged  from  the  hospital  sixteen  days  after 
operation.  She  was  readmitted  one  year  later 
and  an  exploratory  laparatomy  at  that  time  re- 
vealed involvement  of  the  ileum  and  the  anterior 
abdominal  wall  by  the  carcinoma.  An  ileotrans- 
verse  colostomy  was  done  and  the  patient  dis- 
charged after  thirteen  days  of  hospitalization. 
This  was  three  years  ago.  Nothing  further  is 
known  of  the  patient  at  this  time. 


* Presented  at  the  Seventy-sixth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  Alex- 
andria, Louisiana,  April  25,  1956. 

f Department  of  Pathology,  Tulane  University 
School  of  Medicine,  and  Sara  Mayo  Hospital, 
New  Orleans,  Louisiana. 


Figure  1.  Primary  adenocarcinoma  of  the  ap- 
pendix, obstructing  the  lumen. 


In  a study  of  50,000  appendices,  Collins1 
found  41  cases  of  primary  adenocarcinoma, 
an  incidence  of  0.082  per  cent.  In  general, 
adenocarcinoma  of  the  appendix 2 is  a dis- 
ease of  older  people  (55  years  or  over). 
The  carcinoma  is  usually  polypoid  or  fun- 
goid, often  at  the  base  of  the  appendix, 
causing  obstruction  and  subsequent  acute 
appendicitis.  It  is  to  be  noted  that  ade- 
nomatous polyps  may  occur  in  the  appen- 
dix as  they  do  in  the  colon.3-4  In  fact,  they 
may  be  a part  of  the  picture  of  polyposis 
of  the  colon.  It  is  highly  probable  that  they 
also  are  premalignant  lesions.  They  like- 
wise may  cause  obstruction  of  the  lumen 
of  the  appendix  with  subsequent  appen- 
dicitis. 

B.  Primary  lymphosarcoma. 

The  next  case  to  be  presented  is  that  of  a pri- 
mary lymphosarcoma  of  the  appendix.  This  pa- 
tient was  a male  in  his  thirties  with  a clinical 
picture  of  typical  appendicitis.  An  appendectomy 
was  done  and  upon  examination  of  the  specimen 
there  was  evidence  of  acute  suppurative  appendi- 
citis. On  section,  however,  it  was  noted  that  the 
wall  of  the  appendix  was  greatly  thickened  and 
it  was  found  that  the  lumen  appeared  to  be  oc- 
cluded by  a bulge,  extending  beneath  the  mucosal 
surface.  On  microscopic  examination,  it  was 
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found  that  an  extensive  infiltration  of  lymphoid 
cells  with  hyperchromic  nuclei  involved  large 
areas  of  the  wall  of  the  appendix  (Fig.  2).  It 
was  clear  that  this  involvement  of  the  wall  of 
the  appendix  by  lymphosarcoma  had  caused  ob- 
struction of  the  lumen  and  subsequent  acute 
appendicitis. 

In  Collins’  series  of  50,000  appendices,1 
the  incidence  of  lymphosarcoma  of  the  ap- 
pendix is  stated  to  be  0.014  per  cent  (7  in 


Figure  2.  Primary  lymphosarcoma  of  appen- 
dix, extensively  involving  the  wall  of  the  appen- 
dix, including  the  muscularis  and  serosa. 


50,000).  Lymphosarcoma  of  the  appendix 
may  represent  the  primary  site  of  involve- 
ment in  this  disease.5  It  may,  of  course, 
be  part  of  a generalized  lymphosarcoma. 
Untreated,  it  will  surely  become  general- 
ized, though  it  is  known  that  at  times 
lymphosarcoma  in  various  portions  of  the 
gastrointestinal  tract  may  remain  local- 
ized for  a time  and  surgical  excision  may 
result  in  apparent  cure. 

C.  Mucinous  adenocarcinoma  of  cecum, 
invading  base  of  appendix. 

The  next  case  to  be  presented  is  that  of  a 
mucinous  adenocarcinoma  of  the  cecum  with  in- 
volvement of  the  base  of  the  appendix.  This  pa- 
tient was  a 74  year  old  colored  female  who  was 
observed  three  months  previously  with  signs  of 
intestinal  obstruction.  On  the  present  admission 
there  was  pain  and  burning  in  the  epigastrium 


with  a palpable  mass  in  the  right  lower  quad- 
rant. At  operation  a fungating  mass  was  found 
in  the  cecum.  The  cecum  and  adjoining  appendix 
were  removed  and  on  pathologic  examination,  it 
was  found  that  the  mass  invaded  the  base  of  the 
appendix.  The  appendix  was  markedly  dilated 
and  contained  mucoid  material,  typical  of  muco- 
cele of  the  appendix.  In  the  wall  of  the  base  of 
the  appendix,  the  carcinoma  took  the  form  of  an 
infiltrative  adenocarcinoma  (Fig  3).  In  other 
areas,  the  carcinoma  was  less  well  differentiated, 
having  the  appearance  of  a mucinous  carcinoma. 


Figure  3.  Adenocarcinoma  of  cecum  invading 
the  base  of  the  appendix,  obstructing  the  lumen 
and  causing  dilatation  (mucocele)  of  appendix. 


D.  Carcinoids. 

The  first  of  two  cases  of  carcinoid  to  be  pre- 
sented is  that  of  a 69  year  old  white  female  with 
a clinical  diagnosis  of  appendicitis.  An  appendec- 
tomy was  done  and  the  appendix  showed  a typi- 
cal acute  suppurative  appendicitis  with  cystic  di- 
latation of  the  distal  end.  On  section  it  was 
found  that  the  proximal  end  was  markedly  thick- 
ened and  showed  both  fibrosis  and  a diffuse  in- 
filtration of  neutrophiles.  In  the  dilated  distal 
end  of  the  appendix,  within  the  wall,  there  were 
nests  of  cells,  typical  of  a carcinoid.  It  is  prob- 
able that  this  carcinoid  was  an  incidental  finding, 
the  appendicitis  being  related  to  the  fibrosis  and 
partial  obstruction  in  the  proximal  portion. 

The  more  typical  gross  appearance  of  carcinoid 
is  shown  in  the  following  case.  This  patient  was 
an  adult  female  with  a clinical  diagnosis  of  acute 
appendicitis  and  in  whom  the  appendix  showed  a 
bulbous  distal  end  with  obliteration  of  the  lumen 
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by  the  massive  infiltration  of  neoplastic  cells. 
These  are  seen  microscopically  in  Figure  4.  In 
this  appendix  also,  there  was  a severe  acute  in- 
flammatory process. 

In  the  series,  previously  referred  to,  Col- 
lins 1 found  an  incidence  of  carcinoids  of 
0.522  per  cent.  Carcinoids  may  remain 
localized  or  occasionally  may  metastasize. 
About  one  in  five  will  undergo  metastasis, 
perhaps  only  to  the  regional  lymph  nodes 
or  more  rarely  to  distant  organs.  Unfor- 
tunately, the  histologic  appearance  of  those 
which  metastasize  and  those  which  remain 
localized  may  present  no  differences  by 
which  the  pathologist  is  able  to  predict  the 
metastasis. 

E.  Neurofibroma. 

The  next  neoplastic  condition  which  was  found 
to  cause  obstruction  of  the  appendiceal  lumen  was 
a neurofibroma.  This  patient  was  a 34  year  old 
colored  female  who  had  had  an  incision  and 
drainage  of  an  appendiceal  abscess  three  months 
prior  to  the  present  admission.  The  abscess  re- 
curred and  the  patient  was  readmitted.  Again 
incision  and  drainage  was  performed.  Eleven 
days  later  an  appendectomy  was  done.  At  the 
same  time,  a small  mass  was  removed  from  the 
wall  of  the  cecum.  On  pathologic  examination, 
the  appendix  was  found  to  be  retort-shaped, 
measuring  1 cm.  in  length  with  a diameter  of 
2 cms.  in  the  distal  end  and  1 cm.  in  the  prox- 


Figure  4.  Masses  of  carcinoid  cells,  obliterat- 
ing lumen  of  appendix  in  bulbous  distal  end. 


imal  end.  Fibrinous  exudate  was  present  on  the 
external  surface.  The  lumen  was  found  to  be 
obstructed  at  the  junction  of  the  proximal  third 
with  the  distal  two-thirds,  by  grayish  yellow 
tissue.  The  separate  mass  from  the  wall  of  the 
cecum  measured  1 to  2 cms.  in  its  various  dimen- 
sions and  was  firm  and  grayish  white.  On  sec- 
tion, the  obstruction  of  the  appendiceal  lumen 
was  found  to  be  caused  by  whorled  irregular 
fibers  and  intervening  cells.  A special  stain  for 
nerve  fibers  showed  this  tumor  to  be  of  neural 
origin.  The  cells,  in  this  stain,  are  noted  to  be 
finely  granular  (Fig.  5).  Sections  of  the  tumor 
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Figure  5.  “Granular  cell”  neurofibroma  of  ap- 
pendix, special  stain  to  show  details  of  the  neural 
elements. 


from  the  cecum  showed  a similar  histologic  ap- 
pearance. The  final  pathologic  diagnosis  was 
“granular  cell  neurofibroma”. 

The  incidence  of  neurofibromas  of  the 
appendix  was  found  to  be  0.38  per  cent  in 
Collins’  series.1  Not  infrequently,  one  will 
find  neuromatous  proliferation  of  nerve 
elements  in  appendices  in  which  fibrosis 
has  obliterated  the  lumen.  Not  infrequent- 
ly, also,  a proliferation  of  the  nerve  plex- 
uses of  Meissner  and  Auerbach  is  seen  in 
healing  appendices.  These  neural  prolif- 
erations are  not  true  neoplasms.  The  tum- 
or in  the  present  case,  however,  is  con- 
sidered to  be  a true  neoplasm  of  benign 
nature. 
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II.  DIVERTICULA  OF  APPENDIX 

In  the  next  group  of  cases,  the  pathologic 
change  was  essentially  inflammatory  but 
showed  a condition  not  often  ascribed  to 
the  appendix,  namely,  one  or  more  diver- 
ticula. The  clinical  picture  leading  to  the 
appendectomy  in  these  cases  is  usually  that 
of  acute  appendicitis.  On  gross  examina- 
tion of  the  appendix,  there  may  be  evidence 
of  acute  appendicitis,  but,  in  addition,  there 
is  often  marked  thickening  of  the  wall  with 
small  blister-like  projections  from  the  sur- 
face. These  projections  may  occur  any- 
where along  the  length  of  the  appendix, 
more  on  the  mesenteric  than  the  anti- 
mesenteric  border.0  A typical  diverticulum 
is  demonstrated  in  figure  6.  The  diver- 
ticulum which  is  most  commonly  seen  is 
an  acquired  diverticulum  and  is  false,  with 
herniation  of  the  mucosa  through  the  mus- 
cularis.  The  herniation  may  occur  at  vas- 
cular hiati  or  may  be  the  result  of  destruc- 
tion of  the  muscularis  by  intramural  focal 
abscesses  during  an  episode  of  a previous 
appendicitis.  These  acquired  diverticula 
may  be  multiple.  Congenital  diverticula 
of  the  appendix  are  extremely  rare.  Ac- 


Figure  6.  Diverticulum  of  appendix,  consist- 
ing essentially  of  a herniation  through  the  mus- 
cularis. The  wall  is  composed  largely  of  mucosa 
and  thickened  serosa. 


quired  diverticula  were  encountered  in  1.38 
per  cent  of  the  cases  studied  by  Collins.1 

At  least  two  important  facts  may  be  re- 
lated to  the  presence  of  diverticula  in  an 
appendix:  (1)  The  diverticulum  may  be 

the  site  of  rapid  perforation  when  a re- 
currence of  appendicitis  begins;  (2)  a di- 
verticulum of  the  appendix  may  rupture 
during  the  quiescent  phase  of  appendiceal 
disease  and  become  a source  of  pseudo- 
myxoma peritonei.7  For  these  two  import- 
ant reasons,  an  appendectomy  should  al- 
ways be  done  at  exploratory  laparatomy 
when  the  appendix  is  found  to  harbor  di- 
verticula. 

111.  APPENDICITIS  IN  A NEWBORN  INFANT 
The  final  case  to  be  presented  is  unusual  by 
virtue  of  the  time  of  life  at  which  it  occurred. 
This  patient  was  a female  infant,  one  of  twins, 
delivered  by  cesarean  section,  five  years  ago. 
The  birth  weight  of  this  patient  was  3 pounds 
14  ounces.  Incidentally,  the  other  twin  is  living 
and  well  at  the  present  time.  The  patient  was 
noted  to  become  occasionally  cyanotic  shortly  af- 
ter birth.  Two  days  later,  cyanosis  was  more 
troublesome  and  the  patient  had  begun  to  grunt 
and  to  vomit.  The  temperature  became  elevated 
to  101.2°  F.  on  the  seventh  day  of  life.  The  baby 
died  on  the  ninth  day  of  life.  At  autopsy,  the 
body  weight  was  1610  grams  (3  pounds  7 
ounces).  The  abdomen  was  markedly  distended. 
The  peritoneal  surfaces  were  covered  with  a dif- 
fuse fibrinopurulent  exudate.  The  stomach  was 
dilated.  The  fibrinopurulent  exudate  was  found 
to  be  most  marked  in  the  right  lower  quadrant 
and  the  appendix  was  dark  red  and  roughened. 
(Fig.  7).  In  addition  to  the  abdominal  findings, 
a small  zone  of  hemorrhage  was  noted  in  the 
right  lateral  ventricle  of  the  brain.  There  was 
also  an  early  acute  meningitis.  This  then  was  a 
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Figure  7.  Appendix  with  attached  cecum  and 
ileum,  showing  acute  appendicitis  and  fibrino- 
purulent exudate  on  peritoneal  surface  of  adja- 
cent structures. 
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case  of  acute  appendicitis  with  peritonitis  in  a 
premature  newborn  infant  of  nine  days. 

In  general,  the  diagnosis  of  appendicitis 
in  young  children  is  extremely  difficult.8 
Often  the  total  leucocyte  count  will  not  be 
elevated ; the  history  is  difficult  to  elicit 
or  is  atypical ; and  the  physical  findings 
may  not  be  typical.  In  addition,  young 
children  frequently  develop  peritonitis  rap- 
idly following  the  onset  of  appendicitis.8 
Among  the  causes  of  this  are  the  frequent 
use  of  cathartics  in  these  children  by  ill- 
advised  parents  or  other  adults ; the  chil- 
dren, too,  are  unable  to  localize  their  com- 
plaints or  to  describe  them ; the  under- 
developed omentum  fails  to  protect  and 
wall  off  the  involved  area;  the  high  posi- 
tion of  the  cecum  in  children  may  be  mis- 
leading to  the  clinician  since  the  pain  in 
the  abdomen  may  seem  to  be  unusually 
high. 

SUMMARY  AND  CONCLUSIONS 

1.  A variety  of  neoplastic  disorders, 
causing  appendicitis  by  obstruction  of  the 
lumen  has  been  presented : These  include 
primary  adenocarcinoma,  primary  lympho- 
sarcoma, mucinous  adenocarcinoma  of  the 
cecum,  carcinoid,  and  neurofibroma. 

2.  Appendiceal  diverticula  result  from 
previous  inflammation  of  the  appendix. 
They  may  lead  to  rapid  rupture  in  recur- 
rent appendicitis  or  they  may  perforate 
during  the  quiescent  phase  of  appendiceal 
disease  and  become  a source  of  pseudo- 
myxoma peritonei. 

3.  A case  of  acute  appendicitis  with 
peritonitis  occuring  in  a newborn  pre- 
mature infant  is  presented. 

4.  Regardless  of  the  underlying  patho- 
logic condition  in  the  appendix,  it  is  an  in- 
flammatory reaction,  appendicitis,  which 
calls  clinical  attention  to  this  organ. 


Note:  The  author  wishes  to  thank  Dr.  Joseph 
Ziskind  for  the  use  of  the  ease  of  primary 
lymphosarcoma  and  Dr.  Charles  Dunlap  for  the 
case  of  neurofibroma. 
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THE  DEVELOPMENT  OF  VISION  IN 
THE  CROSS-EYED  CHILD  * 

GEORGE  S.  ELLIS,  M.  D. 

GEORGE  M.  HAIK,  M.  D. 

New  Orleans 

Strabismus  is  not  a rare  condition. 
Surveys  have  shown  that  1 per  cent  to 
1.5  per  cent  of  the  children  in  a general 
population  group  are  cross-eyed,  and  cer- 
tainly each  of  you  know  of  several  such 
cases.  Strabismus,  squint,  weak  or  para- 
lyzed eye  muscle,  wall-eyed,  cock-eyed,  and 
cast  in  the  eye  are  all  synonyms  for  cross- 
eyes.  The  crossed  eye  may  be  turned 
laterally  toward  the  temple,  medially  to- 
ward the  nose,  upward  or  downward. 

MECHANISMS  OF  VISION 

First,  let  us  briefly  analyze  vision. 
There  are  two  controlling  mechanisms:  (1) 
the  extra-ocular  muscles  and  their  nerves 
which  function  to  carry  out  the  movements 
of  the  eyes;  and  (2)  the  sensory  visual 
apparatus,  which  is  responsible  for  the 
formation  of  images  on  the  retina,  the 
transmission  of  these  images  to  the  vis- 
ual areas  of  the  brain,  and  the  blending 
of  these  bilateral  images  to  form  a single 
image  with  depth  perception.  These  two 
delicately  adjusted  mechanisms  are  re- 
lated to  fixation,  visual  acuity,  and  fusion. 

The  individual  first  must  be  able  to 
fixate  each  eye  on  the  object  he  is  trying 
to  see  because  while  the  eyes  are  moving 
they  do  not  see  anything  but  large  objects. 
They  must  stop  and  look  steadily  at 


* Presented  at  the  Seventy-sixth  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  Alex- 
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smaller  objects  in  order  to  see  them. 
This  process  of  holding  the  eyes  steady 
is  known  as  fixating.  Secondly,  each  eye 
must  have  good  visual  acuity  in  order  to 
see  the  smaller  objects  clearly.  And 
thirdly,  the  individual  must  possess  the 
ability  to  blend  the  images  of  the  two 
eyes  to  form  a single  image.  This  ability 
is  known  as  fusion. 

The  development  of  fixation,  visual 
acuity,  and  fusion  in  a child  was  measured 
by  Chevasse 1 and  later  confirmed  by 
Gesell  and  his  associates.2  (Table  1)  Their 
studies  have  shown  that  when  a child  is 
born  he  sees  light  but  cannot  follow  it  and 
does  not  have  fixation.  During  the  first  few 
years  of  life  the  child  must  learn  to  see 
just  as  he  must  learn  to  walk  and  talk. 
Although  he  is  born  with  two  eyes,  he 
must  learn  to  use  them.  And  like  walking 
and  talking,  it  is  through  practice,  usage, 
and  learning  that  he  develops  his  abil- 
ities for  fixation,  visual  acuity,  and  fusion. 

When  the  eyes  of  a two  week  old  infant 
try  to  fixate  an  object,  they  display  only 
incoordinate  disjunctive  movements.  At 
first  these  movements  are  inexact  and  the 
eyes  simply  swing  pendulum-like  until 
light  strikes  the  fovea.  By  the  end  of 
the  sixth  week  of  life  an  infant  is  able 
to  hold  fixation  for  a few  seconds.  By 
a process  of  continuing  adjustment  for 
foveal  fixation,  an  exact  binocular  fix- 


ation ability  usually  develops  between 
the  third  and  fifth  months.  The  eyes 
fixate  simultaneously  and  follow  objects, 
and  the  child  can  reach  for  them  fairly 
accurately,  although  his  visual  acuity  is 
only  20/200. 

If  reflex  fixation  movements  develop 
and  become  firmly  established,  the  two 
eyes  will  remain  parallel  most  of  the 
time.  Once  this  happens,  vision  begins  to 
develop.  The  visual  acuity  is  20/150  at 
12  months  of  age.  The  most  rapid  de- 
velopment of  vision  is  during  the  first 
two  years.  At  the  end  of  that  time  the 
acuity  is  20/45.  The  visual  acuity  reaches 
20/20  between  the  fourth  and  sixth  year. 

The  function  of  the  fusion  reflex  is  to 
correct  any  minor  imperfections  in  the 
coordination  of  the  two  eyes.  The  fusion 
reflex  is  first  recognized  at  the  age  of  two 
years,  at  which  time  it  is  capable  of  com- 
plete extinction.  By  the  age  of  three  years 
these  reflexes  are  becoming  established, 
though  they  will  suffer  readily  and  ser- 
iously from  disuse.  At  the  age  of  four 
years  the  fusion  reflexes  are  grounded, 
and  while  disuse  may  cause  deterioration, 
it  cannot  cause  extinction.  Any  loss  sus- 
tained after  this  age  can  be  rapidly  over- 
come by  re-use.  The  adjusting  mechanism 
of  the  fusional  reflex  is  capable  of  in- 
creasing its  power  of  coordination  and 
regulation  with  practice.  Greater  skill  is 


TABLE  1 

STEPS  IX  THE  DEVELOPMENT  OF  VISION  * 


Birth 

Visual  Acuity 

Fixation  and  Stability 

2 weeks 

Aimless  movements. 

6 weeks 

Momentary  fixation. 

5 months 

20/2000 

Fixation  held  for  few  seconds. 

6 months 

20/1000 

Exact  fixation  held. 

9 months 

20/200 

Normal  field  of  fixation. 

2 years 

20/45 

Fusion  reflex  is  recognized. 
Capable  of  complete  extinction. 

3 years 

20/30 

Fusion  reflex  established. 
Deteriorates  greatly  from  disuse. 

4 years 

20/25 

Fusion  reflex  and  visual  acuity  deteriorate 
from  disuse;  rapid  recovery  with  re-use. 

6 years 

20/20 

Fusion  reflex  and  visual  acuity  more 
stable;  may  still  deteriorate  from  disuse. 

8 years 

Fusion  reflex  and  visual  acuity  uncondi- 
tionally fixed. 

* Modified  from  Lyle.1 
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thus  acquired.  By  the  age  of  five  years 
the  fusion  reflexes  have  assumed  uncon- 
ditional fixity  though  they  are  still  cap- 
able of  some  deterioration  from  disuse. 
After  the  eighth  year  they  become  un- 
conditionally fixed  and  the  period  of  in- 
stability has  ended. 

Thus  during  the  first  few  years  of  life 
the  child  learns  to  see.  His  reflexes  be- 
come perfected  and  thereafter  the  normal 
development  of  vision  is  dependent  upon 
the  continued  use  of  both  eyes.  If  for 
any  reason  during  this  developmental  per- 
iod, the  child  is  deprived  of  the  oppor- 
tunity or  is  unable  to  practice  and  to 
learn  the  usage  of  his  eyes,  he  most  pro- 
bably will  become  cross-eyed. 

CAUSES  OF  CROSSED-EYES 

The  eyes  may  normally  cross  for  a few 
seconds  up  to  the  age  of  18  months.  This 
is  known  as  a physiological  deviation  and 
is  due  to  incomplete  development  of  the 
fixation  process. 

Some  children  have  a wide  epicanthal 
fold  and  may  appear  to  be  cross-eyed. 
This  condition  is  known  as  pseudostra- 
bismus, and  frequently  it  is  necessary  to 
determine  whether  a true  crossed-eye 
exists. 

The  most  important  thing  in  any 
cross-eyed  case  is  to  determine  why  the 
eye  has  crossed.  The  crossed-eye  is  only 
a symptom  of  the  underlying  condition 
which  prevented  the  child  from  being  able 
to  use  his  eyes  properly.  Let  us  remember 
that  there  are  three  potentially  lethal  con- 
ditions which  may  be  associated  with 
crossed-eyes.  In  each  of  these  the  squint 
may  be  the  first  evidence  of  the  disease.3 
They  are:  (1)  brain  tumor,  (2)  retro- 

bulbar tumor,  and  (3)  retinoblastoma. 
The  latter  is  a highly  malignant  tumor 
of  childhood,  in  which  the  eye  shows  a 
tendency  to  cross  even  before  the  char- 
acteristic gray,  cat-like  retina  can  be 
seen  shining  through  the  pupil. 

There  are  a number  of  other  conditions 
in  which  crossing  of  the  eyes  is  present 
at  one  stage  or  another  of  the  pathologic 
process  and  in  which  loss  of  vision  may 


be  the  end  result.3  Among  these  diseases 
are : 

1.  Retrolental  fibroplasia.  The  crossing 
of  the  eyes  may  be  a late  manifestation. 

2.  Congenital  cataract.  The  squint  is 
occasionally  the  first  manifestation.  This 
condition  which  is  often  associated  with 
nystagmus  may  be  monocular  or  binocular. 

3.  Congenital  muscle  anomalies.  Stra- 
bismus fixus  is  an  illustration. 

4.  Errors  of  refraction.  Loss  of  vision 
may  result  from  nonuse  of  the  affected 
eye.  If  fusion  develops  normally,  unequal 
refractive  errors  may  not  cause  strabis- 
mus, because  normal  fusion  can  hold  the 
eyes  in  alignment.  If  fusion  is  subnormal, 
or  if  it  has  not  developed,  crossing  of  the 
eyes  may  result. 

5.  Monocular  blindness  from  any  cause. 
If  there  is  any  latent  muscle  imbalance 
present  the  blinded  eye  will  usually  turn, 
since  fusion  no  longer  operates  to  hold 
the  eyes  parallel. 

The  muscular  dysfunctions  are  the  most 
common  cause  of  crossed-eyes 3 and  they 
are  due  to  a variety  of  causes : 

1.  Congenital  weakness  of  the  muscles. 

2.  Hereditary  strabismus.  This  may  be 
inherited  by  the  child  even  when  it  does 
not  appear  in  the  parents. 

3.  Loss  of  muscle  tone  from  general 
disability.  In  such  cases  the  squint  tends 
to  be  periodic,  disappearing  when  the 
child  is  in  good  health  and  emotionally 
stable  and  reappearing  when  he  is  ill, 
nervous  or  tired. 

4.  Childhood  diseases.  It  is  not  un- 
common to  observe  crossing  of  the  eyes 
for  the  first  time  after  measles,  in- 
fluenza, mumps  or  some  other  illness.  In 
such  instances  the  effect  of  the  disease 
is  merely  to  hasten  the  appearance  of  the 
squint.  The  latent  weakness  is  already 
present  and  would  have  appeared  sooner 
or  later.  This  is  not  true  of  diphtheria 
which  affects  the  eye  muscles  directly. 

5.  Trauma  ( Birth  injury).  This  may 
occur  during  delivery  and  may  become 
manifest  then  or  occur  during  the  growth 
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of  the  child.  It  may  be  the  result  of  im- 
properly applied  forceps,  but  most  often 
it  is  the  outcome  of  spontaneous  delivery. 
It  has  been  estimated  that  in  from  a 
third  to  a half  of  all  spontaneous  de- 
liveries the  inevitable  compression  of  the 
head  during  the  process  produces  mul- 
tiple tiny  bleeding  points  within  the  brain. 
These  minute  hemorrhages,  as  a rule,  are 
quickly  absorbed.  If,  for  any  reason  they 
are  not,  it  is  conceivable  that  some  cere- 
bral disturbance  may  occur,  which  may 
result  in  permanent  damage  and  crossed 
eyes. 

In  search  for  the  underlying  factor  re- 
sponsible for  the  crossing  of  the  eyes,  it 
must  never  be  forgotten  that  more  than 
one  cause  may  be  present. 

DOUBLE  VISION 

Frequently  the  question  arises  about 
how  does  a cross-eyed  child  see  and  does 
he  see  double.  The  answer  depends  on 
how  old  the  child  was  when  his  eyes 
crossed,  and  secondly,  what  caused  them 
to  cross  because  as  previously  stated,  a 
crossed  eye  is  only  a symptom  of  some 
underlying  pathological  process. 

If  the  crossed  eye  has  its  onset  after 
the  age  of  six  years  and  there  is  good 
vision  in  each  eye,  the  child  will  see  double 
and  seek  relief.  When  the  crossed  eye 
occurs  prior  to  the  age  of  six  years  and  is 
due  to  a muscular  dysfunction  as  most  of 
them  are,  the  child  does  not  see  double, 
but  he  learns  to  suppress  constantly  with 
his  weaker  eye.  He  develops  abnormal 
habits  of  vision  and  these  will  become 
permanent  if  neglected.  The  longer  they 
are  allowed  to  remain  the  more  difficult 
they  are  to  change.  The  suppression  in 
the  weak  eye  becomes  deeper  and  its 
visual  acuity  deteriorates,  perhaps  to  less 
than  20/200  from  disuse.  This  deterior- 
ation may  be  to  the  extent  that  the  weak 
eye  has  a poor  ability  to  fixate.  This  is 
one  of  the  more  important  complications 
of  leaving  the  cross-eyed  child  untreated. 

DEVELOPMENT  OF  DETERIORATION 

Actually  if  treatment  is  delayed  and  if 
obstacles  to  good  vision  are  not  corrected, 
the  extra-ocular  muscles  will  develop  ir- 


reversible changes  which  alter  their  action 
and  limit  the  motility  of  the  eye.  The 
muscle  on  one  side  of  the  eye  will  become 
hypertrophic  and  fibrotic,  as  a result  of 
constant  contraction  and  spasm.  The  an- 
tagonist muscle  on  the  opposite  side  of  the 
eye  becomes  thinned,  atrophic  and  weak- 
ened, as  a result  of  constant  relaxation. 
And  these  muscular  changes  are  another 
important  complication  of  leaving  the 
cross-eyed  child  untreated. 

The  cross-eyed  child  knows  that  he  is 
different  from  other  children.  At  first 
he  attempts  to  conceal  his  abnormality 
by  special  positions  of  the  head.  In  the 
end,  he  may  become  a personality  pro- 
blem, with  manifestations  ranging  from 
lack  of  group  participation  to  frank  ex- 
hibitionism. The  personality  manifesta- 
tions may  become  the  most  important 
complication  of  leaving  the  cross-eyed 
child  untreated,  and  may  actually  be  more 
serious  than  the  squint  itself. 

THERAPY 

The  therapy  of  crossed  eyes  must  ob- 
viously begin  with  an  identification  of  the 
causes,  since  they  will  identify  the  form 
which  treatment  must  take.  Therapy  must 
be  directed  at  the  parents  even  before  it 
is  applied  to  the  child.  Parents  must  be 
made  to  understand  that  the  problem  is 
one  of  visual  function  as  well  as  one  of 
appearance.  The  chances  of  a spontaneous 
cure,  unless  the  crossing  of  the  eye  is  of 
nervous  origin,  is  practically  nonexistent. 
Because  the  development  of  vision  occurs 
early  in  life  and  is  completed  by  the  sixth 
to  eighth  year,  there  is  no  justification  for 
the  general  belief  that  the  correction  of 
the  squint  may  safely  be  deferred  until 
the  child  is  of  school  age,  or  even  later. 

The  treatment  is  aimed  at  establishing 
good  vision  in  each  eye,  good  motility  in 
each  eye,  and  proper  alignment  of  the 
two  eyes  as  early  in  childhood  as  possible. 
The  therapist  must  destroy  abnormal 
visual  habits  and  teach  the  child  normal 
habits  in  an  effort  to  restore  normal  de- 
velopment. 

The  progress  of  treatment  is  compar- 
able to  that  of-  straightening  teeth — a 
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long  period  of  treatment  with  periodic 
adjustments.  The  child  must  be  kept  un- 
der observation  during  the  period  of  vis- 
ual development  and  until  the  age  when 
the  development  of  visual  habits  has  be- 
come complete  and  permanent.  There  is 
no  rapid  cure  for  crossed  eyes.  If  the 
child  has  a refractive  error  it  should  be 
corrected  with  glasses  so  that  he  will  have 
the  maximum  opportunity  to  develop  his 
vision.  In  teaching  the  child  normal 
habits,  it  is  often  necessary  to  wear  a 
patch  over  his  better  eye  for  a period  of 
several  months  so  that  he  will  develop 
better  visual  acuity  and  motility  in  his 
weaker  eye.  It  is  often  necessary  to  pres- 
cribe atropine  in  one  eye  to  discourage  the 
child's  preference  for  using  it.  Orthoptic 
exercises  may  be  prescribed  to  teach  and 
develop  a good  quality  of  fusion  so  that 
the  two  eyes  will  become  welded  in  their 
position  of  proper  alignment.  Surgery 
may  be  necessary  to  restore  proper  align- 
ment and  motility. 

Whatever  surgical  or  nonsurgical  meas- 
ures may  be  applied,  the  goal  of  therapy 
is  to  eliminate  potentially  fatal  conditions, 
avoid  personality  disturbances,  and  est- 
ablish stable  habits  of  good  binocular 
vision. 

It  is  essential  that  the  treatment  of 
strabismus  be  begun  before  the  potentials 
of  normal  binocular  vision  are  lost.  If 
treatment  is  deferred  until  after  six  years 
of  age,  the  results  will  probably  be  limited 
to  cosmetic  improvements.  Although  this 
falls  short  of  the  ideal,  it  is  of  course  a 
considerable  gain  because  of  the  social 
and  economic  problem  caused  by  being 
cross-eyed. 
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STAPHYLOCOCCAL  SEPTICEMIA 

MANIFESTATIONS  AND  TREATMENT  * 
JOHN  T.  LECKERT,  M.  D. 

New  Orleans 

BRUNO  JASTREMSKI,  COL.,  M.C.,  U.S.A. 

The  mounting  importance  of  staphylo- 
coccal infections  is  illustrated  by  the  sta- 
tistics of  deVries  and  Pritchard  1 who  re- 
ported on  cultures  taken  at  autopsy  at 
the  Montreal  General  Hospital.  Material 
was  obtained  from  the  heart’s  blood,  cut 
surface  of  the  lungs,  and  other  infected 
areas  in  213  autopsies.  Cultures  yielded 
Micrococcus  pyogenes  in  87  cases  of  which 
all  but  7 were  obtained  from  the  heart’s 
blood  or  lungs  or  both.  The  magnitude  of 
the  problem  is  also  reflected  in  the  large 
percentage  of  resistant  strains  which  have 
emerged  since  the  treatment  of  the  first 
patient  with  penicillin  in  1941.-  Spink3 
reported,  in  1944,  that  12  per  cent  of  68 
cultures  of  coagulase-positive  strains  of 
staphylococcus  obtained  prior  to  the  intro- 
duction of  penicillin  were  found  relatively 
resistant  to  this  antibiotic.  Since  then, 
numerous  4 6 reports  have  indicated  an  in- 
creasing number  of  resistant  staphylococci 
isolated.  This  is  illustrated  by  Knight’s 
series 7 from  Bellevue  Hospital  where  65 
per  cent  of  the  staphylococci  isolated  in 
1953  and  1954  were  resistant  to  ehlortet- 
racycline,  oxytetraclycine,  streptomycin, 
and  penicillin.  The  strains  showed  inter- 
mediate degrees  of  sensitivity  to  chloram- 
phenicol and  nearly  all  were  susceptible  to 
erythromycin.  From  December  1,  1952, 
until  March  1,  1954,  Wise  8 and  associates 
have  observed  23  patients  with  infections 
caused  by  erthromyein-resistant  staphylo- 
cocci. In  this  paper,  we  are  going  to  de- 
scribe the  findings  and  treatment  of  two 
cases  of  staphylococcal  septicemia  with 
pulmonary  involvement. 

CASE  REPORTS 

Case  No.  1.  This  22  year  old  white  male  was 
admitted  to  Tokyo  Army  Hospital  on  November 
12,  1954,  as  a transfer  from  another  hospital  in 
Japan.  The  patient  entered  the  latter  hospital 


* From  Tokyo  Army  Hospital  (8059),  APO  500, 
San  Francisco,  Calif.  Presented  in  part  at  Trends 
in  Medicine  Meeting,  AFFE,  8th  Army,  April 
9-11,  1956,  Tokyo,  Japan. 
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on  October  11,  1954,  with  an  illness  of  three  days’ 
duration  characterized  by  vomiting,  anorexia,  and 
fever.  Two  days  after  admission,  he  developed  a 
cough  productive  of  mucopurulent  sputum  which 
was  occasionally  blood  tinged.  He  was  treated 
with  antibiotics  and  the  fever  subsided.  He  was 
transferred  to  Tokyo  Army  Hospital  for  further 
diagnostic  studies  and  treatment.  The  patient 
stated  that  he  had  had  hepatitis  in  Korea  in  1951 
and  again  in  July  and  August  1954. 

Physical  Examination:  On  admission,  the  pa- 

tient was  a well  developed  and  slightly  thin 
white  male,  who  did  not  appear  acutely  ill.  The 
blood  pressure  was  106/68.  The  temperature  was 
98.6°  F.  The  pupils  were  equal  and  reacted  to 
light  and  accommodation.  Ophthalmoscopic  ex- 
amination was  normal.  The  throat  and  tongue 
were  normal.  The  chest  expansion  was  equal  bi- 
laterally. The  lungs  were  resonant  and  clear. 
The  heart  was  not  enlarged.  There  was  a regular 
rhythm.  There  was  a grade  II  systolic  apical 
murmur.  On  examination  of  the  abdomen,  the 
spleen  was  palpable  just  below  the  left  costal 
margin.  The  genitalia  were  normal.  Rectal  ex- 
amination was  normal.  The  biceps  and  patellar 
reflexes  were  physiological.  There  was  no  edema 
or  significant  lymphadenopathy. 

Hospital  Course:  On  admission  to  Tokyo  Army 
Hospital,  no  antibiotics  were  started.  On  Novem- 
ber 17,  1954,  the  temperature  spiked  to  104.6°  F. 
Examination  at  that  time  revealed  no  nuchal 
rigidity.  There  were  a few  coarse  rales  at  both 
bases.  There  was  a grade  III  systolic  murmur 
heard  over  the  entire  precordium.  The  abdomen, 
prostate,  and  lower  extremities  were  normal.  Two 
blood  cultures  were  taken  and  treatment  was 
immediately  started  with  penicillin,  1,000,000 
units  every  two  hours.  On  November  18,  the 
temperature  spiked  to  105°  F.  Marked  tender- 
ness was  noted  in  the  right  upper  quadrant  of 
the  abdomen.  On  November  19,  the  two  blood 
cultures  were  reported  hemolytic  Staphylococcus 
aureus,  coagulase-positive,  which  was  sensitive  to 
chlortetracycline,  chloramphenicol,  oxytetracycline, 
bacitracin,  and  erythromycin,  but  resistant  to 
penicillin,  streptomycin,  polymixin  B,  and  neomy- 
cin. Tenderness  was  still  present  in  the  right 
upper  quadrant.  Penicillin  was  discontinued  and 
oxytetracycline  was  started,  500  mg.  four  times 
a day.  On  this  therapy,  the  temperature  returned 
to  normal  bv  November  20.  Fever  recurred  on 
November  23,  so  chlortetracycline,  500  mg.  four 
times  a day,  was  added  to  the  treatment.  On 
this  regimen,  the  temperature  remained  normal 
until  December  1,  when  it  went  to  100.8°  F.  On 
December  5,  it  spiked  to  102.8°  F.  Because  of 
continued  fever,  it  was  decided,  on  December  11, 
that  other  antibiotics  should  be  added  to  the 
regimen.  So  chloramphenicol,  500  mg.  four  times 
a dav,  er1  thromvcin,  500  mg.  every  six  hours, 
and  penicillin,  1,000,000  units  every  two  hours 
intramuscularly,  were  started.  Chlortetracycline 


was  stopped  but  oxytetracycline  was  continued. 
Subsequently,  the  patient  became  and  remained 
afebrile.  It  was  decided  that  since  this  was  a 
staphylococcal'  septicemia,  these  medications  should 
be  continued  for  a period  of  at  least  two  months. 
On  February  16,  1955,  the  penicillin  and  erythro- 
mycin were  stopped;  on  February  24,  the  oxytet- 
racycline was  discontinued;  and  on  March  4,  the 
chloramphenicol  was  stopped.  There  were  no  re- 
currences of  fever.  The  patient  was  gradually 
ambulated  and  returned  to  duty  by  April  1,  1955. 

Radiographic  Studies:  The  chest  x-ray  of  Oc- 
tober 18,  1954,  (Fig.  1),  was  a lordotic  view 


Figure  1. 


which  showed  a soft  area  of  infiltration  located 
in  the  third  right  interspace  in  the  mid-lung 
zone.  There  was  a smaller  area  of  infiltration 
in  the  third  right  interspace  near  the  mediastinum. 
There  was  also  a soft  infiltration  in  the  left  apex 
with  an  area  of  increased  radiolucency  measuring 
almost  2 cm.  in  diameter  which  on  laminograms 
was  demonstrated  to  be  a cavity.  The  x-ray  of 
November  5 (Fig.  2)  demonstrated  decrease  in 
the  size  of  the  apical  cavity  on  the  left  and  a 
thin  walled  cavity  .75  cm.  in  diameter  in  the 
second  anterior  interspace  on  the  left.  There  was 
also  a patchy  infiltration  in  the  left  lower  lung 
field  with  obliteration  of  the  left  costophrenic 
angle.  The  right  lung  was  clear  except  for 
marked  increase  in  the  bronchovascular  markings 
at  the  base.  The  chest  x-ray  of  December  6 (Fig. 
3)  showed  a soft  area  of  infiltration  from  the 
fourth  anterior  rib  to  the  diaphragm  with  obliter- 
ation of  the  right  costophrenic  angle.  The  left 
lung  was  clear  except  for  a soft  infiltration  in  the 
fourth  anterior  interspace.  The  x-rav  of  Decem- 
ber 9 showed  some  clearing  of  the  previously  de- 
scribed infiltration  in  the  right  lower  lung  field. 
The  costophrenic  angle  was  clear.  The  lateral 
view  localized  the  infiltration  to  the  right  middle 
lobe.  There  was  decrease  in  the  density  at  the 
left  base.  The  film  of  December  15  showed  areas 
of  linear  infiltration  in  the  right  fourth  anterior 
interspace.  There  was  a .75  cm.  soft  area  of 
infiltration  in  the  third  left  anterior  interspace. 
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Figure  3. 

The  film  of  January  4,  1955,  showed  progressive 
clearing  of  the  previously  described  densities.  The 
chest  x-rays  of  March  9 were  normal. 

Case  No.  2.  This  21  year  old  white  male  was 
admitted  to  Tokyo  Army  Hospital  on  August  11, 
1955,  as  a transfer  from  another  hospital  in 
Japan.  On  April  16,  1955,  he  entered  a hospital 


in  Korea,  with  a history  of  cough,  right  chest 
pain,  and  malaise  of  twelve  hours’  duration.  He 
gave  a history  of  having  taken  intravenous  mor- 
phine for  two  months  prior  to  the  onset  of  his 
illness.  On  admission  to  the  Army  hospital  in 
Korea,  his  temperature  was  102.8°  F.  and  there 
were  dullness  and  expiratory  rales  at  the  right 
base.  Three  blood  cultures  were  positive  for  a 
staphylococcus.  The  patient  was  treated  in  Korea 
with  multiple  antibiotics  and  transferred  to  a 
hospital  in  Japan  by  June  10,  1955,  where  similar 
treatment  was  continued  and  finally  he  was  evac- 
uated to  Tokyo  Army  Hospital.  Just  prior  to 
transfer,  he  was  receiving  chloramphenicol  and 
erythromycin. 

Physical  Examination : The  patient  was  a well 
developed  and  well  nourished  white  male.  The 
temperature  was  100°  F;  the  pulse  was  86  per 
minute;  the  respirations  were  20  per  minute;  and 
the  blood  pressure  was  120/80.  There  were  no 
petechiae.  The  pupils  were  equal  and  reacted  to 
light.  Ophthalmoscopic  examination  was  normal. 
The  throat  and  neck  were  normal.  Examination 
of  the  lungs  revealed  impaired  resonance  over 
the  left  base  posteriorly  with  a pleural  friction 
rub  in  this  area.  The  heart  was  not  enlarged. 
There  was  a regular  rhythm.  There  was  a grade 
III  systolic  murmur  adjacent  to  the  sternum  in 
the  fourth  intercostal  space.  The  abdomen  and 
genitalia  were  negative.  There  was  no  edema  or 
lymphadenopathy.  The  biceps  and  patellar  re- 
flexes were  physiological. 

Hospital  Course:  It  was  decided  that  chloram- 
phenicol and  erythromycin  should  be  continued 
because  of  the  apparent  response.  Chlorampheni- 
col was  given,  1 gram  every  six  hours,  and 
erythromycin  was  administered,  200  mg.  every 
six  hours.  On  this  regimen,  the  fever  was  low 
grade  in  character  until  August  29,  when  the 
temperature  spiked  to  102.4°  F.  Five  blood  cul- 
tures were  taken  and  the  patient  was  started  on 
penicillin,  1,000,000  units  every  two  hours.  All  of 
these  cultures  were  positive  for  a hemolytic 
staphylococcus,  coagmlase-positive,  which  was  sen- 
sitive to  erythromycin,  streptomycin,  chlortetra- 
cycline,  chloramphenicol,  oxytetracycline,  bacitra- 
cin, and  neomycin,  and  resistant  to  penicillin  and 
polymixin  B.  On  September  2,  the  temperature 
spiked  to  103°,  and  on  September  3 to  104°.  At 
this  time,  streptomycin,  1 gram  twice  a day,  and 
oxytetracycline,  500  mg.  every  six  hours,  were 
added  to  the  treatment.  On  the  combination  of 
penicillin,  chloramphenicol,  erythromycin,  oxytet- 
racycline, and  streptomycin,  the  patient  became 
afebrile.  On  September  11,  the  oxytetracycline 
was  discontinued,  and  on  September  12,  the  chlor- 
amphenicol and  erythromycin  were  stopped  be- 
cause of  vomiting.  On  September  15,  the  strep- 
tomycin was  reduced  to  1 g-ram  twice  a dav 
every  second  day.  Erythr-omycin  was  restarted 
and  penicillin  was  continued.  On  November  14, 
penicillin  and  streptomycin  were  stopped  and  on 


Leckert,  Jastremski — Staphylococcal  Septicemia 


457 


November  21  erythromycin  was  discontinued.  The 
patient  remained  afebrile  and  was  returned  to 
duty  December  15,  1955. 

Radiographic  Studies:  The  chest  x-ray  of 

August  12,  1955,  (Fig.  4)  showed  a confluent 


Figure  4. 

irregular  area  of  infiltration  in  the  lower  third 
of  the  left  lung  which  measured  3 by  5 cm.  Just 
above  this,  there  was  a smaller  lesion  which 
measured  1 by  1.5  cm.  In  the  right  base,  near 
the  costophrenie  angle,  there  was  an  ill  defined 
infiltration  measuring  about  3 cm.  in  diameter. 
The  x-ray  of  August  22  demonstrated  that  the 
area  of  pulmonary  infiltration  in  the  base  of  the 
right  lung  had  cleared  and  there  was  a residual 
linear  scar.  The  two  areas  of  infiltration  in  the 
left  lung  showed  some  clearing.  The  film  of 
August  29  showed  the  residual  scar  still  present 
at  the  right  base.  There  had  been  progressive 
clearing  of  the  lesions  at  the  left  lung  base.  The 
chest  x-ray  of  September  26,  (Fig.  5)  showed 
that  the  previously  decribed  densities  in  both 
lung  bases  had  cleared  except  for  slight  linear 
scarring.  A new  lesion  was  present  in  the  right 
upper  lobe  at  the  level  of  the  first  anterior  inter- 
space. There  was  present  an  area  of  increased 
radiolucency  in  the  middle  of  this  lesion  which 
suggested  cavitation.  The  film  of  October  20 
showed  almost  complete  clearing  of  the  previous- 
ly described  lesions.  The  chest  x-ray  of  Novem- 
ber 29  was  clear. 

DISCUSSION 

The  pathogenicity 9 of  the  staphylococ- 
cus (Micrococcus  pyogenes)  can  be  deter- 
mined by  its  reaction  to  the  coagulase 


Figure  5. 


test.  A loopful  of  bacteria  from  a twenty- 
four  hour  culture  is  added  to  0.5  ml.  of  a 
human  or  rabbit  plasma.  This  is  incubated 
for  three  to  eight  hours  at  37°  C.  A coagu- 
lum  will  be  formed  with  the  pathogenic 
strains  only.  The  pathogenic  strains  pro- 
duce an  antigenic  factor  which,  through 
the  intermediary  of  a plasma  activator, 
causes  the  conversion  of  fibrinogen  to 
fibrin.  It  has  long  been  taught  that  staph- 
ylococci which  form  orange  colonies  sur- 
rounded by  a zone  of  hemolysis  on  blood 
agar  plates  are  pathogenic.  This  is  gener- 
ally true,  but  highly  invasive  strains  may 
appear  as  nonhemolytic  white  colonies. 
Bateriophage  sensitivity  has  been  utilized 
as  an  aid  in  differentiating  the  individual 
strains  of  staphylococci.  Fisk  10  demon- 
strated that  phages  derived  from  coagulase 
positive  strains  did  not  produce  lysis  of 
coagulase-negative  strains.  Phage  typing  11 
has  been  used  extensively  in  tracing  the 
origin  and  spread  of  staphylococcal  infec- 
tions. For  example,  Hobbs  12  demonstrated 
that  the  staphylococci  isolated  from  sever- 
al cases  of  breast  abscess  were  of  the  same 
phage  type  as  those  from  the  throat  of  a 
nurse  who  was  a carrier. 

The  cases  presented  illustrate  the  pul- 
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monarv  findings  that  may  occur  in  staph- 
ylococcal septicemia.  The  primary  site 
in  each  is  not  certain.  The  second  patient 
was  a morphine  addict  and  had  a murmur 
compatible  with  a ventricular  septal  de- 
fect so  that  he  could  easily  have  had  a 
bacterial  endocarditis.  The  first  case 
might  have  had  a staphylococcal  pneumo- 
nia as  the  original  source  of  the  septi- 
cemia, since  his  fii*st  symptoms  were  ref- 
erable to  the  respiratory  tract.  Staphylo- 
coccal pneumonia  is  usually  not  primary 
but  may  complicate  other  acute  or  chronic 
respiratory  disease.  Finland  13  reported  a 
group  of  staphylococcal  pneumonias  which 
occurred  in  an  influenza  epidemic.  There 
are  other  clinical  pictures  which  can  arise 
in  staphylococcal  disease  besides  the  classi- 
cal abscesses  which  occurred  in  our  pa- 
tients. Spink  9 has  emphasized  that  certain 
strains  elaborate  an  exotoxin  which  can 
cause  nausea,  vomiting,  diarrhea,  cyanosis, 
jaundice,  convulsions,  respiratory  and  cir- 
culatory failure.  He  has  reported  a case 
of  a healthy  young  adult  who  died  within 
fifty-one  hours  from  an  infected  lacera- 
tion. Certain  strains  can  also  produce  a 
dermonecrotoxin  which  may  cause  exten- 
sive tissue  necrosis.  We  are  all  familiar 
with  the  enterotoxin  which  results  in 
staphylococcal  food  poisoning. 

TREATMENT 

In  managing  the  severe  forms  of 
staphylococcal  sepsis,  several  procedures 
should  be  followed.  Before  treatment,  one 
should  obtain  adequate  material  in  the 
form  of  blood,  sputum,  or  pus  for  culture 
and  sensitivity  studies.  As  soon  as  this 
is  done,  treatment  should  be  immediately 
instituted.  Penicillin  is  still  the  most  ef- 
fective agent  in  the  treatment  of  sensitive 
staphylococci.  For  this  reason,  initial 
treatment  of  severe  infection  should  al- 
ways include  penicillin.  The  dosage  should 
be  adequate.  Spink 9 advocates  500,000 
units  every  four  hours  intramuscularly 
and,  in  addition,  500,000  units  intraven- 
ously in  10  ml.  of  saline  every  twelve 
hours  for  the  first  forty-eight  to  seventy- 
two  hours.  The  first  two  patients  were 
given  1,000,000  units  every  two  hours, 


intramuscularly.  Spink  also  feels  that  this 
initial  treatment  should  include  another 
agent.  He  recommends  bacitracin  in  pa- 
tients with  good  renal  function  in  dosage 
of  20,000  units  every  six  hours.  Since 
bacitracin  is  nephrotoxic,  in  the  patients 
with  seriously  impaired  renal  function  he 
advocates  erythromycin  in  dosage  of  2 to 
3 grams  a day.  Once  the  sensitivity 
studies  have  returned,  you  can  switch  to 
a combination  of  antibiotics  which  may 
best  fit  these  studies.  Fisher  14  and  asso- 
ciates have  reported  on  38  cases  of 
staphylococcal  endocarditis  which  occurred 
from  1933  through  1953.  Of  the  group, 
13  occurred  from  1950  through  1953,  and 
of  these  54  per  cent  recovered.  An  inter- 
esting fact  is  that  during  this  period 
when  other  investigators  were  reporting 
penicillin  resistance,  most  of  the  organ- 
isms isolated  were  sensitive  to  this  anti- 
biotic. In  Fisher’s  cases,  no  patient  was 
cured  whose  treatment  did  not  include 
penicillin.  Three  of  Fisher’s  patients  were 
found  to  be  resistant  to  less  than  12.5, 
62.5  and  50  units  of  penicillin  respectively, 
yet  massive  doses  of  penicillin  plus 
erythromycin  led  to  favorable  outcome  in 
each.  One  of  these  did  not  respond  until 
penicillin  was  added.  For  these  reasons, 
Fisher  and  his  associates  feel  that  regard- 
less of  the  laboratory  findings,  penicillin 
should  always  be  included  in  the  thera- 
peutic regimen.  In  this  we  agree,  provid- 
ing that  the  patient  is  not  allei’gic  to  this 
drug. 

A new  antibiotic  has  become  available 
since  the  treatment  of  our  patients,  which 
seems  to  be  quite  effective  in  staphylo- 
coccal infections.  It  is  novobiocin  which 
has  been  isolated  from  cultures  of  the 
actinomycete,  Streptomyces  niveus.  15  .The 
recommended  oral  dosage  for  infections  of 
moderate  severity  is  500  mg.  every  six 
hours.  The  most  common  side  reactions 
reported  have  been  allergic  dermatitis, 
which  may  be  associated  with  fever.16 
Mild  diarrhea  has  occurred.  Thus  far,  no 
damage  to  the  kidneys  or  liver  has  been 
reported.  Martin  17  and  associates  noted 
two  cases  of  leukopenia  but  differential 
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counts  remained  normal  and  the  abnor- 
mality did  not  persist  with  continued  ad- 
ministration of  novobiocin.  David  and 
Burgner 18  reported  two  cases  of  mild 
neutropenia.  This  subsided  with  discon- 
tinuance of  the  drug.  Another  new  anti- 
biotic, spiramycin  1!>  is  reported  to  be  ef- 
fective in  most  strains  of  resistant  staph- 
ylococci. 

The  third  and  very  important  step  in 
the  treatment  of  staphylococcal  infections 
is  the  adequate  surgical  management  of 
all  suppurative  and  necrotic  tissues  or 
cavities.  If  this  is  not  done,  it  will  con- 
tribute to  the  development  of  resistant 
organisms  and  serve  as  a constant  source 
of  infection.  The  fourth  thing  to  remem- 
ber in  the  treatment  of  staphylococcal  in- 
fection is  prolonged  therapy.  Once  a 
staphylococcal  septicemia  is  under  control, 
treatment  should  be  continued  for  at  least 
six  to  eight  weeks  longer  because  fatal 
relapse  may  follow  early  cessation  of 
treatment. 

It  should  be  mentioned  that  although 
short  courses  of  adrenocorticotropic  hor- 
mone and  corticosteroids  have  been  advo- 
cated 20  for  certain  critically  ill  patients 
with  various  infections,  they  should  only 
be  used  in  staphylococcal  disease  with 
very  adequate  antibiotic  coverage.  These 
hormones  decrease  the  inflammatory  re- 
action and  thus  might  increase  the  chance 
of  spread  of  a staphylococcal  infection. 
Fisher 14  has  emphasized  the  danger  of 
concomitant  or  prior  treatment  with  these 
drugs  in  staphylococcal  infections. 

In  conclusion,  it  should  be  emphasized 
that  unless  all  of  us  are  more  conserva- 
tive in  the  unnecessary  use  of  antibiotics, 
more  and  more  resistant  bacterial  strains 
will  result.  Erythromycin  and  novobiocin 
should  be  reserved  for  the  more  resistant 
staphylococci.  Since  the  hematologic  com- 
plications of  chloramphenicol  were  demon- 
strated a few  years  ago,  its  decreased  use 
may  make  it  also  available  in  the  treat- 
ment of  the  more  resistant  organisms. 

SUMMARY 

Two  cases  of  staphylococcal  septicemia 
with  pulmonary  involvement  and  success- 


ful treatment  are  reported.  The  bacteri- 
ology and  symptomatology  of  staphylo- 
coccal infections  have  been  briefly  re- 
viewed. It  is  emphasized  that  treatment 
of  severe  staphylococcal  infections  should 
include  four  procedures.  Before  treatment, 
adequate  culture  material  should  be  ob- 
tained. Immediate  massive  antibiotic 
treatment  is  advocated.  Surgical  manage- 
ment of  all  suppurative  and  necrotic  tis- 
sues or  cavities  should  be  instituted.  Once 
a staphylococcal  septicemia  is  under  con- 
trol, treatment  should  be  continued  for 
at  least  six  or  eight  weeks.  The  danger 
of  corticotropin  and  the  corticosteroids  in 
staphylococcal  disease  has  been  empha- 
sized. 
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COMPULSORY  SOCIAL  SECURITY 
INSURANCE  COVERAGE  FOR 
PHYSICIANS  VERSUS  THE 
JENKINS-KEOGH  BILL 
In  the  coming  session  of  Congress  and 
its  usual  tumult,  there  will  be  considera- 
tion again  of  compulsory  Social  Security 
insurance  coverage  for  physicians,  and  al- 
so, of  the  more  desirable  Jenkins-Keogh 
bill.  These  bills  will  represent  two  oppo- 
site points  of  view  in  which  all  physicians 
are  vitally  interested. 

A satisfactory  sampling  of  opinion 
among  the  doctors  of  the  nation  has  indi- 


cated that  the  majority,  in  the  proportion 
of  approximately  3 to  2,  are  opposed  to 
this  additional  tax.  The  reasons  why  phy- 
sicians should  oppose  the  tax  have  been 
discussed  in  these  columns  1- 2 before  and 
have  been  comprehensively  covered  in  ar- 
ticles of  The  Journal  of  the  American 
Medical  Association A5 

After  due  consideration  is  given  to  the 
facts  of  the  Social  Security  insurance  pro- 
gram, it  is  seen  that  the  majority  of  phy- 
sicians have  due  cause  to  oppose  it.  To 
paraphrase  the  comment  of  a famous 
French  diplomat  who  is  reported  to  have 
said — that  the  Holy  Roman  Empire  was 
neither  holy,  nor  Roman,  nor  an  empire — 
the  Social  Security  insurance  program  is 
neither  social,  nor  secure,  nor  insurance. 
It  is  not  social  because  it  is  primarily  po- 
litical. It  is  not  secure  because  it  is  sub- 
ject to  any  action  by  any  Congress  every 
two  years;  and  it  is  not  insurance  because 
the  individual  covered  receives  benefits 
according  to  the  provisions  of  an  inher- 
ently political  Congress,  and  not  according 
to  the  equity  of  his  payments. 

According  to  the  estimate  of  actuaries, 
the  Social  Security  program  has  already 
assumed  obligations  equal  to  the  national 
debt  of  the  United  States.  The  receipts 
under  the  operation  of  the  law,  at  present, 
are  estimated  as  6.7  billion  in  contributions 
and  500  million  in  interest.  The  expendi- 
tures will  be  6.1  billion.  The  trust  fund 
exists  only  as  bonds  of  the  United  States 
government.  Both  the  contributions  and 
the  bonds  are  supported  only  by  taxes. 
The  income  and  the  outgo  are  almost  bal- 
anced now,  before  the  new  provisions  and 
expensive  commitments  have  had  their 
effect  and  at  a time  when  we  are  experi- 
encing our  highest  taxation  and  greatest 
prosperity  in  history.  In  any  period  of 
national  economic  depression  of  major  de- 
gree, the  demands  for  Social  Security 
money  will  go  up  and  the  sources  of  in- 
come will  go  down.  This  can  only  be  met 
by  increase  in  taxes,  which  would  be  po- 
litically unpopular  and  economically  de- 
pressing. The  obvious  adjustment  is  that 
a Congress  influenced  primarily  by  politi- 
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cal  considerations  will  make  reduction  in 
benefits.  On  the  other  hand,  the  plans  of 
real  insurance  are  made  in  such  a manner 
as  to  anticipate  and  meet  just  such  con- 
tingencies in  their  contractual  responsi- 
bilities. 

In  a masterful  analysis  of  Social  Securi- 
ty insurance  law,  Webster  and  Coffey 4- 5 
have  shown  that  in  the  insurance  market 
the  physician  can  secure  for  himself,  in 
comparison  with  the  most  favorable  ap- 
plications of  the  Social  Security  law,  far 
better  coverage.  Commercial  insurance 
would  provide  from  two  to  nine  times 
more  protection,  than  he  would  have  un- 
der the  law.  These  figures  do  not  agree 
with  those  given  by  a certain  group  with- 
in the  profession,  who  wish  for  compul- 
sory Social  Security  for  doctors. 

It  is  clear  from  the  operations  of  the 
law  that  physicians  in  the  older  age 
groups — who,  incidentally,  have  been  those 
who  opposed  compulsory  inclusion  of  doc- 
tors— are  the  ones  who  would  benefit  the 
most  from  this  type  of  pension  coverage, 
and  that  those  who  have  been  most  anx- 
ious to  include  physicians  are  in  the 
younger  groups  who  would  stand  to  lose 
the  most  in  their  long  years  of  payment. 
Since  six  out  of  seven  self  employed  phy- 
sicians do  not  retire,  the  tax  imposed  upon 
them  by  compulsory  coverage  would  be  un- 
just and  unreasonable.  Since  the  average 
age  at  death  of  physicians  is  just  under 
seventy,  only  a few  wrould  be  able  to  enjoy 
full  benefits  of  the  law’s  provisions  while 
still  working  at  72. 

The  Jenkins-Keogh  bill  wTould  if  enacted 
provide  insurance  coverage  relieving  a tax 
injustice  and  would  meet  the  needs  of 
physicians  far  better  than  compulsory  cov- 
erage under  the  law.  The  effect  of  its  op- 
eration would  allow  the  individual  to  set 
aside  money  for  pension  purposes  in  the 
years  of  his  greatest  earnings,  and  pay 
tax  on  these  earnings  in  the  years  of  his 
declining  income.  At  the  present  time, 
millions  of  individuals  in  industry  are  en- 
joying what  amounts  to  this  considerable 
tax  advantage.  In  other  words,  Keogh 
states  that  in  our  existing  federal  tax  laws 


there  is  an  inequity  and  discrimination 
against  self  employed  individuals  which 
cannot  be  denied.  Enactment  of  the  Jen- 
kins-Keogh bill  would  bring  about  a situa- 
tion in  which  it  would  no  longer  be  an 
economic  sin  to  be  self  employed.  This 
bill  in  the  past  has  received  lip  service 
from  many  individuals  in  Congress  from 
whom  support  has  been  sought,  and  it 
then  dies  in  Committee.  The  objections 
to  it  are  wordy  but  may  be  simplified  in 
two  statements : It  is  estimated  it  would 
cause  a loss  of  approximately  150  million 
dollars  in  annual  income  tax  revenue;  and 
the  other  is  that  it  would  be  doing  the 
physicians  a favor. 

The  answer  to  the  first  objection  is 
that  a mere  150  million  dollars  is  a drop 
in  the  bucket  compared  to  what  a prodigal 
government  wastes  in  improvident  welfare 
schemes  over  the  globe.  Even  if  such  a 
loss  was  significant  this  money  is  being 
unjustly  squeezed  from  the  taxpayers  sup- 
plying it.  The  second  objection  has  no 
answer. 

The  prospects  of  the  Jenkins-Keogh  bill 
passing  this  year  are  better  than  formerly. 
The  American  Bar  Association  has  under- 
taken a vigorous  campaign,  with  which  it 
is  of  great  interest  to  physicians  every- 
where to  cooperate  and  support  by  all 
means  possible.  The  benefits  of  the  law 
will  accrue  to  many  million  self  employed 
besides  the  160  thousand  doctors,  who 
have  been  advocating  such  provisions. 

The  coming  Congress,  therefore,  repre- 
sents an  opportunity  to  the  physicians  to 
make  clear  their  opposition  to  compulsory 
Social  Security  insurance  coverage  and 
their  support  of  the  equitable  and  desir- 
able Jenkins-Keogh  bill. 

1.  Editorial:  Compulsory  extension  of  social  security 
coverage  to  private  physicians,  .T.  Louisiana  State  M.  Soc. 
106:74,  (February)  1954. 

2.  Editorial : Tax  deferment  on  retirement  funds  for 
self  employed  persons.  J.  Louisiana  State  M.  Soc.  107:336, 
(August)  1955. 

3.  Editorial:  Statement  by  the  Board  of  Trustees; 

Reasons  for  A.M.A.  stand  on  compulsory  Social  Security 
coverage  of  physicians,  J. A.M.A.  159:1302,  (Nov.  26)  1955. 

4.  Webster.  Richard  C.,  and  Coffey,  Richard  J. : Social 
in  security — Part  I The  trap  awaiting  the  young  M.  D., 
J. A.M.A.  162:231,  (Sept.  15)  1956. 

5.  Webster,  Richard  C.,  and  Coffey,  Richard  .1.:  Social 
in  security — Part  II  The  trap  awaiting  the  young  M.  D., 
J.A.M.A.  162:425  (Sept  22)  1956. 
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ORGANIZATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana 
State  Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contrib- 
ute to  the  understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 

INTERESTING  FACTS  FURNISHED  BY  THE  A.M.A.  WASHINGTON  OFFICE 

Part  I 

(July  1,  1956,  to  June  30,  1957) 

FEDERAL  MEDICAL-HEALTH  SPENDING  FOR  FISCAL  YEAR  1957 

This  is  our  fourth  annual  report  on  the  Federal  medical  budget.  To  the  extent  we  can  make  it  so, 
it  is  a factual,  objective  study  of  how  much  the  U.  S.  Government  is  spending  this  fiscal  year  in  all 
health  and  medical  fields.  We  are  dealing  with  money  that  has  been  appropriated  and  currently  is 
available  to  be  spent.  This  SPECIAL  REPORT  is  based  on  the  actual  appropriations,  and  on  infor- 
mation obtained  directly  from  Federal  agencies  and  departments. 

When  talking  in  billions  of  dollars,  it  is  often  difficult  to  make  the  totals  meaningful.  However, 
here  are  some  conclusions : 

1.  What  the  U.  S.  is  spending  in  health  fields  alone  represents  an  average  cost  of  $15.17  per  man, 
woman  and  child.*  Incidentally,  it  is  costing  each  of  them  $1.78  more  this  year  than  last. 

2.  If  only  wage-earners  are  considered,*  they  will  be  paying  on  the  average  $38.72  each  to  fi- 
nance the  Federal  government’s  health-medical  operations.  That  is  $4.40  more  than  they  paid 
last  year. 

3.  The  average  family  * will  be  paying  $54.61  this  year  for  the  U.  S.  government’s  health-medical 
activities. 

4.  Even  in  an  overall  Federal  budget  of  $61.2  billion,  the  total  health  cost  is  not  insignificant. 
It  is  a billion  dollars  more  than  the  cost  of  running  the  Commerce  Department,  half  a billion 
more  than  all  Agricultural  Department  expenses  and  six  times  Interior  Department’s  budget. 

5.  Mostly  because  of  spectacular  increases  for  research,  health  programs  of  the  Department  of 
Health,  Education,  and  Welfare  this  year  will  cost  half  again  as  much  as  they  did  last  year. 

6.  For  the  first  time  since  World  War  II,  medical  costs  of  Veterans  Administration  top  the  list, 
passing  the  Defense  Department.  A close  third  is  the  Department  of  Health,  Education,  and 
Welfare. 

This  SPECIAL  REPORT  is  based  on  spending  alone.  We  do  not  undertake  to  evaluate  the  many 
individual  programs.  Obviously  many  of  them  are  necessary  just  to  maintain  this  country’s  unsur- 
passed public  health  standards.  Others  undoubtedly  will  pay  rich  dividends  in  procedural  and  scientific 
discoveries.  Some  probably  could  be  questioned  But  the  only  purpose  of  this  study  is  to  show  exactly 
what  they  cost. 

* Population,  family-size  and  employment  figures  from  Census  Bureau. 

MEDICAL-HEALTH  BUDGETS  OF  FEDERAL  DEPARTMENTS 
AGENCIES  AND  COMMISSIONS  FOR  THIS  FISCAL  YEAR 
VETERANS  ADMINISTRATION 
(This  Year:  $825,024,300  — Last  Year:  $790,185,800) 

In-Patient  Care  in  VA  Hospitals $619,614,000 

(Last  year:  $615,869,000) 

VA’s  largest  single  medical  appropriation  covers  in-patient  care  in  173  VA  hospitals  and  provides 
for  an  average  of  121,865  beds  a day.  At  present  VA  reports  daily  patient  load  at  111,540,  just  over 
91%  of  capacity.  The  appropriation  includes  salaries  of  physicians  and  other  personnel,  medical  re- 
habilitation of  veterans,  dietetic  and  nursing  services,  social  services  and  special  services,  such  as  rec- 
reation and  transportation  of  veterans. 

Oat-Patient  Care $82,638,000 

(Last  year:  $85,471,200) 

The  bulk  of  this  appropriation  is  for  out-patient  care  in  about  100  VA  clinics.  The  remainder  is 
earmarked  for  fees  to  physicians  ($7,738,000)  and  dentists  ($8,415,000)  under  the  home-town  care 
program. 
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Modernization  and  Replacement  Construction $51,635,000 

(Last  year:  $30,000,000) 

This  amount  is  for  work  on  existing  units  costing  over  $250,000  a project,  and  equipment  for  new 
units.  The  money  is  available  until  expended.  (See  Major  Alterations  and  Improvements  item  below 
for  smaller  projects.) 

Domiciliary  Care $29,319,000 

(Last  year:  $23,062,500) 

Domiciliary  care  is  being  provided  in  17  VA  facilities  for  about  17,000  veterans  who,  while  in- 
capacitated for  employment,  are  not  in  need  of  full  hospital  care.  VA  also  makes  payments  to  30 
state  homes  in  approximately  30  states  with  a daily  patient  load  of  around  9,000.  Payments  this  fiscal 
year  are  estimated  at  $5,888,000  (under  a new  law,  P.  L.  613,  83rd  Congress,  Federal  contributions 
to  these  homes  were  raised  from  a maximum  of  $500  to  $700  a year  per  patient). 

Contract  Hospitalization $13,967,000 

(Last  year:  $15,237,300) 

This  appropriation  finances  an  average  daily  patient  load  of  3260  veterans  in  Federal  hospitals 
other  than  VA  and  in  state  and  municipal  hospitals.  Patients  in  Federal  non-VA  hospitals  are  esti- 
mated at  1345  and  in  non-Federal  hospitals,  1915.  Psychotic  cases  make  up  the  largest  single  category 
of  contract  cases. 

Medical  Administration .. $7,300,000 

(Last  year:  $7,422,000) 

To  operate  the  VA  Department  of  Medicine  and  Surgery  in  the  Washington  central  office  and  the 
seven  area  medical  offices;  included  are  salaries,  travel  and  like  expenses. 

Medical  Research $10,990,300 

(Last  year:  $ 6,381,600) 

For  research,  mostly  in  VA  hospitals.  The  breakdown:  general  medical  and  surgical  research, 
$5,870,000;  atomic  medical  research,  $2,000,000;  prosthetics  testing,  $990,300;  neuropsychiatric,  $1,250,- 
000;  tuberculosis,  $780,000;  other,  $100,000. 

Major  Alterations,  Improvements  and  Repairs $4,533,000 

(Last  year:  $3,900,000) 

For  alterations,  improvements  and  repairs  to  VA  clinics  and  domiciliaries  (costing  less  than 
$250,000  per  project). 

Supply  Depot  Operations $1,628,000 

(Last  year:  $1,642,200) 

For  maintaining  and  operating  supply  depots  handling  the  purchase,  shipping  and  storage  of 
medical  supplies  and  equipment  used  by  the  Department  of  Medicine  and  Surgery. 

Medical  Education  and  Training $1,400,000 

(Last  year:  $1,200,000) 

For  VA  training  programs  for  physicians  and  other  VA  personnel,  in  medical  specialties  and  aux- 
iliary services. 

Medical  Care — Philippine  Veterans $2,000,000 

(Last  year:  not  reported) 

Until  1960  the  U.  S.  Government  will  contribute  for  the  care  of  Philippine  veterans. 


DEPARTMENT  OF  DEFENSE 
(This  Year:  $790,105,000  — Last  Year:  $818,104,500) 

Army  Medical  Services ..Approx.  $290,000,000 

(Last  year:  $300,000,000) 

The  estimated  cost  includes  expenses  normally  associated  with  the  operation  of  military  hospitals 
and  dispensaries,  military  and  civilian  salaries,  medical  supplies  and  equipment,  utilities,  communica- 
tions, transportation,  travel  subsistence,  maintenance  and  repair  of  buildings  and  grounds,  expenses 
for  construction,  medical  education  and  training,  medical  research  and  preventive  medicine. 
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*Air  Force  Medical  Services Approx.  $223,000,000 

(Last  year:  $286,000,000) 

The  estimated  cost  includes  expenses  normally  associated  with  the  operation  of  military  hospitals 
and  dispensaries,  military  and  civilian  salaries,  medical  supplies  and  equipment,  utilities,  communica- 
tions, transportation,  travel  subsistence,  maintenance  and  repair  of  buildings  and  grounds,  expenses 
for  construction,  medical  education  and  training,  medical  research  and  preventive  medicine. 

*Naval  Medical  Services Approx.  $277,000,000 

(Last  year:  $23,2,000,000) 

The  estimated  cost  includes  expenses  normally  associated  with  the  operation  of  military  hospitals  and 
dispensaries,  military  and  civilian  salaries,  medical  supplies  and  equipment,  utilities,  communications, 
transportation,  travel  subsistence,  maintenance  and  repair  of  buildings  and  grounds,  expenses  for  con- 
struction, medical  education  and  training,  medical  research  and  preventive  medicine. 

Office,  Asst.  Secretary  of  Defense  (Health  & Medical)  Approx.  $105  000 

(Last  year!  $104,500) 

For  salaries,  travel  and  administration  of  this  office,  and  for  travel  expenses  and  consultant  fees 
for  the  Defense  Department  Civilian  Health  and  Medical  Advisory  Council. 


* All  figures  are  estimates  because  appropriations  are  not  broken  down  into  categories  of  medical 
expenditures.  Anticipated  reduction  in  the  Department  of  Defense  medical  program  during  Fiscal 
Year  1957  is  primarily  attributable  to  more  effective  joint  utilization  of  the  facilities,  fewer  personnel 
assigned  to  operation  and  a lower  level  of  hospital  and  dispensary  construction.  Reductions,  however, 
have  been  partially  offset  by  an  estimated  expenditure  of  $41  million  during  Fiscal  Year  1957  for  the 
Dependent  Medical  Care  Program. 


DEPARTMENT  OF  HEALTH,  EDUCATION  AND  WELFARE 
(This  Year:  $772,661,800  — Last  Year:  $526,935,400) 

Division  of  Hospital  Facilities $126,381,000 

(Last  year:  $112,250,000) 

This  division  administers  the  Federal  aspects  of  both  the  original  and  expanded  Hill-Burton  pro- 
grams. The  total  appropriation  is  divided  into  the  following  four  categories: 

Hill-Burton  Original  Program $102,800,000 

(Last  year:  $ 88,800,000) 

This  appropriation,  allotted  to  the  states  on  the  basis  of  population  and  per  capita  income,  as- 
sists in  the  financing  of  new  hospitals  and  related  health  facilities  construction  under  the  original 
Hill-Burton  program.  To  date  Federal  funds  have  partially  financed  approximately  2,869  projects, 
including  nearly  132,096  hospital  beds,  and  636  public  health  centers,  18  state  health  laboratories  and 
approximately  100  nurses  homes  and  training  facilities.  To  date  Federal  contribution  represents 
$762,000,000  and  is  matched  by  sponsors’  funds  amounting  to  $2,370,000,000. 

Medical  Facilities — Category  Program : $21,000,000 

(Last  year:  $21,000,000) 

The  total  allotted  to  the  states  this  year  on  a population-per  capita  income  formula  will  assist 
in  the  financing  of  new  construction  under  the  1954  amendments  in  four  categories  as  follows: 
$6,500,000  for  hospitals  for  the  chronically  ill  and  impaired;  $6,500,000  for  diagnostic  centers,  or 
diagnostic  and  treatment  centers;  $4,000,000  for  nursing  homes;  and  $4,000,000  for  rehabilitation 
facilities.  As  under  the  original  program,  the  Federal  share  may  range  from  one-third  to  two-thirds 
of  the  total  project  cost.  As  of  July,  1956,  there  was  approved  a total  of  204  projects  divided  among 
the  four  categories  as  follows:  Facilities  for  chronically  ill,  42;  Diagnostic-treatment  centers,  77; 
Nursing  homes,  42;  and  Rehabilitation  facilities,  43. 

Hill-Burton  Administrative  Expenses $1,381,000 

(Last  year:  $1,250,000) 

This  appropriation  is  used  for  salaries  and  expenses  for  the  hospital  survey  and  construction 
program  for  Washington,  D.  C.,  and  eight  regional  offices  at  the  Federal  level. 
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Research $1,200,000 

(Last  year:  $1,200,000) 

Authorized  in  1949  but  not  appropriated  until  1955  was  this  item  for  research,  experiments  and 
demonstrations  on  utilization  of  hospital  services,  facilities  and  resources.  The  bulk  of  the  money  is 
earmarked  as  grants  to  states,  universities,  hospitals,  hospital  associations,  professional  associations, 
and  community  organizations  and  a small  amount  for  direct  research  by  Public  Health  Service. 

(Continued  in  January  issue) 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

Date 

Place 

Calcasieu 

Fourth  Tuesday  every  other  month 

Lake  Charles 

East  Baton  Rouge 

Second  Tuesday  of  every  month 

Baton  Rouge 

Morehouse 

Third  Thursday  of  every  month 

Bastrop 

Natchitoches 

Second  Tuesday  of  every  month 

Orleans 

Second  Monday  of  every  month 

New  Orleans 

Ouachita 

First  Thursday  of  every  month 

Monroe 

Rapides 

First  Monday  of  every  month 

Alexandria 

Sabine 

First  Wednesday  of  every  month 

Tangipahoa 

Second  and  fourth  Thursdays 

of  every  month 

Independence 

Second  District 

Third  Thursday  of  every  month 

Shreveport 

First  Tuesday  of  every  month 

Shreveport 

Vernon 

First  Thursday  of  every  month 

COURSES  IN  THE  TREATMENT  OF  ACUTE 
TRAUMA  AVAILABLE  TO  PHYSICIANS 

It  has  come  to  our  attention  that  the  Army 
Medical  Service  will  conduct  courses  in  “Surgery 
in  Acute  Trauma’’  at  the  Brooke  Army  Hospital, 
Brooke  Army  Medical  Center,  Ft.  Sam  Houston, 
Texas,  May  6-8,  1957,  and  the  William  Beaumont 
Army  Hospital,  Ft.  Bliss,  Texas,  April  1-3,  1957. 
Similar  courses  will  be  held  in  other  parts  of 
the  United  States,  but  no  others  here  in  the 
Southwest.  Civilian  physicians  interested  in  at- 
tending either  of  these  courses  may  apply  direct 
to  the  Commander  of  the  Hospital  where  the 
course  is  to  be  conducted. 

Those  who  have  attended  courses  similar  to 
these,  given  at  Walter  Reed  Medical  Center, 
Washington,  D.  C.,  and  at  Brooke  Army  Hos- 
pital, Ft.  Sam  Houston,  Texas,  cannot  speak  too 
highly  of  them.  It  is  expected  they  would  be  of 
great  interest  to  all  physicians  called  upon  to 
treat  injuries,  and  to  all  those  with  Civil  De- 
fense responsibilities. 


SURGICAL  HISTORY  VOLUMES  APPEAR 

The  fourth  volume  in  a series  of  14  on  the 
history  of  surgery  during-  World  War  II  appeared 
in  October  to  be  followed  by  an  additional  vol- 
ume before  the  first  of  the  year.  The  surgical 
volumes  are  part  of  the  40  odd  volume  work 
entitled  Medical  Department,  United  States  Ar- 
my in  World  War  II.  Editorial  office  for  the 
surgical  volumes  of  the  medical  history  is  in 


Tulane  School  of  Medicine. 

The  title  which  has  just  appeared  is  Volume  I 
on  General  Surgery  which  covers  shock,  resusci- 
tation, anesthesia  and  abdominal  injuries,  and 
has  a final  chapter  on  the  closure  of  colostomies. 
The  title  about  to  appear  is  Orthopedic  Surgery 
in  the  European  Theater  of  Operations. 

Chairman  of  the  Advisory  Editorial  Board  for 
Surgery  is  Dr.  Michael  E.  DeBakey,  formerly 
Associate  Professor  of  Surgery,  Tulane  Universi- 
ty School  of  Medicine,  and  now  chairman  of  the 
Department  of  Surgery,  Baylor  University  Col- 
lege of  Medicine.  Associate  editor  is  Miss  Eliza- 
beth M.  McFetridge. 

Other  surgical  volumes  which  have  appeared 
are  on  the  physiologic  effect  of  wounds,  pub- 
lished in  1952,  and  hand  surgery  and  vascular 
surgery,  both  published  in  1955.  Three  surgical 
volumes  now  in  press  or  in  preparation  for  pro- 
duction are  Orthopedic  Surgery  in  the  Mediter- 
ranean Theater  of  Operations,  Ophthalmalogy 
and  Otolaryngology,  and  Cold  Injury.  This  last 
is  believed  to  be  the  most  inclusive  discussion  of 
this  type  of  trauma  ever  to  be  published.  Two 
volumes  on  neurosurgery  are  now  in  active  prep- 
aration and  are  expected  to  be  ready  for  publi- 
cation in  1957. 

The  entire  40  odd  volume  series  prepared  un- 
der the  direction  of  Major  General  S.  B.  Hayes, 
the  Surgeon  General,  United  States  Army,  will 
contain  in  addition  to  the  surgical  volumes,  7 
on  preventive  medicine,  4 on  internal  medicine, 
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2 on  neuropsychiatry,  8 on  administrative  sub- 
jects, and  the  remainder  on  miscellaneous  sub- 
jects. The  volumes  published  to  date  include  1 
administrative  volume,  2 preventive  medicine 
volumes,  and  a dental  volume,  in  addition  to  the 
4 surgical  volumes. 

The  Government  Printing  Office  is  publishing 
the  entire  work. 


POSTGRADUATE  COURSES  ON  DISEASES 
OF  THE  CHEST 

The  Council  on  Postgraduate  Medical  Educa- 
tion of  the  American  College  of  Chest  Physicians 
will  present  the  following  Postgraduate  Courses 
on  Diseases  of  the  Chest  during  the  period  Jan- 
uary - April,  1957  : 

Vanderbilt  University,  Nashville,  Tennessee 
January  14  - 18 

Mark  Hopkins  Hotel,  San  Francisco,  California 
February  25  - March  1 
Bellevue-Stratford  Hotel,  Philadelphia, 
Pennsylvania 
April  1-5 

Tuition  for  each  course  is  $75.  The  most  re- 
cent advances  in  the  diagnosis  and  treatment  of 
chest  diseases  — medical  and  surgical  — will  be 
presented. 

Further  information  may  be  obtained  by  writ- 
ing to  the  Executive  Director,  American  College 
of  Chest  Physicians,  112  East  Chestnut  Street, 
Chicago  11,  Illinois. 


NEWS  ITEM 

Dr.  Benjamin  O.  Morrison  attended  the  Annu- 
al Convention  of  the  American  College  of  Gas- 
troenterology, at  The  Roosevelt  in  New  York 
City,  October  15-20,  1956. 


ASPIRIN’S  ANTI-INFLAMMATORY  ACTION 
STRESSED  IN  RHEUMATOID  ARTHRITIS 

The  anti-inflammatory  activity  of  aspirin  war- 
rants its  continued  use  in  large  dosages  in  the 
treatment  of  rheumatoid  arthritis,  according  to 
an  editorial  in  Southern  Medical  Journal  (49: 
304,  1956). 

Aspirin’s  well-known  analgesic  and  antipyretic 
effects  supplement  its  anti-inflammatory  action 
in  symptomatic  management  of  the  arthritic  pa- 
tient, the  journal  states.  In  large  doses,  how- 
ever, its  primary  activity  is  anti-inflammatory, 
which  also  accounts  for  its  major  therapeutic 
usefulness  in  treating  rheumatic  fever.  Gastric 
symptoms  “are  rarely  of  sufficient  severity  to 
require  a stoppage  of  the  treatment.” 

Results  of  the  two-year  study  by  the  Joint 
Committee  of  the  Medical  Research  Council  and 
Nuffield  Foundation  (Great  Britain)  are  cited 
as  evidence  of  aspirin’s  therapeutic  effectiveness 
in  early  cases  of  rheumatoid  arthritis.  A com- 
parison of  two  series  of  patients,  one  treated 
with  cortisone  and  the  other  with  aspirin,  re- 
vealed “remarkedly  little  to  choose  between 


cortisone  and  aspirin  in  the  management  of  this 
group  of  patients.”  Evaluations  were  made  in 
terms  of  joint  tenderness,  strength  of  grip,  tests 
of  dexterity  and  clinical  assessments  of  the  dis- 
ease’s activity. 

Aspirin  seems  to  have  an  ACTH-like  effect, 
the  editorial  says.  It  points  to  a number  of  ex- 
periments showing  that  aspirin  stimulates  the 
pituitary  gland  to  put  out  adrenocorticotropic 
hormones,  thereby  stimulating  adrenal  cortical 
activity. 


CHILDREN  UNDER  FIVE  RESPOND  WELL 
TO  POLIO  VACCINE 

Polio  Vaccine  appears  to  work  as  well  in  in- 
fants and  preschool  children  as  it  does  in  school 
children,  providing  they  receive  at  least  two 
and  preferably  three  inoculations,  a recent 
Michigan  study  has  shown. 

Field  trials  of  the  Salk  polio  vaccine  were 
carried  out  in  1954  among  first,  second  and 
third  grade  children.  Although  the  age  range 
was  extended  greatly  in  1955,  little  information 
has  been  obtained  about  responses  in  different 
age  groups. 

Since  most  immunization  programs  are  begun 
in  the  early  months  of  life,  information  about 
the  response  of  infants  to  the  polio  vaccine  is 
important,  Gordon  C.  Brown,  Sc.D.,  and  Donald 
C.  Smith,  M.D.,  Ann  Arbor,  Mich.,  said. 

They  found  that  three  inoculations  evoked  a 
satisfactory  response  in  infants  and  in  children 
one  to  five  years  old.  Two  inoculations  appeared 
to  be  less  effective  and  one  injection  in  infants 
was  definitely  inadequate,  they  said  in  the  June 
2 Journal  of  the  American  Medical  Association. 

A booster  inoculation  six  months  after  the  first 
series  raised  the  number  of  antibodies  in  the 
children’s  blood  regardless  of  how  many  initial 
inoculations  they  had,  or  how  they  responded 
to  the  first  shots.  Even  those  who  did  not  re- 
spond to  the  original  vaccination  did  develop 
antibodies  after  the  booster  shot. 


INCREASE  IN  SCURVY  CAUSED  BY  BABY 
FEEDING  CHANGES 

The  abandonment  of  “pot  liquor”  and  “milk 
from  the  family  cow”  as  traditional  baby  foods 
— and  neglect  of  daily  orange  juice  — were 
blamed  for  an  increase  in  scurvy  among  infants 
in  Tennessee. 

Dr.  Calvin  Woodruff  said  in  the  June  2 Jour- 
nal of  the  American  Medical  Association  that 
the  number  of  cases  seen  at  Vanderbilt  Univer- 
sity Hospital,  Nashville,  had  jumped  from  eight 
in  1926-34  to  45  in  1950-54.  From  1926  to  1954 
there  was  a total  of  103  cases. 

Scurvy,  caused  by  a deficiency  of  ascorbic 
acid,  occurs  most  frequently  between  the  ages 
of  seven  and  11  months.  It  can  produce  bone 
deformities,  and  its  symptoms  sometimes  are  like 
those  of  poliomyelitis. 
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Ascorbic  acid  can  be  obtained  from  several 
sources,  including  orang-e  juice  (probably  the 
best  source),  fresh  unpasteurized  milk,  tomato 
juice,  and  even  “pot  liquor,”  the  water  in  which 
green  vegetables  and  fat  meat  have  been  boiled. 

The  abandonment  of  these  old  feeding  cus- 
toms and  the  sterilization  of  milk — without  sub- 
stituting anything  for  these  sources  of  ascorbic 
acid — have  resulted  in  the  increase  of  scurvy. 


MAGNESIUM  SALTS  MAY  OVERCOME 
DELIRIUM  TREMENS 

Magnesium  salts — used  to  prevent  “grass  stag- 
gers” in  cattle  after  early  spring  grazing — may 
also  help  overcome  delirium  tremens  in  chronic 
alcoholism,  according  to  a report  by  the  Ameri- 
can Medical  Association’s  council  on  foods  and 
nutrition. 

The  normal  adult  human  body  contains  less 
than  an  ounce  of  magnesium,  but  a deficiency 
can  produce  muscle  twitching,  excessive  nervous- 
ness, tremor,  delirium,  and  even  convulsions, 
Dr.  Edmund  B.  Flink,  Minneapolis,  said  in  the 
report  of  the  council  in  the  April  21  Journal  of 
the  American  Medical  Association. 

The  human  symptoms  are  similar  to  those  pro- 
duced in  cows,  calves,  and  horses  suffering  from 
“grass  staggers,”  a magnesium  deficiency  illness 
usually  occurring  one  to  two  weeks  after  the 
livestock  begins  grazing  on  new  spring  grass. 
Symptoms  of  “grass  staggers”  include  nervous- 
ness, restlessness,  grazing  away  from  the  herd, 
lack  of  appetite,  muscle  twitching,  unsteady 
gait,  spreading  of  the  hind  limbs,  gnashing  of 
teeth,  a wild  look,  and  constant  lowing. 

Chronic  alcoholism  appears  to  be  an  important 
cause  of  magnesium  deficiency  symptoms  in  hu- 
mans, Dr.  Flink  said.  The  symptoms  can  also 
result  from  prolonged  intravenous  administra- 
tion of  magnesium-free  fluids. 


6,000  ALIEN  PHYSICIANS  TRAINING  IN  U.  S. 

More  than  6,000  foreign  physicians  are  in  the 
United  States  this  year  to  complete  their  pro- 
fessional training  as  interns  or  residents,  while 
more  than  1,700  Americans  are  studying  at  for- 
eign medical  schools. 

A survey  of  foreign  physicians  in  the  U.  S. 
was  made  by  the  Institute  of  International  Edu- 
cation and  the  American  Medical  Association, 
and  was  reported  in  the  May  26  Journal  of  the 


A.M.A.  by  Dr.  James  E.  McCormack  and  Arthur 
Feraru,  New  York. 

The  study  showed  that  1,730  Americans  are 
studying  in  26  different  countries.  Switzerland, 
Italy,  Canada,  Netherlands  and  Belgium  each 
have  more  than  100  American  students.  The 
University  of  Bologna  (Italy)  has  the  largest 
number,  243  American  medical  students.  The 
next  five  are  the  University  of  Geneva  (Switzer- 
land), 215;  University  of  Lausanne,  (Switzer- 
land, 159;  McGill  University  (Canada),  159; 
University  of  Leiden  (Netherlands),  70,  and 
University  of  Heidelberg  (Germany),  54. 

The  6,033  foreign  physicians  in  the  U.  S.  are 
training  in  764  hospitals  listed  as  approved  for 
internships  and  residencies  by  the  A.M.A.’s  coun- 
cil on  medical  education  and  hospitals.  This  is 
almost  a thousand  more  physicians  than  the 
5,035  reported  in  1954-55.  Approximately  47 
per  cent  first  came  here  this  year. 


PILLS  MAY  SOME  DAY  REPLACE  INSULIN 
INJECTIONS 

A sulfonamide  derivative  which  can  be  taken 
in  pill  form  may  some  day  replace  insulin  in- 
jections for  certain  types  of  diabetics,  two  In- 
dianapolis physicians  have  reported. 

Experiments  with  the  drug,  carbutamide,  have 
been  widespread  in  Germany  and  are  now  being 
carried  on  among  several  hundred  diabetics  in 
this  country.  Its  exact  role  in  the  treatment  of 
diabetes  is  still  to  be  determined,  but  it  appears 
to  be  helpful  in  some  cases  of  the  disease,  the 
doctors  said  in  the  April  14  Journal  of  the 
American  Medical  Association. 

On  the  basis  of  research  done  so  far,  it  is 
unlikely  that  the  drug  will  be  on  sale  for  some 
time.  At  present  it  is  available  only  for  experi- 
mental purposes.  Many  other  products  have 
been  tested  in  the  hope  of  replacing  insulin  in- 
jections but  none  have  worked  well  enough. 

Carbutamide  (called  BZ-55  by  its  German  in- 
vestigators) and  a related  compound,  tolbuta- 
mide, which  is  also  being  tested,  are  classed  with 
the  germ-killing  sulfonamide  derivatives  which 
have  been  shown  to  lower  blood  sugar  levels. 
This  lowering — essential  to  life  for  the  diabetic 
— is  now  done  through  diet  and  by  giving  insulin 
injections  to  make  up  the  shortage  of  insulin 
resulting  from  either  poor  production  by  the 
pancreas  or  destruction  of  insulin  by  some  un- 
known agent  in  the  body. 
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WOMAN’S  AUXILIARY  TO  THE  SOUTHERN 
MEDICAL  ASSOCIATION 
RESPONSE  TO  THE  WELCOME  ADDRESS 
By  Mrs.  Edwin  R.  Guidry 

From  the  birthplace  of  the  Woman’s  Auxiliary 
to  the  Southern  Medical  Association  I bring  you 


greetings  upon  the  occasion  of  this  golden  anni- 
versary of  Southern  and  a “We’re  delighted  to 
be  here”  response  in  the  name  of  all  the  visiting 
auxiliaries  to  the  welcome  just  accorded  us. 

I also  bring  you  greetings  from  Mrs.  Arthur 
A.  Herold,  our  first  lady  of  the  Auxiliaries  in 
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Louisiana  and  one  of  your  past-presidents,  who 
wants  you  to  know  that  only  her  doctor’s  stern- 
est orders  prevent  her  from  being’  with  you  on 
this  occasion.  Mrs.  Wiley  A.  Buffington,  another 
former  Southern  Auxiliary  president,  also  wishes 
to  be  remembered  to  you  and  to  extend  her  best 
wishes  for  a successful  convention.  It  is  a matter 
of  great  personal  regret  that  our  Alma,  who  so 
recently  guided  the  Woman’s  Auxiliary  to  the 
Southern  Medical  Association  through  a success- 
ful year,  is  not  able  to  be  with  us  especially  at 
the  presentation  of  the  George  D.  Feldner  trophy 
later  on  today.  From  her  too,  I bring  warmest 
greetings  and  best  wishes  for  success. 

You  can  see  how  humble  I feel  coming  from 
such  a distinguished  line  of  active  Southern  Aux- 
iliaries. When  I attended  my  first  Southern  con- 
vention, which  incidentelly  was  my  very  first 
auxiliary  work  after  having  had  the  honor  of 
marrying  a doctor,  I remarked  to  a friend,  “But 
they  are  all  such  important  people!”  Now  after 
nearly  twenty-five  years  of  auxiliary  work  and 
a maturer  viewpoint,  I have  come  to  realize  how 
much  I have  to  learn  from  such  devoted  auxiliary 
members  and  what  a privilege  it  is  to  participate 
in  your  meetings. 

We  are  all  very  fortunate  in  having  the  com- 
mittee prepare  such  wonderful  entertainment  for 
us  and  I thrill  to  having  my  store  of  patriotism 
replenished  with  visits  to  the  great  buildings  of 
state  and  to  stand  upon  the  hallowed  ground  of 
Mount  Vernon. 

I have  taken  the  opportunity  of  swelling  the 
Louisiana  delegation  with  our  three  daughters 


and  am  so  grateful  to  you  for  holding  your  con- 
vention in  our  nation’s  capital  so  that  they  too 
could  share  the  privilege  of  visiting  the  “greats” 
of  our  beloved  America. 

And,  in  the  not  too  distant  future  I look  for- 
ward to  welcoming  you  all  to  New  Orleans. 
Submitted  by: 

Mildred  G.  Carter,  Chairman 
Press  and  Publicity 


The  Orleans  Club  on  St.  Charles  Avenue  was 
the  setting  Wednesday,  November  14,  of  the  meet- 
ing and  tea  for  members  of  the  Woman’s  Auxiliary 
to  the  Orleans  Par*ish  Medical  Society. 

Fr.  Edward  Murphy,  S.S.J.,  author  of  the 
“Scarlet  Lily”,  was  the  guest  speaker. 

Guests  of  honor  were  the  Hospital  Auxiliary 
Presidents:  Mms.  Wiley  R.  Buffington,  Eye,  Ear, 
Nose  and  Thi-oat  Hospital;  Lawi'ence  D.  Kavanagh, 
Hotel  Dieu;  Jules  Davidson,  Sara  Mayo  Hospital; 
Francis  X.  LeTard,  Hospitality  Club  of  Ochsner 
Medical  Foundation;  H.  W.  Lengsfield,  Touro  In- 
firmary; Walter  P.  Richardson,  DePaul  Hospital; 
Vincent  Randazzo,  Mercy  Hospital,  and  Colles 
Stowell,  Crippled  Children’s  Hospital. 

Hostesses  for  the  afternoon  were  Mms.  Dan  W. 
Beacham,  Walter  F.  Becker,  Philips  J.  Carter, 
Julius  T.  Davis,  Jr.,  Andrew  V.  Friedrichs,  Abram 
0.  Goldsmith,  Frederick  Fenno,  William  H.  Harris, 
Sr.,  William  H.  Harris,  Jr.,  George  F.  Sustendal, 
James  T.  Swindle,  Charles  R.  Robinson,  Norton  W. 
Voorhies,  Marshall  Michel,  and  George  Feldner. 

The  Auxiliary’s  next  meeting  will  be  held  Wed- 
nesday, December  12. 


BOOK  REVIEWS 


Atlas  of  Roentgen  Anatomy  of  the  Skull;  by  Lewis 
E.  Etter,  M.  D.,  with  a Section  on  The  Radio- 
graphic  Anatomy  of  the  Temporal  Bone  by  J. 
Brown  Farrior,  M.  D.  and  a Section  on  The 
Roentgen  Anatomy  of  the  Skull  in  the  Newborn 
Infant  by  Samuel  G.  Henderson,  M.  D.  and 
Louise  S.  Sherman,  M.  D.,  Springfield,  111., 
Charles  C Thomas,  1955,  Pp.  215,  illus.,  Price 
$12.50. 

The  primary  purpose  of  this  atlas  is  to  clearly 
illustrate  the  detailed  anatomy  of  the  various 
component  ovei-lapping  shadows  seen  in  radio- 
graphs of  the  skull  and  face.  To  accomplish  this 
the  various  bones  of  the  skull  were  disarticulated 
and  the  individual  bones  were  photographed  and 
radiographed  in  the  standard  positions  commonly 
used  in  making  roentgenograms  of  the  skull  and 
face.  The  dry  skull  with  the  individual  bone  re- 
moved was  then  photographed  and  radiographed 
in  a similar  manner.  After  replacing  the  individ- 
ual bone  the  same  procedure  was  repeated. 

The  book  contains  seven  sections.  Section  I 
contains  general  views  of  the  skull.  Section  II 
shows  general  views  of  the  skull  with  analysis  of 


individual  bone  components.  Section  III  deals 
with  the  paranasal  sinuses  and  mastoids. 

Section  IV  by  Dr.  Farrior  is  concerned  with  the 
radiographic  anatomy  of  the  temporal  bone  and 
petrous  mastoid  portion.  Dr.  Etter’s  plan  of  il- 
lustrating- anatomy  is  followed  here.  Several 
beautiful  colored  illustrations  are  included  in  this 
section.  The  various  component  portions  of  the 
temporal  bone  have  been  separated  for  more  de- 
tailed study. 

Section  V explores  the  orbits  and  optic  for- 
amina. In  Section  VI  the  maxillofacial  compo- 
nents of  the  skull  are  discussed. 

Section  VII,  by  Drs.  Henderson  and  Sherman 
illustrates  the  roentgen  anatomy  of  the  skull  in 
the  newborn  infant.  Because  of  the  difficulty  of 
obtaining  roentgenograms  on  infants,  these  re- 
productions do  not  show  the  excellent  detailed 
structure  noted  in  the  remainder  of  the  book.  The 
table  covering  the  embryology  of  the  skull  is  an 
important  addition  to  this  section. 

In  general  the  reproductions  of  photographs  and 
radiographs  are  excellent.  The  detail  shown  is 
unusual  and  outstanding.  The  text  is  clear  and 
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concise.  A bibliography  and  an  adequate  index 
are  included.  This  atlas  should  prove  extremely 
valuable  to  all  interested  in  this  subject  and  a 
necessity  to  the  radiologist  and  to  the  surgeon 
who  operates  on  the  skull  and  face. 

J.  N.  Ane,  M.  D. 


Stellate  Ganglion  Block;  by  Daniel  C.  Moore,  M.  D., 
Springfield,  Illinois,  Charles  C Thomas,  1954, 
Pp.  280,  Price  $10.50. 

This  book  has  detailed  descriptions  and  illus- 
trations depicting  various  techniques  of  stellate 
ganglion  block  as  well  as  a summarization  of  the 
complications  and  their  treatment.  It  adequately 
documents  the  clinical  indications  and  uses.  The 
anatomical  illustrations  are  excellent.  It  includes 
a short  discussion  of  the  physiology  of  the  cervico- 
thoracic  portion  of  the  sympathetic  system.  It  is 
a very  useful  and  handy  reference  for  persons  in- 
terested in  the  diagnostic  and  therapeutic  utiliza- 
tion of  stellate  blocks. 

Charles  C.  Abbott,  M.  D. 


A Textbook  of  Medicine;  Editors:  Russell  L.  Cecil, 
M.  D.,  and  Robert  F.  Loeb,  M.  D.,  Ninth  Ed., 
Illus.,  W.  B.  Saunders  Company,  Philadelphia, 
Penna.,  1955,  Pp.  1,786,  Price  $15.00. 

This  book  remains  outstanding  as  a textbook 
for  medical  students  as  well  as  postgraduate  stu- 
dents of  medicine.  The  ninth  edition  has  been 
considerably  improved  by  the  addition  of  some  of 
the  recently  delineated  virus  infections.  The  sec- 
tion on  xanthomatosis  is  welcome  and  well  done. 

A mature  opinion  is  given  on  the  value  of  the 
various  antibiotics  in  specific  infectious  disease. 
Such  opinion  was  unavailable  for  the  eighth  edi- 
tion. 

The  only  deficiencies  that  this  reviewer  could 


find  in  the  book  were  found  in  the  section  on  dis- 
eases of  the  reticulo-endothelial  system.  The  sec- 
tion on  diseases  of  the  spleen  is  quite  confusing 
and  the  medical  student  would  probably  benefit 
by  not  reading  this  section.  There  is  no  discussion 
in  the  book  of  granuloma  inguinale. 

The  book  is  most  valuable  as  a frame  of  refer- 
ence and  as  such  is  invaluable  in  the  study  of 
medicine. 

Fred  M.  Hunter,  M.  D. 
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care  of  teeth  in  cleft  palate  cases,  (Laguaite  119 
DERMATITIS 

contact,  drug  reaction,  (Cazort)  2 16 
Industrial:  See  Industrial  Dermatoses 
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DIABETES  MELLITUS 

acidosis,  prevention  and  treatment  of  ketosis,  (Rippy)  185 
clinical  relationship  of  adrenal  cortex  to,  (Gordon)  405 
complications,  long  range,  of  poorly  controlled  diabetes, 
(Murison)  137 

status  of  antidiabetic  sulfonamide  compounds,  388-E 

DIAGNOSIS 

of  gout,  and  treatment,  (Talbott;  149 

DISABILITY 

determinations  under  HR  7225,  threat  to  American  medi- 
cine, 29-E 

total  after  age  50,  provision  of  recently  enacted  Social 
Security  amendments  law,  dangerous  feature,  344-E 
DISEASE:  See  also  under  names  of  specific  diseases 

pancreas,  surgical  aspects,  (Child  & Donovan)  195 
DIVERTICULA 

of  appendix,  (Harris)  446 
DOCTORS:  See  Physicians 

DRUGS:  See  also  under  names  of  specific  drugs 

allergic  reactions,  (Cazort)  215 

antithyroid,  propylthiouracil  and  methimazole  (tapazol)  in 
“therapeutic  trial”  as  a criterion  in  hyperthyroidism, 
(Singer)  384 

hypotensive,  review  of  pharmacodynamics  of  antihyper- 
tensive therapy,  (Moyer)  231 
new  when  should  we  use  them,  (Langford)  301 
DYSTOCIA:  See  Labor 


E 

EAST  BATON  ROUGE  PARISH 

charity  hospital  committee  report,  i Peek  & others)  60 
ELECTROCARDIOGRAM  : See  Heart 

EMBOLISM 

pulmonary,  incidence  in  2229  autopsies,  (Lubritz/  157 
ENDOMETRIOSIS 

pelvic,  review  of  private  cases  and  at  Charity  Hospital  of 
Louisiana,  New  Orleans,  1939-1953,  (McCall  & Dolan) 
43 

ENZYMES 

serum  transaminase  as  an  aid  in  diagnosis  of  myocardial 
infarction,  (McHardy  & Stotler)  440 
EPILEPSY 

atypical  and  minor  seizure,  (Moossy)  331 
treatment,  status  of  drugs,  304-E 
EYES 

cross-eyed  child,  development  of  vision,  (Ellis  & Haik'  450 
disease,  management  of  the  red  eye  in  general  practice, 
(Newell)  211 

hyphema,  traumatic,  (Rosenthal)  99 
hvphemr,  traumatic,  (Wilkinson)  56 

F 

FECALITH 

in  rectosigmoid  pouch,  causing  dystocia,  (Palles)  262 

FEDERAL 

Civil  Defense  Administration  Medical  Services,  (Head)  245 
Legislation:  See  Laws  and  Legislation,  federal 

FEMUR 

fractures  of  femoral  neck,  head  prosthesis  in,  (Rose)  2 76 
FEVER 

etiology,  need  for  urologic  survey,  ^Beckmann)  90 

FOOD 

malabsorption  syndrome,  (Kleckner)  359 
FOLIE  A DEUX:  See  Insanity,  communicated 

FRACTURES 

femoral  neck,  head  prosthesis  in,  (Rose  276 
hip,  reconstruction  procedures,  (Banks)  415 


G 

GALLBLADDER 

calculi,  surgery,  indications  for,  (Mahorner)  75 
surgery,  a comparative  study,  (Stander  & Cacioppo1  94 
GALLSTONES:  See  Gallbladder,  calculi 

GANGLION  (nerve) 

block,  use  of  agents  in  hypertension,  plus  rauwolfia,  (Moyer) 
237 

GASTRIC:  See  Stomach 

Ulcer:  See  Peptic  Ulcer 

GENERAL  PRACTITIONER:  See  Physician,  practicing 

GERIATRICS:  See  Old  Age 

GOUT 

diagnosis  and  treatment,  (Talbott)  149 
GOVERNMENT : See  United  States 

GRAND  MAL:  See  Epilepsy 

GYNECOLOGY 

surgery,  abdominal  wound  complications  in,  (Nix  & others) 
395 

surgery,  grading  of  indication  and  choice  of  procedure,  at 
a private  hospital,  (Dougherty  & others)  208 
transvaginal  pudendal  nerve  block,  an  improved  approach, 
(Wilds)  204 


HEART 


H 


anomalies,  tetralogy  of  Fallot,  surgery,  (Beskin)  79 
artificial  heart-lung,  plastic,  an  approach  to  open  heart 
surgery,  (Hyman  & others'  134 
cardiac  handicapped  children  in  Louisiana,  problem  of, 
(Berenson)  1 73 

catheterization,  atrial  septal  defect,  observations  on  41 
patients  diagnosed,  (Hyman)  85 
catheterization,  value  in  determining  need  for  valvulotomy 
in  mitral  stenosis,  (Hyman'  190 
disease  and  allied  causes  of  death,  analysis  of  cases  autop- 
sied,  (Lubritz)  157 


HEART — Continued 

Diseaso  (Coronary)1  See  Arteries,  coronary 

electrocardiogram,  new  explanation  of  the  absence  of  P- 
waves  in  a case  of  Tawara-node  rhythm  with  retrograde 
conduction,  (Peters;  156 
Infarction:  See  Myocardium 

Mechanical:  See  Heart,  artificial 

surgery,  in  a community  hospital,  (Beskin)  79 
Valves:  See  Mitral  Valve 

HEMATURIA 

etiology  and  treatment,  (Hatcher)  328 

need  for  accurate  urologic  study  in  presence  of,  (Beckmann) 
90 

HEMIPLEGIA 

from  bite  of  black  widow  spider,  (Davis)  123 
HEMORRHAGE:  See  also  under  names  of  diseases,  regions, 

and  organs  affected 

mechanism  and  differential  diagnosis  of  abnormal  bleed- 
ing, (Hayes)  367 
HERNIA 

surgery,  principles  in  repair,  (D’Ingianni)  381 
HIP 

prosthesis,  head,  in  fractures  of  femoral  neck,  (Rose'  276 
reconstruction  procedures,  (Banks)  415 
HOSPITALS 

charity,  Louisiana  has  highest  number  of  charity  beds  per 
capita  of  any  state,  142-E 

charity,  report  of  committee  East  Raton  Rouge  Medical 
Society  as  to  need  for  facilities  in  East  Baton  Rouge 
Parish,  (Peek  & others)  60 
HYDANTOIN 

derivatives  in  treatment  of  epilepsy,  304-E 
HYDRALAZINE  HYDROCHLORIDE 

treatment  of  hypertension  with  rauwolfia  and  apresoline, 
(Moyer'  235 

1 -HYDRAZINOPHTHALAZINE:  See  Hydralazine 

HYPERTENSION:  See  Blood  Pressure,  High 

HYPERTHYROIDISM 

“therapeutic  trial”  as  a diagnostic  criterion  in,  (Singer)  384 
HYPHEMA 

traumatic,  (Rosenthal)  99 
traumatic,  (Wilkinson)  56 
HYPOTHYROIDISM 

induced  with  I131  in  euthyroid  patients  with  intractable 
angina  pectoris,  (Goldman)  337 
HYSTERECTOMY:  See  Uterus,  surgery 

I 

INDUSTRIAL  DERMATOSES 

dermatitis  due  to  chrome,  cement,  rubber,  chlorinated 
hydrocarbons,  (Henington  & others)  320 
INFANTS,  NEWBORN 

appendicitis  in,  (Harris)  446 

rupture  of  urinary  bladder  in  5 day  old  premature,  (Kroli 
& others)  58 

INFARCTION:  See  Myocardium 

INJURIES:  See  Fracture;  Trauma;  and  under  organ,  region, 

or  structure  affected 

INSANITY 

communicated,  folie  a deux,  delusions  of  dermal  parasi- 
tosis, (acarophobia) , (McAndrews  & others)  2 79 
INSURANCE 

compulsory  Social  Security  coverage  for  physicians  versus 
the  Jenkins-Keogh  bill,  461-E 
INTESTINES 

malabsorption  syndrome,  (Kleckner)  359 

obstruction,  acute;  re-evaluation  of  therapy  and  review  of 
2408  cases  at  a university  hospital,  (Tendler  & Cart- 
wright) 4 

IODINE  AND  IODINE  COMPOUNDS 

Lugol’s  solution,  “therapeutic  trial”  as  a diagnostic  cri- 
terion in  hyperthyroidism,  (Singer)  384 
radioactive,  for  intractable  angina  pectoris,  (Goldman)  337 
IVALON 

femoral  artery  prosthesis,  (Foster  & others)  214 

J 

JENKINS-KEOGH  BILL 

versus  compulsory  Social  Security  insurance  coverage  for 
physicians,  461-E 

K 

KETOSIS:  See  Acidosis 

KIDNEYS:  See  also  Urinary  System 

failure,  acute,  medical  management,  (Muslow)  38 
function,  deterioration  in,  from  hypertension,  and  im- 
provement with  therapy,  (Moyer)  231 
hydronephrosis,  patient  with  minimal  urologic  symptoms, 
(Beckmann  90 

L 

LABOR:  See  also  Infants,  Newborn;  Obstetrics;  Pregnancy 

dystocia  due  to  fecalith  in  rectosigmoid  pouch,  (Palles)  262 
induction,  acquired  afibrinogenemia  with  Couvelaire  uterus 
following  cortisone  therapy  and  pitocin,  (McHenry  169 

LABORATORY 

tests  in  diagnosis  in  abnormal  bleeding,  (Hayes)  367 
LAWS  AND  LEGISLATION 

Dependents’  Medical  Care  Act,  Public  Law  No.  569,  and 
effect  on  physicians,  424-E 

federal,  expansion  of  government  medical  care  and  effects 
on  private  practice,  (Blasingame)  1 
federal,  HR  7225,  Social  Security  Amendments  of  1955, 
serious  threat  to  American  medicine,  29-E 
Jenkins-Keogh  Bill  versus  compulsory  Social  Security 
coverage  for  physicians,  461-E 
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LITHIASIS:  See  Calculi  (cross  reference1 

LIVER:  See  also  Bile  Ducts 

carcinoma  of,  and  surgery,  (Mahorner)  75 

LOUISIANA 

hospitals,  highest  number  of  charity  beds  per  capita  in 
U.  S.,  (Peek  & others)  60 
poliomyelitis  situation  and  vaccination  in,  70-E 
poliomyelitis  vaccination  program,  (Martin)  35 
problem  of  cardiac  handicapped  children  in,  (Berenson)  173 
taxation,  increase  in  number  levied  by  State,  with  highest 
number  of  free  hospital  beds,  142-E 
typhoid  fever  in  Richland  Parish,  1954-1955  (Orgeron  & 
others)  42  1 

LOUISIANA  STATE  ANATOMICAL  BOARD 

form  to  be  executed  for  bequest  of  body  at  death,  (Cummins 
171 

LOUISIANA  STATE  MEDICAL  SOCIETY 
officers  for  1955-1956,  144 
officers  for  1956-1957,  221-E 
LUNGS:  See  also  Tuberculosis  of  Lung 

LUPUS  ERYTHEMATOSUS 

serodiagnosis,  reactions  with  treponemal  immobilization 
test,  (Miller)  113 
LYMPHOSARCOMA 

of  appendix,  primary,  (Harris;  446 

M 

MALABSORPTION  SYNDROME 
(Kleckner1  359 

MALIGNANCIES:  See  Cancer;  Tumors,  malignant 

MEDICAL  NEWS 

33,  73,  110,  146,  179,  227,  269,  307,  348,  392,  428, 
466 

MEDICARE  PROGRAM:  See  Laws  and  Legislation 

MEDICAL  SERVICE 

Emergency  Medical  Service  for  Civil  Defense:  See  Federal 

MEDICINE 

practice,  big  government  and  some  of  its  effects  on  private 
practice,  (Blasingame)  1 

practice,  medical  implications  of  HR  7225,  serious  threat, 
29-E 

MENTAL  DISORDERS 

psychotherapy  by  the  general  practitioner,  (Stevenson'  129 
treatment  with  reserpine  in  disturbed  geriatric  patients, 
(Villien)  126 

treatment,  use  of  promazine  in  psychiatric  practice,  (Usdin) 
251 

METABOLISM 

carbohydrate,  relationship  of  the  adrenal  cortex  to  diabetes 
mellitus,  (Gordon)  405 

1131  induced  hypometabolism  in  euthyroid  patients  with 
intractable  angina  pectoris,  (Goldman)  337 
MITRAL  VALVE 

stenosis,  six  commissurotomies  in  a community  hospital, 
(Beskin  i 79 

stenosis,  value  of  cardiac  catheterization  in  determining 
need  for  valvulotomy,  (Hyman)  190 

MYOCARDIUM 

infarction,  acute,  and  myocardial  ischemia,  and  unexpected 
sudden  death,  (Matthews  & LeDoux)  10 
infarction,  cardiac  rupture  following,  21  cases  in  2229 
autopsies,  (Lubritz)  157 

infarction,  evaluation  of  serum  transaminase  as  an  aid  in 
diagnosis,  (McHardy  & Stotler'  440 

N 

NASAL:  See  Nose 

NEOPLASMS:  See  Cancer;  Tumors;  under  region  or  organ 

affected 
NERVES 

block,  transvaginal  pudendal  block,  improved  approach  in 
obstetrics  and  gynecologv,  (Wilds)  204 
NEUROFIBROMA 

of  appendix,  (Harris)  446 
NEWBORN:  See  Infants,  Newborn 

NODE 

Tawara,  rhythm  with  retrograde  conduction,  a new  ex- 
planation of  absence  of  P waves  in  a case  of,  (Peters)  1 56 
NOSE 

deformities,  external  nasal  and  septal  deformities,  surgical 
correction,  (Anderson  & Rubin)  258 

O 

OBSTETRICS:  See  also  Labor;  Pregnancy 

surgery,  abdominal  wound  complications  in,  (Nix  & others) 
395 

transvaginal  pudendal  nerve  block,  an  improved  approach, 
(Wilds)  204 

OBSTRUCTION:  See  under  organ  affected 

OLDIAGE 

public  assistance  in  Louisiana;  8 out  of  every  100  receiv- 
ing, 142-E 

treatment  of  disturbed  geriatric  patients  with  rauwolfia 
serpentina  (reserpine),  (Villien)  126 
OPERATION:  See  Surgery;  under  names  of  specific  organ 

and  disease 

ORGANIZATION  SECTION 

31,  71,  107,  144,  177,  222,  264,  306,  346,  390,  425, 
463 
ORLON 

tube  replacement  of  abdominal  aorta  in  experimental 
animal,  (Kahle)  351 
ORTHODONTIA 

in  cleft  palate  cases,  (Laguaite)  119 


OXYTOCIN 

induction  of  labor,  elective,  acquired  afibrinogenemia  with 
Cou\elaire  uterus  following  cortisone  therapy  and  pitocin 
induction  for  an  Rh  isosensitization,  (McHenry)  169 


shoulder,  (Newport  & others)  20 
PALATE 

cleft,  importance  of  team  approach  in  rehabilitation  of, 
(Laguaite)  119 
PANCREAS 

disease,  surgical  aspects  of:  congenital  anomalies,  injury 

bv  violence,  pancreatitis,  neoplasms,  (Child  & Donovan) 
195 

Inflammation:  See  Pancreatitis 

steatorrhea  in  malabsorption  snydrome,  (Kleckner)  359 
surgery  of  the  biliary  tract,  (Mahorner)  75 
PANCREATITIS 

problem  of,  surgical  aspects,  (Schaffarzick)  3 77 
surgical  aspects,  etiology,  management  of  obstruction  to 
drainage,  (Child  & Donovan)  195 
PARALYSIS 

Infantile:  See  Poliomyelitis 

PARASITOSIS 

dermal,  delusions  of,  (acaraphobia ) manifested  by  folie 
a deux,  (McAndrews  & others)  279 
PAS:  See  Acid,  p-aminosalicylic 

PEDIATRICS:  See  also  Children;  Infants 

review  of  cases  of  shigellosis  admitted  to  the  pediatric 
service  of  Charity  Hospital  at  New  Orleans  during  1955, 
(Curry  & Sappenfield)  442 
PELVIS 

endometriosis,  review  of  private  cases  and  at.  Charity  Hos- 
pital, 1939-1953,  (McCall  & Dolan  i 43 
PENICILLIN 

toxicity,  allergic  reaction,  (Cazort)  217 
PEPTIC  ULCER 

gastric,  problem,  comparison  of  malignant,  benign,  and 
medically  managed  groups  at  Vanderbilt  University 
Hospital,  (Sawyers  & others)  433 
relationship  to  pancreatic  disease,  (Child  & Donovan1  195 
PETIT  MAL:  See  Epilepsy 

PHENACEMIDE 

treatment  of  epilepsy,  304-E 

PHENSUXIMIDE 

treatment  of  epilepsy,  304-E 
PHENURONE:  See  Phenacemide 

PHOTORADIOGRAPHY : See  Thorax,  chest  x-rays 

PHYSICIANS 

and  the  “Medicare”  program,  Dependents’  Medical  Care 
Act,  424-E 

compulsory  insurance  under  contemplated  Social  Secuiity 
coverage  versus  Jenkins-Keogh  bill,  461-E 
practicing,  management  of  the  red  eye  in  general  practice, 
(Newell)  211 

practicing,  use  of  psychotherapy  by  general  practitioner, 
(Stevenson)  129 

public’s  opinion  of  doctors,  105-E 
PITOCIN:  See  Oxytocin 

PITUITARY 

hypophysectomy,  influence  upon  carbohydrate  metabolism 
and  insulin  sensitivity,  (Gordon)  405 
POLIOMYELITIS 

vaccination;  situation  in  Louisiana,  70-E 
vaccination  program  in  Louisiana,  (Martin)  35 
PRACTICE  OF  MEDICINE:  See  Medicine,  practice 

PREGNANCY:  See  also  Labor;  Obstetrics 

vomiting  of,  1 76-E 
PROBENECID  (benemid) 

treatment  of  gout,  (Talbott)  149 
PROMAZINE 

in  psychiatric  practice;  an  early  studv,  (Usdin)  251 
PROSTATE 

carcinoma,  with  minimal  urologic  symptoms,  (Beckmann) 
90 

PROSTHESIS 

femoral  artery,  Ivalon,  spiral  accordionated  tube,  (Foster 
& others)  214 

head,  in  fractures  of  the  femoral  neck,  (Rose;  276 
PROSTHODONTIA 

use  in  cleft  palate  cases,  (Laguaite)  119 
PSYCHIATRY 

Delusions:  See  Delusions 

promazine,  use  in  psychiatric  practice,  (Usdin)  251 
PSYCHOMOTOR  EPILEPSY:  See  Epilepsy 

PSYCHOTHERAPY 

bv  the  general  practitioner,  (Stevenson)  129 
PUBLIC  OPINION 

about  doctors,  105-E 
PULMONARY'  See  Lungs 
Embolism:  See  Embolism 

Tuberculosis:  See  Tuberculosis  of  Lung 

PYURIA 

in  children,  need  for  urologic  survey,  (Beckmann1  90 
R 


RADIOACTIVE 

Iodine:  See  Iodine,  radioactive 

RAUWOLFIA  SERPENTINA  (alseroxylon : rauwolfia;  reser- 
pine) 4 

treatment  of  hypertension  with  rauwolfia  and  in  combina- 
tion with  apresoline,  or  plus  ganglionic  blocking  agents, 
(Moyer)  234 

treatment  (reserpine),  in  disturbed  geriatric  patients, 
(Villien  126 


Index  — Vol.  108 


477 


REACTION 

false  positive:  See  Syphilis 

RECTUM 

fecalith  in  rectosigmoid  pouch,  causing  dystocia,  (Palles) 
262 

RENAL:  See  Kidneys 

RESERPINE:  See  Rauwolfia  serpentina 

RETIREMENT 

benefits,  HR  7225,  medical  implications  serious  threat  to 
American  medicine,  29-E 
Rh  FACTOR 

incompatibility,  cortisone  therapy  and  pitocin  induction 
followed  by  afibrinogenemia  with  Couvelaire  uterus, 
(McHenry)  157 
RICHLAND  PARISH 

typhoid  fever,  1954-1955,  (Orgeron  & others)  421 
ROENTGEN  RAYS 

Chest  x-rays:  See  Thorax,  chest  x-rays 

RUPTURE:  See  also  Hernia;  under  specific  organs  and 

regions 

bladder,  urinary,  in  the  neonatal  period;  report  of  case, 
(Kroll  & others)  58 

S 

SALK  VACCINE:  See  Poliomeylitis 

SEPTICEMIA 

staphylococcal,  two  cases  with  pulmonary  involvement; 
manifestations  and  treatment,  (Leckert  & Jastremski> 
454 
SEPTUM 

nasal:  See  Nose,  septum 

SERODI AGNOSIS : See  Syphilis 

SERUM  TRANSAMINASE:  See  Enzymes 

SHIGELLOSIS 

review  of  cases  admitted  to  the  pediatric  services  of  Charity 
Hospital  at  New  Orleans  during  1955,  (Curry  & Sappen- 
field)  442 
SHOULDER 

painful,  common  causes,  differential  diagnosis  and  treat- 
ment, (Newport  & others)  20 
SOCIAL  SECURITY 

amendments  law,  dangerous  features  in,  344-E 
amendments  of  1955,  medical  implications  of  HR  7225, 
serious  threat  to  American  medicine,  29-E 
compulsory  insurance  coverage  for  physicians  versus  the 
Jenkins-Keogh  Hilt # 461-E 
SPEECH 

appliances  and  therapy  in  rehabilitation  of  cleft  palate 
cases,  (Laguaite;  119 
SPIDERS 

black  widow,  hemiplegia  from  bite,  (Davis)  123 
SPRUE 

malabsorption  syndrome,  (Kleckner)  359 
STAPHYLOCOCCUS 

septicemia,  with  two  cases  pulmonary  involvement;  mani- 
festations and  treatment,  (Leckert  & Jastremski)  454 
STEROIDS 

treatment  in  malabsorption  syndrome,  (Kleckner)  359 
STOMACH 

Ulcer:  See  Peptic  Ulcer 

STRABISMUS 

development  of  vision  in  the  cross-eyed  child,  (Ellis  & 
Haik)  450 

STREPTOHYDRAZIDE 

treatment  of  pulmonary  tuberculosis,  evaluation  of,  (Monte 
& others)  289 
STRONGYLOIDOSIS 

therapy  with  Win  5047:  preliminary  report,  (McHardy  & 
others)  2 7 
SULFONAMIDES 

antidiabetic  compounds,  status  of,  388-E 
SURGERY : See  also  under  specific  diseases,  organs,  and 

operations 

abdominal  wound  complications  in  obstetric  and  gynecolo- 
gic surgery,  (Nix  & others)  395 
biliary  tract,  (Mahorner)  75 
cleft  palate,  (Laguaite;  119 

coarctation  of  the  aorta;  report  of  five  cases,  (Beskin)  400 
gallbladder;  a comparative  study,  (Stander  & Cacoippo)  94 
gynecologic,  grading  of  indication  and  choice  of  procedure 
for,  at  a private  hospital,  (Dougherty  & others)  208 
hernia,  principles  in  repair,  (D’Ingianni)  381 
pancreas,  problem  of  pancreatitis;  surgical  aspects,  (Schaff- 
arzick)  3 77 

postoperative  complication,  pancreatitis,  (Child  & Dono- 
van) 201 

transvaginal  pudendal  nerve  block;  an  improved  approach 
in  obstetric  and  gynecologic  surgery,  (Wilds)  204 
SYPHILIS 

serodiagnosis,  recent  advances  in  tests,  (Hauser  & Godelfer) 
31  1 

serodiagnosis,  significance  at  the  present  time  of  the  diag- 
nosis of  biologic  false  positive  reaction,  (Miller)  113 


T 

TAX 

in  Louisiana,  burden  out  of  proportion  to  what  it  is  in  other 
states,  142-E 
TENDONS 

tears,  rotator  cuff  and  tenosynovitis  as  cause  of  painful 
shoulder,  (Newport  & others'  20 
TETRALOGY  OF  FALLOT:  See  Heart,  anomalies 

THERAPY 

amebiasis,  achievements  in,  (McHardy  & others)  49 
gout,  (Talbott)  149 

medical  management  of  acute  renal  failure 
strongvloidosis  with  Win.  504  7,  (McHardy  & others)  2 7 
THORAX 

chest  x-rays,  routine  photoradiography;  its  value  to  the 
practicing  physician,  (Jacobs)  92 
THYROID 

1 131  induced  hypometabolism  in  euthyroid  patients  with  in- 
tractable angina  pectoris,  (Goldman)  337 
propylthiouracil  and  tapazol  used  in  “therapeutic  trial**  as 
a diagnostic  criterion  in  hyperthyroidism,  (Singer)  384 
TRANQUILIZING  DRUGS:  See  also  under  name  of  specific 

drugs 

promazine  in  psychiatric  practice,  (Usdin)  251 
TRANSFUSIONS:  See  Blood  Transfusion 

TRAUMA:  See  also  Wounds;  under  name  of  specific  disease 

and  organ,  region,  or  structure  affected 
eye,  hyphema,  (Rosenthal)  99 
eye,  hyphema,  (Wilkinson)  56 

pancreas,  surgical  aspects  of  injury  by  violence,  (Child  & 
Donovan)  195 
TREPONEMA 

immobilization  test,  recent  advances  in  serodiagnostic  tests 
for  syphilis,  (Hauser  and  Godelfer)  312 
immobilization  test,  significance  at  the  present  time  of 
diagnosis  of  biologic  false  positive  reaction,  (Miller)  113 
TUBERCULOSIS  OF  LUNG  (pulmonary  tuberculosis) 

therapy,  streptohvdrazide,  evaluation  of,  (Monte  & others) 
289 

TUMORS:  See  also  under  names  of  specific  organs  and  types 

of  tumors 

Malignant:  See  also  Cancer 

malignant,  needle  biopsy  in  diagnosis,  use  and  misuse, 
(Krementz)  293 
TYPHOID 

in  Richland  Parish,  Louisiana,  1954-1955,  (Orgeron  & 
others)  42  1 


U 

ULCERS:  See  Peptic  Ulcer 

UNITED  STATES 

big  government  and  some  of  its  effects  on  private  practice, 
Blasingame)  1 
URIC  ACID 

increased  formation  in  pathogenesis  of  gout,  (Talbott)  149 
URINARY  SYSTEM:  See  also  Bladder;  Kidneys 

urologic  symptoms,  the  patient  with  minimal,  (Beckmann) 
90 

UROLOGIC  SYMPTOMS:  See  Urinary  System 

UTERUS 

Couvelaire,  acquired  afibrinogenemia  following  cortisone 
therapy  and  pitocin  induction  for  an  Rh  isosensitization, 
(McHenry)  169 

surgery,  review  of  176  hysterectomies  at  a private  hospital, 
with  grading  of  indication  and  choice  of  procedure, 
(Dougherty  & others)  208 


V 

VALVULOTOMY:  See  Mitral  Valve 

VISION 

development  of,  in  the  cross-eyed  child,  (Ellis  & Haik)  450 
VOMITING:  See  also  Pregnancy 

of  pregnancy,  1 76-E 


W 

WOMAN’S  AUXILIARY 

182,  229,  308,  350,  393,  431,  468 
WOUNDS:  See  also  Injuries;  and  under  organs,  region,  or 

structure,  affected 

abdominal,  complications,  in  obstetric  and  gynecologic 
surgery,  (Nix  & others)  395 


X 

X-RAYS:  See  Thorax,  chest  x-rays 
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FOR  POSITIVE  DIURESIS 


ROLICTON* 

• oral  b.i.d.  dosage 

• continuous  control  of  edema 


The  new,  highly  effective  oral  diuretic, 
Rolicton,  greatly  simplifies  the  task  of  main- 
taining an  edema-free  state  in  the  patient 
with  congestive  heart  failure.  Rolicton  meets 
the  criteria  for  a dependable  diuretic:  con- 
tinuous effectiveness,  oral  administration 
and  clinical  safety. 

In  extensive  clinical  studies  the  diuretic 
response  clearly  indicates  that  a majority 
of  patients  can  be  kept  edema-free  with 
Rolicton.  In  these  investigations  it  was  noted 
that  side  reactions  were  uncommon.  When 
they  did  occur  they  were  usually  mild. 

In  most  edematous  patients  Rolicton  may 
be  employed  as  the  sole  diuretic  agent.  When 
used  adjunctively  in  severe  cases,  Rolicton 
is  also  valuable  in  eliminating  the  “peaks  and 
valleys”  associated  with  the  parenteral  ad- 
ministration of  mercurial  diuretics. 

One  tablet  of  Rolicton  b.i.d.,  after  meals, 
is  usually  adequate  for  maintenance  therapy 
after  the  first  day’s  dosage  of  four  tablets. 
Some  patients  respond  well  to  one  tablet 
daily.  G.  D.  Searle  & Co.,  Chicago  80,  Illi- 
nois. Research  in  the  Service  of  Medicine. 


*Trademark  of  G.  D.  Searle  & Co. 


s 


ACHROMYCIN 

Hydrochloride 
Tetracycline  HC1  Lederle 


in  the  treatment  of 

genitourinary  infections 

Urologists  report  the  decided  advantages  of 
oral  efficacy,  minimal  side  effects,  and 
wide  range  antibacterial  activity  offered  by 
Achromycin  in  the  treatment  of  urinary  tract 
infections. 

Finland’s1  group  of  patients  with  acute  infec- 
tions of  the  urinary  tract  (principally  E.  coli) 
demonstrated  excellent  response,  both  clini- 
cal and  bacteriological,  following  administra- 
tion of  tetracycline. 

Prigot  and  Marmell2  reported  49  out  of  50 
patients  with  gonorrhea  showed  a negative 
smear  and  culture  on  the  first  post-treatment 
visit.  Purulent  discharge  disappeared  in  these 
patients  within  24  hours  after  a usual  1.5  Gm. 
dose  of  tetracycline. 

Trafton  and  Lind3  found  tetracycline 
(Achromycin)  an  effective  antibiotic  for 
treating  many  urinary  tract  infections  caused 
by  both  Gram-negative  and  Gram-positive 
organisms. 

English,  et  at.*  noted  that  a daily  dose  of  1 to 
1.5  Gm.  of  tetracycline  resulted  in  urinary 
levels  as  high  as  1 mg.  per  milliliter. 

To  suit  the  needs  of  your  practice  and  to  fur- 
ther the  patient’s  comfort  Achromycin  is 
offered  in  a complete  line  of  21  dosage  forms. 


filled  sealed  capsules 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 


*REG.  U.  S.  PAT.  OFF. 


References: 

1.  Finland.  M..  et  til. : J.A.M.A.  154:561  (Feb.  13)  1954. 

2 Prigot.  A and  Marmell.  M.  Antibiotics  and  Chemotherapy  4:1117 
(Oct.)  195  4. 

3.  Trafton,  H.  and  Lind.  H. : idem  4:697  (June)  1954. 

4.  English,  A.,  ct  al idem  4:441  (April)  1954. 
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HERE’S  WHY  SO  MANY  DOCTORS 
* NOW  SMOKE  AND  RECOMMEND 


Viceroy 


For  the  Smoothest  Taste  in  Smoking! 


P H M D A D E I H0W  MANY  FILTERS IN  YOlJR  FiLTER  Tlp? 

U U lYI  lA  ll  L i (REMEMBER-THE  MORE  FILTERS  THE  SMOOTHER  THE  TASTE1) 


VICEROY'S  EXCLUSIVE  FILTER  IS  MADE  FROM  PURE  CELLULOSE-SOFT.  SNOW-WHITE.  NATURAL' 


Viceroy 

filter  cjip 

CIGARETTES 

KING-SIZE 
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The  Original 
Alseroxylon 


Somatic 

AND 

the  Psychic  Phase  of 


In  addition  to  its  gentle  anti- 
hypertensive action,  Rauwiloid 
provides  psychic  tranquility 
and  overcomes  tachycardia. 
Thus  Rauwiloid  participates 
in  both  the  somatic  and  psychic 
phases  of  therapy  for  hyper- 


tension. Treatment  in  all  types 
of  hypertension  may  begin 
with  Rauwiloid.  80%  of  mild 
labile  hypertensives  require  no 
additional  therapy. 

Dosage  is  definite  and  easy: 
two  2 mg.  tablets  at  bedtime. 
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From  your  patient's  viewpoint,  Doctor  . . . 


is  this  the  painful 
part  of  the  treatment? 


It  can  be,  unless  your  patients  know  the  true  facts  about  the  cost  of 
medical  care.  Parke-Davis  is  reaching  millions  of  people,  in  LIFE, 
SATURDAY  EVENING  POST  and  TODAY’S  HEALTH,  with  a 
consistent  advertising  campaign  whose  theme  is  “prompt  and 
proper  medical  care  can  be  one  of  life’s  biggest  bargains.” 

In  addition  to  the  magazine  advertisements,  Parke-Davis  makes 
folder-reprints  available  for  use  in  pharmacies.  Chances  are,  a large 
percentage  of  the  prescriptions  you  write  are  being  packaged  with 
one  of  these  folders  explaining  the  value  of  modern  prescription 
medicines — reaching  your  patients  right  at  the  time  when  they  are 
most  conscious  of  the  cost.  To  date,  more  than  six  million  of  these 
folders  have  been  ordered  by  pharmacists. 

In  these  advertisements,  we  strive  to  present  the  facts  about 
medical  care  clearly  and  unemotionally  . . . with  the  objective  of 
increasing  the  public’s  appreciation  of  why  costs  and  procedures 
involved  are  reasonable  and  fair. 


PARKE,  DAVIS  & COMPANY 

Detroit  32,  Michigan 


If  you  would  like  reprints  of  this  Parke-Davis 
“cost  of  medical  care”  series,  just  drop  us  a line. 
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KARO! . . meets  the  need  for  a completely 
assimilable  carbohydrate  in  infant  feeding 


Physicians  and  parents  alike  appreci- 
ate the  efficacy,  convenience  and  econ- 
omy of  Karo  Syrup.  For  this  double- 
rich, readily  miscible  mixture  of  dex- 
trin, maltose  and  dextrose  is  easily 
digested,  well  tolerated  and  com- 
pletely utilized. 

Three  generations  of  use  as  a milk 
modifier  have  shown  that  even  prema- 
ture babies  thrive  on  Karo . . . and  that 
its  use  does  not  induce  flatulence,  colic, 
fermentation  or  allergy. 

Karo  permits  easy  adjustment  of 


formula  and  transition  from  liquid  to 
solid  food  as  circumstances  demand. 
It  may  be  used  with  sweet,  acid,  evap- 
orated, dried  or  protein  milk.  Light  or 
dark  Karo  each  supply  equivalent  nu- 
tritive and  digestive  values . . . yielding 
60  calories  per  tablespoonful. 


JL 


1906  • 30th  ANNIVERSARY  . 1956 
CORN  PRODUCTS  REFINING  COMPANY 

17  Battery  Place,  New  York  4,  N.  Y. 
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In  Colds 


• • • Anywhere . . . Any  time . . . 


Neo-Svnephrine 

Prompt  and  Prolonged  Decongestion 
Sinus  Drainage  and  Aeration 

NO  IRRITATION  • NO  SEDATION  • NO  EXCITATION 


^■Nascil  Solutions  0.25%,  0.5%  and  1% 


Nasal  Spray  0.5% 

^Pediatric  Nasal  Spray  0.2 5%, 

with  Zephiran®  chloride  1:5000, 


} 


antibacterial  wetting  agent  and  preservative 
for  greater  efficiency 


plastic,  unbreakable 
squeeze  bottle 
leakproof,  delivers 
a fine  mist 


Neo-Synephrine  (brand  of  phenylephrine) 
and  Zephiran  (brand  of  benzalkonium, 
as  chloride,  refined), 
trademarks  reg.  U.S.  Pat.  Off. 


LABORATORIES 

NEW  YORK  18,  N.  Y.  • WINDSOR,  ONT. 


Upjohn 


Rheumatoid  arthritis, 
rheumatic  fever, 
intractable  asthma, 
allergies . . . 


tablets 


Supplied: 

5 mg.  tablets  in  bottles  of  50 
10  mg.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  500 

• REGISTERED  TRADEMARK  FOR  THE  UPJOHN 
BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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Jilt 

III! 

■Ill 

■ ■■■ 


your  heart 
failure  patients 
should  be  guarded 
against  detrimental 
seesaw  diuresis 


PATIENTS  IN  FAILURE  NEED  AN  ORGANOMERCURIAL 

Limiting  dosage  to  once  daily  to  avoid  refractoriness,  or  omitting  alternate  days  to 
circumvent  gastrointestinal  irritation  — necessary  with  some  diuretics— results  in  a 
seesaw  of  diuresis  with  fluid  reaccumulation  and  recurrent  strain  on  the  already 
failing  heart. 

With  the  organomercurials,  dosage  is  individualized  and  administered  as  needed, 
to  produce  sustained,  dependable  diuresis. 

TABLET 

NEOHYDRIN 

BRAND  OF  CHLORM  ERODR  I N (is.3  mg.  of  j-chloromercuri-2-methoxypropylurea 

EQUIVALENT  TO  10  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure 

MERCU HYDRIN®  SODIUM 

BRAND  OF  M ERALLU RIDE  INJECTION 


LAKESIDE 


OtfSI 
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better  tolerated... 
notably 
hypoallergenic 


dextrogen' 


Better  tolerated  by  all  infants  because  the  low  fat 
content  is  uniformly  dispersed  by  homogenization 
and  is  readily  emulsified.  Easy  assimilation  of  Dex- 
trogen is  assured  by  its  mixed  carbohydrates  which 
provide  for  spaced  absorption. 

Less  allergenic  because  special  heat  treatment  de- 
creases the  likelihood  of  protein  absorption  before 
reduction  to  amino  acids. 

The  generous  amount  of  protein  in  Dextrogen  is 
more  digestible  because  of  zero  curd  tension. 


Dextrogen  is  a concentrated 
liquid  formula  made  from 
whole  milk  modified  with 
dextrins,  maltose  and  dex- 
trose, and  fortified  with  vi- 
tamin D . Provides  all  known 
infant  nutrients  except  vi- 
tamin C.  The  cost  of  baby’s 
formula  is  less  than  a penny 
per  ounce. 


THE  NESTLE  COMPANY,  INC. 

Professional  Products  Division 
White  Plains,  New  York 


.NESTLE  — A time-honored  name  in  the _ 


field  of  infant  nutrition 
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in  bronchial  asthma 


augment  the 
therapeutic  advantages  of  the  “predni- steroids” 
antacids  should  be  routinely  co-administered 
to  minimize  gastric  distress 


ROUTINE  | 

CO-ADMINISTRA  TION 
MEANS 


Multiple 

Compressed 


All  the  benefits  of  the 
“predni-steroids”  plus 
positive  antacid  action  to 
minimize  gastric  distress. 

References:  1.  Boland.  E.  W., 

J.A.M.A.  160:613,  (February 
25.)  1956.  2.  Margolis,  H.  M. 
el  ol,  J.A.M.A.  158:454,  (June 
11.)  1955.  3.  Bollet,  A.  J.  et  al, 

J.A.M.A.  158:459,  (June  11,) 

1955. 

'CO-DELTRA'  and  'CO-HYDELTRA'  are  the  trademarks  of  Merck  & Co..  INC. 


CoDeltra 


(Buffered  Prednisone) 


2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
50  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel. 


Jgsfr 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  INC. 
PHILADELPHIA  1.  PA. 
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HOW  VAGISEC  LIQUID 

PENETRATES 


RECESSES  OF  VAGINA 
AND  EXPLODES 
TRICHOMONADS 
OFTEN  MISSED 

Too  often  an  ordinary  trichomonacide  fails  to 
cure  vaginal  trichomoniasis  because  it  has  little 
or  no  effect  on  parasites  that  are  not  on  the  surface.1 
Trichomonads  burrowed  deeply  into  the  roughened 
mucosa  survive  and  set  up  new  foci  of  infection.  In 
fact,  even  a few  hidden  trichomonads  remaining 
after  treatment  can  cause  acute  exacerbations.  With 
Vagisec®  liquid  and  jelly  you  can  overcome  this 
most  troublesome  problem. 

Penetrates  thoroughly  — This  new  and  unique  trich- 
omonacide spreads  out  and  wets  the  entire  vaginal 
surface.  It  rapidly  dissolves  mucinous  materials,  fats 
and  blood  clots.1  It  penetrates  the  cellular  debris  that 
lines  the  vaginal  walls  and  shields  the  parasites, 
reaching  trichomonads  deep  in  their  hiding  places. 
Explodes  trichomonads  — Vagisec  liquid  actually  ex- 
plodes trichomonads  within  15  seconds  after  douche 
contact.2  Two  surface-acting  agents  and  one  chelat- 
ing agent  combine  to  weaken  the  cell  membrane, 
to  remove  the  waxes  and  lipids,  and  to  denature  the 
protein.  With  its  cell  wall  destroyed,  the  parasite  im- 
bibes water,  swells  and  explodes.  All  this  occurs  within 
15  seconds.  Only  scattered  fragments  remain. 

Proves  highly  effective  — With  the  Davis  technique! 
you  can  now  rid  patients  of  “trich,”  even  cases  that 
have  resisted  other  treatment.  Vagisec  liquid  was 
developed  as  “Carlendacide,”  by  Dr.  Carl  Henry 
Davis,  M.D.,  noted  gynecologist  and  author,  and 
C.  G.  Grand,  research  physiologist.1  Clinical  trials 
by  more  than  150  physicians  show  better  than  90  per 
cent  success.3 

Use  liguid  and  jelly— In  the  Davis  technique,  Vagisec 
liquid  is  used  in  office  therapy.  At  the  same  time, 
liquid  and  jelly  are  prescribed  for  home  use.  They  are 
well  tolerated,  leave  no  messy  discharge  or  stain. 
Office  treatment  — Expose  vagina  with  speculum  and 
wipe  walls  dry  with  cotton  balls.  Then  wash  thor- 
oughly with  a 1:100  dilution  of  Vagisec  liquid.  Re- 
move excess  fluid  with  cotton  balls.  Dr.  Davis 
recommends  six  treatments. 

Jtome  treatment— Patient  douches  with  Vagisec  liquid 
every  night  or  morning  and  then  inserts  Vagisec  jelly. 
Home  treatment  is  continued  through  two  menstrual 
periods,  but  omitted  on  office  treatment  days.  Douch- 
ing contraindicated  in  pregnancy. 


Photomicrograph  of  section  of 
epithelium  of  normal  vaginal 
mucosa,  enlarged  750  times,  shows 
uneven  surface  where  trichomonads 
bide.  Vagisec  penetrates  surface 
and  explodes  organisms  in 
bard-to-reacb  areas. 


One  course  of  treatment  — “If  the  treatment  has  been 
accomplished  as  directed,”  the  patient  “will  have  no 
flagellates  provided  the  infection  was  limited  to  the 
vaginal  canal ...  A few  women  have  infected  cervical, 
vestibular  or  urethral  glands  and  require  other  types 
of  treatment.”4  Continued  douching  with  Vagisec 
liquid  two  or  three  times  each  week  for  eight  to 
twelve  weeks  helps  prevent  re-infection. 

Prevents  coital  re  infection  — Infected  husbands  are 
“.  . . a potential  source  of  re-infection  in  wives  suc- 
cessfully treated.”5  Prescribe  for  your  patients  the 
protection  afforded  by  Schmid  high  quality  prophylac- 
tics. Specify  the  superior  RAMSES®  rubber  prophy- 
lactic, transparent,  tissue-thin,  yet  strong.  If  there  is 
anxiety  that  rubber  might  dull  sensation,  prescribe 
XXXX  (fourex)  ® prophylactic  skins,  of  natural 
animal  membrane,  pre-moistened. 

Active  ingredients  in  Vagisec  liquid:  Polyoxyethylene  nonyl 
phenol,  Sodium  ethylene  diamine  tetra  acetate,  Sodium  dioctyl 
sulfosuccinate.  In  addition,  Vagisec  jelly  contains  Boric  add, 
Alcohol  5%  by  weight. 

References-.  1.  Davis,  C.  H.,  and  Grand,  C.  G. : Am.  J. 
Obst.  & Gynec.  68:559  (Aug.)  1954.  2.  Davis,  C.  H.:  J.A.M.A. 
(57:126  (Jan.  8)  1955.  3.  Davis,  C.  H.:  West.  J.  Surg.  63:53 
(Feb.)  1955.  4.  Davis,  C.  H.  (Ed.):  Gynecology  and  Obstetrics 
(revision),  Hagerstown,  W.  F.  Prior,  1955,  vol.  3,  chap.  7,  pp. 
23-33.  5.  Lanceley,  F.,  and  McEntegart,  M.  C. : Lancet  ( :668 
(Apr.  4)  1953. 

JULIUS  SCHMID,  INC 

gynecological  division 
423  West  55th  Street,  New  York  19  N.  Y. 

Vagisec.  RAMSES  and  XXXX  (fourex)  are 
registered  trade-marks  of  Julius  Scnmid.  Inc. 
fPat.  App.  for 
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The  “quick  ’n  easy” 
of  Low-Residue  Diets 


Starting  with  a can  opener  as  key  to  this  diet,  your 
patient  has  a wide  choice  of  unseasoned,  strained  or 
chopped  foods.  And  these  diet  "do’s”  can  guide  him 
toward  tempting,  tasty  dishes. 

Vary  the  texture  for  taste  appeal — 

Consomme  can  be  served  hot  with  crisp  croutons,  or  cold 
and  jellied  in  shimmering  peaks.  Pureed  vegetables  folded  into 
a well-beaten  egg  can  be  baked  to  a puff,  or  molded  in  gelatin. 
Finely  chopped  beef  moistened  with  broth  spreads  for  a sand- 
wich— mixed  with  bread  crumbs,  it  shapes  into  patties.  Eggs 
can  be  soft  or  hard  cooked  by  simmering — or  scrambled  in  a 
double  boiler. 

Serve  prettily  for  eye  appeal — 

Chopped  meat  can  be  shaped  like  a chop — minced  chicken 
like  a drumstick  — before  baking.  And  flaked  fish  in  lemon 
gelatin  looks  true  to  nature  when  your  patient  uses  a mold. 

White  potatoes  mashed  with  a little  broth  whip  up  creamy 
and  light  with  cottage  cheese.  And  mashed  sweet  potatoes  made 
smooth  with  orange  juice  can  be  baked  in  the  orange  shells. 

Banana  split  salad  may  tempt  your  patient.  For  the  "greens,” 
suggest  lime  gelatin  shredded  with  a fork.  Add  a ball  of  cottage 
cheese  to  the  split  banana  and  top  with  pureed  apricots. 

Rice  cooked  in  pineapple  juice,  water,  and  sugar  makes  a 
golden  dessert.  And  for  a gay  parfait — alternate  layers  of  farina 
pudding  with  pureed  plums.  Then  put  a sparkling  cube  of 
clear  jelly  on  top. 

Of  course,  you’ll  want  to  tell  your  patient  just  which 
foods  you  want  him  to  have — and  whether  he  can  enjoy  a 
glass  of  beer*  along  with  his  meals. 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 


*pH  — 4.3,  104  calories/8  oz.  glass  (Average  of  American  Beers) 


If  you'd  like  reprints  of  12  different  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 


nummary 


®^ered  th( 

'f&Urom 


Te»:pera 
inflamed 
y^panic 
otitis  ext. 


-Right  ear 
tonsUlitis 


P?Mci]i 


SaS|§|®53 


^m/i c< 


lr°-^yciJ 
933  in  4 


V^TLTa- 
h tym^»7‘ldr 

2/22°a^f  Se  -P°si: 

°“ali=  and  freUePa 
^toPfied  at  ,hife:?f 


sags** 

"S  —-aoSr 


5cocci 


Unusual 


0 tit  is  e; 
: -SHreus, 


C0^piete 
y days  vvii 


>0rQtori 


XJtj^JAjuyujv\,  XYU 


-wnwyMx^  auuo  J^AMmxJu 


"clinical  response 
good  or  excellent” 

In  one  recent  study,  1 8 patients  with  acute  follicular  tonsillitis  and  septic  sore  throat, 
were  given  erythromycin.  Infecting  organism  was  Str.  pyogenes.  The  investigator 
stated,  "In  oil  18,  the  clinical  response  could  be  regarded  as  either  good 
or  excellent."' 

This,  of  course,  is  only  one  of  many  reports  showing  the  effectiveness  of 
Erythrocin  against  coccic  infections.  You'll  get  the  same  good  results 
(nearly  100%  in  common,  bacterial  respiratory  infections)  when  your 
prescription  reads  Filmtab  Erythrocin  Stearate. 


"toxicity  lower 
in  erythromycin-treated 
patients” 


After  a study  of  208  patients  treated  with  erythromycin  (78),  procaine 
penicillin  (78)  and  a placebo  (52),  the  investigator  stated:  . . the  incidence  of 

toxicity  (compared  to  procaine  penicillin)  was  significantly  lower  in  the 
erythromycin-treated  patients."' 


Actually,  Erythrocin  stands  on  a remarkable  record  of  safety.  After  four  years, 
there's  not  a single  report  of  a severe  or  fatal  reaction  attributable  to 
erythromycin.  Also,  allergic  reactions  rarely  occur.  Filmtab  Erythrocin  Stearate 
(100  and  250  mg.),  is  available  in  bottles  of  25  and  100,  at  all  pharmacies. 


filmtab* 


fllkt 

® Filmtab  — Film  sealed  tablets,  Abbott;  pat. 
applied  for. 

l.Herrell,  W.  E.(  Erythromycin,  Antibiotics 
Monographs,  No.  1 , p.  29,  New  York,  Med- 
ical Encyclopedia,  Inc.,  1955. 

Idem  p.  30. 


611243 


(Erythromycin  Stearate,  Abbott) 


STEARATE 


34 


ADVERTISEMENT  DEPARTMENT 


Few  substances  compare  with  wine  in  its  record 
of  continuous  use  as  an  appetite  stimulant,  as  a pleasant, 
nutritious  adjuvant  to  the  diet,  and  as  a gentle  medicinal  agent. 

Notably  in  the  dietetic  management  of  the  aged,  the  convalescent  and  the  post-surgical  patient, 

wine  has  occupied  a foremost  position  for  generations — but  it  is  only  of  recent  times  that  its  distinctive 

physiologic  values  and  clinical  rationale 

have  been  systematically  studied  and  evaluated. 

• wine  stimulates  olfactory  acuity — markedly  increasing 
appetite  in  anorexia 

• wine  serves  as  a quick-energy  food.  Its  small  amount  of  bexose 
is  speedily  absorbed  and  its  moderate  content  of  alcohol  is 
metabolized  readily  even  by  diabetics 

• wine  possesses  significant  vasodilating,  diuretic  and 
relaxing  properties  of  value  in  the  field  of  cardiology 

• a little  Port  or  Sherry  at  bedtime  is  a valuable  relaxant 
to  the  insomniac  and  may  obviate  the  need 
for  sedative  medication 

And  wine  can  help  brighten  the  often  unappealing  character  of  special 
or  restricted  dietaries — a psychological  boost  of  inestimable  value 
to  the  debilitated  and  depressed  patient. 

These  and  other  research  data  of  clinical  interest  are  contained 
in  the  brochure  "Uses  of  Wine  in  Medical  Practice.”  A 
is  available  to  you  by  writing:  Wine  Advisory  Board, 

717  Market  Street,  San  Francisco,  California. 
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• in  inflammatory  skin  diseases 


all  the  benefits  of  the  “ pr  edni  - steroids  ’ ’ 
plus  positive  antacid  action 
to  minimize  gastric  distress 


ROUTINELY  ACHIEVED  WITH 


Clinical  evidence1'2  3 indicates  that 
to  augment  the  therapeutic  advan- 
tages of  prednisone  and  predniso- 
lone, antacids  should  be  routinely 
co-administered  to  minimize  gas- 
tric distress. 

References:  1.  Boland,  E.  W.,  J.A.M.A. 
160:613,  (February  25,)  1956.  2.  Margolis, 
H.  M.  el  al,  J.A.M.A.  158:454,  (June  11,) 
1955.  3.  Bollet,  A.  J.  el  al,  J.A.M.A. 
158:459,  (June  11.)  1955. 


trisilicate  and 
300  mg.  aluminum 
hydroxide  gel. 


(Buffered  Prednisone) 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  a CO..  INC. 
PHILADELPHIA  1.  PA. 


‘CO-DELTRA’  and  'CO-HYDELTRA'  are  the  trademarts  of  MERCK  & Co.,  Inc. 
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MONODRAL-  MEBARAL 


ANTICHOLINERGIC  • SEDATIVE 

in  peptic  ulcer  management 

• relieves  pain  promptly  • promotes  healing 

• reduces  tension  safely  • maintains  anacidity  for  hours 

• tranquilizes  without  dulling  • controls  hyperactivity  of 

• well  tolerated  upper  gastro  intestinal  tract 

Monodral  with  Mebaral — the  “psychovis- 
ceral  stabilizer” — provides  for  patients  with  ulcer 
and  gastro-intestinal  spasm  an  effective  barrier 
against  the  impact  of  environmental  stimuli  . . . 
controls  gastric  hypersecretion  and  hypermotility 
for  three  and  one  half  to  five  hours.* 

each  tablet  contains:  dosage:  1 or  2 tablets  three  or 

Monodral  bromide 5 mg.  four  times  daily. 

Mebaral 32  mg.  Available  on  prescription  only. 

Bottles  of  100  tablets. 

Laboratories  New  York  18,  N.  Y. 

Monodral  (brand  of  penthienate)  and  Mebaral  (brand  of  mephobarbital),  trade* 
marks  reg.  U.  S.  Pat.  Off. 

* References  and  clinical  trial  supplies  available  on  request. 


...IN  URINARY  COMPLAINTS 

-}f  Sterilizes  urine  in  1 to  3 days 
Relieves  burning  in  minutes 
■%-  Effective  in  93-98%  of  cases 


The  original  Azo-Sulfa  Formula*  • Antibacterial  • Analgesic 

LOCALIZED  MUCOSAL  ANALGESIA 

Phenylazo-diamino-pyridine  HCI— acts  solely  on  the  urogenital  mucosa;  pro- 
vides prompt  relief  from  burning,  pain  and  frequency. 

LOCALIZED  ANTIBACTERIAL  ACTIVITY 

Sulfacetamide— eliminates  mixed  infections  rapidly  because  of  its  unusual 
solubility  in  acid  urine  common  to  bacterial  invasion  of  the  urinary  tract.  No 
renal  damage,  concretions  or  anuria. 

.and  when  Spasmolysis  is  essential 


Antibacterial  • Analgesic  • Antispasmodic 

-the  dual  activity  of  SULFID  with  the  well-known  antispasmodic  effect  of 
natural  belladonna  alkaloids. 

Introduced — July,  1954 


i i 

1 I 


[COLUMBUS  PHARMACAL  COMPANY  COLUMBUS  is,  OHIO 
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Since  1860  A.  S.  Aloe  Company  has  seen  three  gen- 
erations of  physicians  open  their  offices  for  the 
practice  of  medicine,  and  has  always  stood  by  with  a 
helping  hand.  Whether  you  plan  to  begin  practice 
or  re-equip  an  existing  office,  we  can  help  you. 

A National  Institution:  We  have  13  shipping  points 
throughout  the  nation  and  more  than  200  representa- 
tives with  permanent  residences  in  convenient,  nearby 
locations. 

Equipment  Check  Lists.  Cover  everything  required 
to  outfit  your  office,  from  hypodermic 


needles  to  X-ray  machines,  with  both  itemized  and 
total  cost. 

Planning  Service.  Suggested  room  layouts  scaled  to 
size  to  help  you  evaluate  your  needs. 

Tailored  Payment  Plan.  There  are  no  interest  charges 
under  our  regular  “new'  office”  extended  payment  plan. 
Location  Service.  Aloe  representatives  know  of  many 
attractive  locations  for  beginning  practice.  A state- 
ment of  your  preferences  will  be  published  to  our 
field  force.  Write  or  see  your  local  representative 
for  complete  details. 


A.  S.  ALOE  COMPANY  OF  Lou,s,*N* 


1425  Tulane  Ave.,  New  Orleans  12,  La. 


ST  LOUIS  LOS  ANGELES  SAN  FRANCISCO 

KANSAS  CITY  DALLAS  ATLANTA 


SEATTLE  MINNEAPOLIS 

WASHINGTON,  D,  C. 


. + 

THE  EARLE  JOHNSON 

SANATORIUM  ! 

“In  the  Mountains  of  Meridian” 

ROLAND  E.  TOMS,  M.  D. 
Psychiatrist-in-Chief 

Diplomat*  in  Piychiatry  of  th*  American  Board 
of  Psychiatry  and  Neurology. 

Spacialixad  treatments  in  mental  disorders  and  al- 
coholic and  drug  addictions,  including: 

Electro-convulsive  therepy 
Mid-brain  stimulation 
Deep  insulin  therapy 
Psychotherapy 
Geriatrics 

Write  P.  O.  Box  106 
or 

Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 

♦ — - — — + 


"...THE  MERCURIALS 
HAVE  PROLONGED 
THE  WORKING  PERIOD 
AND  LIFE  SPAN  OF 
COUNTLESS  SUFFERERS 
FROM  CONGESTIVE 
HEART  FAILURE..."* 

TABLET 

NEOHYDRIN® 

*Fishberg,  A.  M.:  Hypertension 
and  Nephritis,  ed.  5,  Philadelphia, 

Lea  & Febiger,  1954,  pp.  177-178. 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co,,  Inc. 
Brooklyn  6,  New  York 


Ataraxoid  is  a unique,  new  combination  of  Sterane  and 
Atarax,  which  now  permits  simultaneous  symptomatic 
control  and  reduction  of  attendant  anxiety  and  apprehension 
in  rheumatoid  arthritis  and  other  indications. 


The  added  tranquilizer  control,  desirably  easing  mental  stress, 
also  directly  assists  clinical  progress.  It  minimizes  the 
chance  of  exacerbation  related  to  emotional  strain  and 
facilitates  patient  confidence  and  cooperation  in  the 
therapeutic  program  toward  maximum  rehabilitation. 


The  ataractic  effect  is  a 
central  neuro-relaxing 
action  — the  result  of 
a marked  cerebral  speci- 
ficity — free  of  mental 
fogging  and  devoid  of  any 
major  complications: 
no  liver,  blood  or  brain 
damage.  This  peace- 
of-mind  component  is 
also  used  in  the  lowest 
dosage  range. 

Supplied : Each  green,  scored, 
Ataraxoid  oral  tablet 
contains  5 mg.  prednisolone 
(Sterane)  and  10  mg. 
hydroxyzine  hydrochloride 
(Atarax).  Bottles  of  30 
and  100. 


Ataraxoid  exerts  the  anti-rheumatic,  anti- 
inflammatory activity  of  Sterane  distinctly  superior 
to  previous  steroids,  effective  in  radically  reduced 
dosage,  and  with  minimal  disturbance  of  electrolyte 
and  fluid  metabolism. 


1M 


mfm 


ataraxic-corticoid 


prednisolone  and  hydroxyzine 


*: 


combining  the  newest,  safest  _i_  the  newest,  most  effective 
tranquilizer,  ATARAX®  ' steroid,  STERANE” 

(prednisolone) 

? jcontrols  flH 

the  symptoms  and  the 
apprehension 

In  Rheumatoid  Arthritis, 
other  collagen  diseases, 
bronchial  asthma  and 
inflammatory  dermatoses 
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PATENTED  WEDGE 
GIVES  SUPPORT 
TO  CENTER  LINE 
OF  BODY 
WEIGHT  ★ 


r 


Insole  extension  and 
heel  where  support  is 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  “The  Preservation  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot.” 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency . Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 


A Division  of  Musebeck  Shoe  Company 


in  very  special  cases 

. 

a very  superior  brandy;.. 


specify 

KENNESSY 

COGNAC  BRANDY 


84-  Proof  | Schieffelin  & Co.,  New  York 
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POSTGRADUATE  COURSES-1956-1957 

INFECTIOUS  DISEASES  IN  PEDIATRICS 
Dr.  Ralph  V.  Platou,  Chairman 
February  4-9,  1957 

A distinguished  guest  speaker,  Dr.  M.  H.  D.  Smith,  and 
the  availability  of  a fine  selection  of  clinical  material 
insure  the  success  of  this  program  for  pediatricians. 
In  addition  to  formal  lectures  informal  discussions  of 
cases  and  panels  on  particular  subjects  each  afternoon 
will  be  emphasized.  Ample  opportunity  will  be  avail- 
able for  questions. 

SURGERY  OF  THE  HAND 
Dr.  Jack  K.  Wickstrom  and 
Dr.  Daniel  C.  Riordan,  Chairmen 
March  21  -23,  1957 

This  timely  course  covering  all  aspects  of  surgery  of 
the  hand  is  presented  again  by  popular  demand. 
Initial  discussions  of  fundamental  anatomy  and  func- 
tion will  be  followed  by  sessions  on  the  management 
of  acute  trauma  and  surgical  diseases  of  the  hand. 
All  phases  of  reconstruction  of  skin,  nerve,  bone  and 
tendon  will  be  covered  by  movies,  colored  slides  and 
patient  demonstrations. 

For  additional  information  write: 

Director  of  Graduate  Medicine 
Tulane  University  School  of  Medicine 
1430  Tulane  Avenue 
New  Orleans  12,  Louisiana 


For  the  modification  of 
measles  and  the  prevention 
or  attenuation  of  infectious 
hepatitis  and  poliomyelitis. 


GRADATIONS  OF  ANALGESIA 


with  light  sedation 


‘EMPIRAL’® 

Phenobarbital  gr.  Vi 
Acetophenetidin  gr.  2Vz 
Acetylsalicylic  Acid  gr.  3'/2 


‘CODEMPIRAL’®  No.  2'” 


Codeine  Phosphate  gr.  Vi 
Phenobarbital  gr.  Vi 
Acetophenetidin  gr.  2V2 
Acetylsalicylic  Acid  gr.  3 Vi 


‘CODEMPIRAL’®  No.  3tN> 

Codeine  Phosphate  gr.  Vz 
Phenobarbital  gr.  Vi 
Acetophenetidin  gr.  2Vz 
Acetylsalicylic  Acid  gr.  3 Vi 


(N)  subject  to  Federal  Narcotic  Law 


LEDERLE  LABORATORIES  DIVISION 

AMERICAN  GfWiamid  COMPAJvy 

PEARL  RIVER,  NEW  YORK 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.  Y. 
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of  everyd 


In  “Rheumatism 


M ulti'i 

TEMF 


combine : 

THE  PROPER  FORMULA 
PROPERLY  FORMULATED 


PREDNISOLONE  (In 


PIRIN  (0.3  Gm.) 

+ 

ASCORBIC  ACID  (50 

+ 

ANTACID  (0.2  Gm) 


Physical  separation  of  the 
steroid  component  from  the 
aluminum  hydroxide  as  pro- 
vided by  the  Multiple  Com- 
pressed Tablet  construction 
assures  full  potency  and  sta- 
bility of  prednisolone. 


Early  rheumatoid  arthritis 
Rheumatoid  spondylitis 
Osteoarthritis 
Still’s  disease 
Psoriatic  arthritis 
Bursitis 


Synovitis 

Tenosynovitis 

Myositis 

Fibrositis 

Neuritis 
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for  anti-inflammatory,  anti-rheumatic  benefits 
at  effective  low  dosage. 

for  analgesia  plus  additional  anti-rheumatic 
activity. 


for  anti-stress  support  that  guards  against  ad- 
renal ascorbic  acid  depletion. 

(Ascorbic  Acid  present  as  60  mg.  Sodium  Ascorbate.) 

dried  aluminum  hydroxide  gel  minimizes  the 
possibility  of  gastric  distress. 


dosage:  1-1,  TEMPOGEN  Tablets  t.i.d.  or  q.i.d. 
(TEMPOGEN  Forte,  1 or  2 tablets  t.i.d.  or  q.i.d.) 
for  one  or  two  weeks.  Then  lower  by  1 tablet  every  four 
or  five  days  to  maintenance  level. 

SUPPLIED:  TEM POGEN and  TEMPOGEN  Forte 
• — in  bottles  of  100  Multiple  Compressed  Tablets. 
( TEMPOGEN  Forte  provides  2 mg.  of  prednisolone.) 


MERCK  SHARP  Be  DOHME 

DIVISION  OF  MERCK  a CO..  INC. 
PHILADELPHIA  I.  PA. 
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is  the  symbol 
of  the 

Standardized 

Tablets 

Quinidine  Sulfate 
Natural 

• • • 

. 0.2  Gram 
(approx.  3 grains) 
produced  by 

Davies,  Rose  & Co.,  Ltd. 

By  specifying  the  name,  the 
physician  will  be  assured  that  this 
standardized  form  of  Quinidine 
Sulfate  Natural  will  be  dispensed 
tc  his  patient. 

(Clinical  samples  sent  tc  physicians 


on  their  request 


Davies,  Rose  &.  Co.,  Ltd. 
Boston  18,  Mass. 

Q4 

i 


EVERY  WOMAN 
WHO  SUFFERS 
t N THE 
MENOPAUSE 
DESERVES 

"premarin: 

i widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
5646 
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/or  the  average 


patient  in 
everyday  practice 


0 well  suited  for  prolonged  therapy 

© well  tolerated,  nonaddictive,  essentially  nontoxic 
#>  no  blood  dyscrasias,  liver  toxicity,  Parkinson-like  syndrome 
or  nasal  stuffiness 

# chemically  unrelated  to  chlorpromazine  or  reserpine 
0 does  not  produce  significant  depression 
# orally  effective  within  30  minutes  for  a period  of  6 hours 

Indications .*  anxiety  and  tension  states,  muscle  spasm. 


Milt  own 


Tranquilizer  with  muscle-relaxant  action 

DISCOVERED  AND  INTRODUCED 

BY  ® WALLACE  LABORATORIES,  New  Brunswick,  N.J, 

2-melhyl-2-n-propyl-l ,S-propanediol  dicarbamate — U S.  Patent  2 ,724,720 
) SUPPLIED:  400  mg.  scored  tablets.  Usual  dose:  1 or  2 tablets  t.i.d. 

Literature  and  Samples  Available  on  Request 


CM-3706-R2 


THE  MILTOWN  MOLECULE 
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organomercurial  diuretics 
" . ..permit  ingestion  of 
enough  salt  to  make  food 
palatable;  without  them, 
many  patients  would  lose 
their  appetites,  a conse- 
quence of  the  salt-free  diet 
which  has  occasionally  been 
known  to  cause  serious 
malnutrition/7^ 

^Modell,  W The  Relief  of  Symptoms,  Phil- 
adelphia, W.  B.  Saunders  Company,  1955, 
pp.  265-266. 


★ 

Doctor,  when  you  peruse  the  adver- 
tising pages  of  our  journal,  remem- 
ber this : All  ads  are  carefully 

screened  — the  items,  services  and 
messages  presented  are  committee- 
accepted.  Our  standards  are  of  the 
highest.  The  advertisers  like  our 
journal  — that’s  why  they  selected  it 
for  use  in  their  promotional  pro- 
gram. They  seek  your  patronage  and 
your  response  encourages  continued 
use  of  our  publication.  In  turn,  the 
advertisers’  patronage  helps  us  to 
produce  a journal  that  is  second  to 
none  in  our  state.  When  you  send 
inquiries,  tell  them  that  you  read 
their  advertisement  in  The  Journal 
of  the  Louisiana  State  Medical 
Society. 

¥ 


TIM  IB  ERL  AWN  SANITARIUM 


For 

Nervous  and  Mental  Diseases 

Phone  Davis  1-2678  DALLAS  1,  TEXAS  P.  O.  Box  1769 

★ ★ 

Complete  modern  facilities  for  Insulin-shock  and  Electro-shock  therapy, 
under  constant  medical  supervision.  Psychotherapy.  Occupational  ther- 
apy. All  other  accepted  methods  of  psychiatric  treatment. 

NARCOTIC  CASES  NOT  ADMITTED 

THE  STAFF 

Guy  F.  Witt,  M.D.,  Medical  Director  LeeOwen  S.  Buford,  M.D.,  Associate  Psychiatrist 

Perry  C.  Talkington,  M.D.  ) _ Howard  M.  Burkett,  M.D.,  Associate  Psychiatrist 

Chas.  L.  Bloss,  M.D.  J Co‘Directors  James  K.  Peden,  M.D.,  Associate  Psychiatrist 

C.  L.  Jackson,  M.D.,  Resident  Psychiatrist 
Mrs.  Frances  Campbell,  R.N.,  B.S.,  Director  of  Nurses 
Ralph  M.  Barnette,  Jr.,  Business  Manager 
Miss  Geraldine  Skinner,  Director  of  Occupational  Therapy 
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To  Our  Advertisers  . . . 

We  extend  our  sincere  thanks  for  your  patronage  dur- 
ing 1956. 

Your  recognition  of  our  Journal  has  enabled  us  to  pro- 
duce a publication  worthy  of  its  place  in  medical  liter- 
ature. 

Our  members  have  found  your  advertisements  inform- 
ative and  helpful  in  the  securing  or  prescribing  of  ac- 
cepted products  and  services  during  the  past  year. 

It  is  a certainty  that  they  will  continue  to  patronize 
the  concerns  whose  advertisements  appear  regularly  in 
our  pages. 

OUR  BEST  WISHES 
FOR  A 

SUCCESSFUL  AND  PROSPEROUS  1957 

The  Journal  of 

The  Louisiana  State  Medical  Society 
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THE  GOWEN  GERIATORIUM 

For  the  care  of  the  Senior  Citizen 
and  the  chronically  ill 


CHARLES  R.  GOWEN,  M.  D. 
Superintendent 


E.  CLAY  EDWARDS,  M.  D. 
Medical  Director 


5900  LINE  AVENUE 


SHREVEPORT,  LOUISIANA 
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The  Baton  Rouge  Clinic 


134  North  19th  St. 

Ear,  Nose  & Throat 
Gerald  Joseph,  M.  D. 


Eye 

Dalton  S.  Oliver,  M.  D. 


Internal  Medicine 
Cheney  Joseph,  M.  D. 
Charles  Prosser,  M.  D. 
Roger  J.  Reynolds,  M.  D. 

Obstetrics  & Gynecology 
Melvin  Schudmak,  M.  D. 
J.  P.  Griffon,  M.  D. 


Telephone  8-5361 
Urology 

Mortimer  Silvey,  M.  D 


Surgery 

Joseph  Sabatier,  M.  D 
Charles  Mosely,  M.  D. 


SELLERS  AND  SANDERS  CLINIC 

4414  Magnolia  Street 

New  Orleans 

Gynecology  and  Obstetrics 

Surgery 

Dr.  Thomas  Benton  Sellers 

Dr.  John  T.  Sanders 

Dr.  Simon  V.  Ward 

Dr.  Charles  R.  Walters 

Dr.  Julius  T.  Davis 

Green  Clinic 

709  South  Vienna  Street 

Ruston,  Louisiana 

Surgery 

Marvin  T.  Green,  M.D. 
LaMoyne  C.  Bleich,  M.D. 

Radiology 

M.  Ragan  Green,  M.D. 

Guy  M.  Hicks,  Jr.,  M.  D. 

Obstetrics  and  Gynecology 
Carl  L.  Langford,  M.D. 
David  M.  Hall,  M.D. 
Pediatrics 

Bruce  W.  Everist,  M.D. 

0.  Wharton  Brown,  Jr.,  M.D. 

Internal  Medicine 
Henry  S.  Roane,  M.D. 
Robert  W.  Sharp,  M.  D. 
Joe  L.  Smith,  Jr.,  M.D. 

Dentistry 

L.  Felton  Green,  D.D.S. 
Benjamin  C.  Baugh,  D.D. 

Eye,  Ear,  Nose  and  Throat 
Harold  H.  Harms,  M.D. 

DR.  IRVING  A.  LEVIN 

ANORECTAL  AND  COLON  DISEASES 
3424  Prytania  Street  TW.  5-2043 
New  Orleans,  La. 


DR.  R.  ROSS,  JR. 

SKIN  DISEASES 

802  Pere  Marquette  Bldg.  CA.  0202 


DR.  EUGENE  L.  WENK 

GERIATRICS 

206  Physicians  & Surgeons  Bldg. 
SHREVEPORT,  LA. 


DR.  RICHARD  W.  VINCENT 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

1320  ALINE  STREET 
TWinbrook  5-4561 
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FREDERIC  W.  BREWER,  M.  D. 

PRACTICE  LIMITED  TO  PSYCHIATRY 

1008  Maison  Blanche  Building 
RA  4047  By  Appointment 


DR.  NATHAN  H.  POLMER 

Physical  Medicine Rehabilitation 

2209  Carondelet  St. 

2-5  P.  M. 

Off.:  CA  0171  Re*.:  CA  3946 


DR.  B.  G.  EFRON 
DR.  STANLEY  COHEN 

ASTHMA,  HAY  FEVER,  AND  OTHER 
ALLERGIC  DISEASES 

1441  Delachaiie  Street  New  Orlean* 


JAMES  W.  BURKS,  JR.,  M.  D. 

DISEASES  OF  THE  SKIN 
SURGICAL  PLANING  FOR 
COSMETIC  DEFECTS 
FACILITIES  FOR  REMOVAL  OF 
SUPERFLUOUS  HAIR 
925  Maison  Blanche  Bldg. 

New  Orleans  16,  La.  EX  3322 


KENNETH  A.  RITTER,  M.  D. 
ROBERT  G.  HEAD,  M.  D. 

Psychiatry  and  Neurology 
8211  Apricot  Street 
New  Orleans 

WA.  2324  By  Appointment 


DR.  C.  S.  HOLBROOK 
PRACTICE  LIMITED  TO  NERVOUS 
AND  MENTAL  DISEASES 

Hours:  10  to  12,  by  Appointment 
Office:  3431  Prytenia  Street 
Opposite  Touro  Infirmary 

DR.  CARL  N.  WAHL 

Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg. 
MAgnolia  3216 


BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
CAnal  7697  By  Appointment 


THE  OWENS  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  Street 
New  Orleans  13,  Louisiana 
Telephone:  CAnal  0106 

DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  TW.  1-4094 

New  Orleans 

DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Blanche  Building 
RA.  0873  By  Appointment 

J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  TW.  5-6481 


FRANK  H.  MAREK,  M.  D. 
Radiologist 

2204  So.  Rysn  Street  Lake  Charles,  La. 

Phone  4071  or  6-9242 
Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 

DR.  HARRY  ZOLLER 

TEMPORAL  BONE  SURGERY 
and 

FENESTRATION  FOR  OTOSCLEROSIS 

1109  Pere  Marquette  Building 
RA.  2535  By  Appointment 

DR.  REICHARD  KAHLE 

CARDIOVASCULAR  & THORACIC 
SURGERY 

1441  Delachaise  St.  By  Appointment 


The  Cancer  Commission  of  the  Louisiana  State  Medical  Society 


INTERNATIONAL  UNION  AGAINST  CANCER* 

The  American  Cancer  Society’s  newly  activated  “Commit- 
tee to  Advance  the  Worldwide  Fight  Against  Cancer” 
works  through  the  International  Union  Against  Cancer, 
which  was  established  in  1933.  The  Union,  composed  of 
foremost  doctors  and  scientists  of  the  world,  was  instituted 
for  the  following  declared  purposes : 

1.  To  maintain  liaison  between  and  to  assist  organiza- 
tions : 

a)  By  promoting  scientific  research 

b)  By  encouraging  establishment  of  diagnostic  and 

treatment  centers 

c)  By  encouraging  undergraduate  and  postgraduate 

teaching 

d)  By  fostering  education 

e)  By  combating  charlatanism 

f)  By  stimulating  studies  of  the  magnitude  of  the 

cancer  problem 

2.  To  develop  a classification  for  tumors  and  criteria 
for  statistics 

3.  To  provide  an  international  documentation  center 

4.  To  publish  an  international  bulletin 

5.  To  organize  international  congresses 

6.  To  act  as  counsellor  to  national  organizations 
* From  Vol.  X,  No.  4,  ACS  Cancer  News 

OOO 

Louisiana  State  Department  of  Health 

W.  J.  REIN,  M.  D., 

State  Health  Officer 


clinically  proved,  before  introduction,  in  over  12,000  patients 


announcing 

Compazine 

a further  advance  in  psychopharmacology 


minimal  side  effects 

Few  drugs  have  been  so  thoroughly  studied  before  introduction 
or  introduced  with  such  a substantial  background  of  clinical 
experience. 

In  the  more  than  12,000  cases  treated  with  ‘Compazine’  here  and 
abroad,  and  in  experimental  studies  at  very  high  dosage,  no  blood 
change  or  jaundice  attributable  to  ‘Compazine’  was  observed. 


Smith,  Kline  & French  Laboratories,  Philadelphia  1 

* Trademark  for  proclorperazine,  S.K.F. 
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The  New  York  Academy  of  Medicine 

Due  in  two  weeks  unless  renewed. 

Not  renewable  after  6 weeks 
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